v. 5-17-39
I 3906

WRITE PLAINLY—USE UNFADING BLACK INK«-—=MAKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY
National Office of Vital Statistica

FILED SEP 4 1948

" MISSOUR! DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Registration District No, .jf_?...... Primary Registration District No[?@-?"’ Registrar's No‘.qq%__
1. YLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: o

J /[ 14
(e;) (éounty K&Ck_zgn01tv @ State.. Missouri ®) County JaCkSOn ’
@) City or town“l"fuumds ¢ity or town limits, write BUML aod pamis of township) () City or town Kans as City

{c) Name Dfﬁlmembo&lnélig[gmﬁo sp $tal NO .1 0

(If not in hospital or i ion, writo strest ber o location)
(&) Length of stay: In hospital or institution.. _h..dm T
(Specily whether
In this community 20 Wears

years, months or days)

I
(If oulside cily or town limits, write “RURAL")
1436 Jefferson y

(If rural, give lncation)
no O

(d) Street No,

{¢) Citizen of forelgn country?. (Yes or No}

If yes, name country. o

3, (o) PRINT

Kate Beard

MEDICAL CERTIFICATION

§ 0 :AME O St e sea {[ 20 PATE OF DEATR: Month Aug sy 13th
. (&) I veteran, . (e urity No.
hame war. ‘-77,& | SDCL?ZO“‘\L— year. “191‘8«——- ———hour. 1 minute. <0 P, M,
= 21, I here ﬁ hat I attcnded the deceased
IL 5. Color or 6. (a) Single, widowed, married, - -13—118 o
¥ | I
s« sc Female| o Whitel  swodHidOWed i swh€D _siveon 8=1. L8 : o
6, () Nameof hushandorwife________i ... 6. () Ageof husband or Wife if || 20d that death occurred on the date and hour stated above. Duration
___Prank T, Beard Qi€ e e years || Immediate cause of death
7. Birth date of deceased Y ULY D, 1875 Cerebra vascular hemorrhage
(Month) {Day) {Yaar)
8. AGE: Years i Months Daya If lezs than one day Due to
75 l 8 hr. min
R Due to
9. Bimnplace._d@cksonville I11. . - o ]
~(City, town, o county) - (State or [orelgm coontry)
: ditio
10. Usual occupation.... HOUS WL e e oo, s i o7 A
11, Industry or business. Majorfadi ff ? a" PHYSICIAN
o - or nodin, ———
H( 12 wame Dave Bird .. . . .. . Of operations. ... Bl . . ; )
= N q : t . : Underline
E 13, Birthplace. - UnkIlOW'n - :ﬁle!c?g:tg
N R ity, town, or county State or foreign sountey) || . _ Of aut hould b
é 4, Maiden namc.,..ﬁlar gh&rei‘.e .Ha.li. R, autopey ;h:r:ed E
= : Unkrlown /./ None - - tistically.
° 15. Birthplace 22. If death was due to external couses, fill in the following:

(City, town, or county)

{State or foreign counl.;;)
16, (a) Informant Frank Bea:_[_‘d

() Address Grandview,Mo,
Removal ' (8) Date thereof Aug,.l16, 48
{Burial, cremalion, or remaoval) {Month) (Day) (Year)

{¢) Place: burial or cremation. . Shawne e K.anS

17, (e}

18. (o) Signature of funeral director.;
{b) Address 20 w . T'.j-
g,__L’ ‘ _j" . [t}

19. (@ —_

(Date reccived local repist¥ar) {Registror's d;ntnre)

'Ad drezs

(a) Accldent, euicide, or homicide (specify)

(¥) Date of occurrence.

(¢) Where did injury eccur?
(City or tawn) {County) (State)
(d) Did Injury occur in or about home, on farm, in industrial place, in public place?

. R . Gpecify txne of nhu)
Whﬂe at work?. et {8 of i mjury__. R
5. HEg D G0 sﬁ{:‘iﬂ CigRPIp J‘L

Date signed

(Licensed Embalnicr’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,-or=by=

, Registered Apprentice No. )

Signed.W ., %\/W.-—

Licensed Embalmer No L// 3 S/

P. O. Address A’W @/54 )’M

. I
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to ‘l{mp]y with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact'should be so stated above.

working under my personal supervision.




