No. 300
—10-47
517-39

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY

AETSES TN,

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH ~  su rae 5o

U Vo 20T

3514

Registration District No.o..oo..... Primary Registration Distriet No/dox—. Registrar's No.
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED:
{a) County Jackson state_ Missouri Jackson ¢ f
) City or town Kangsas.City @ () County.
(if outside city or town limits, Writs “RURAL” and onme of township) (¢) City ar town Kangas City

(¢} Name of hospital or institution: {If omtside city or town limita, write "RURAL'™)

General Hospital No..l (d) Street No. 3L8 Garfield g

{IT not in hoapital or institution, write sireat nnmber or location) (Lf rursl, giye location) 0

{d) Length of gtay: In hospital or institution....... _ZI_QQKS_.._.......__.__.._...

In this community. ,Wa -'r—o#— M

years, months or days)

() Citizen of foreign country?... . e, (Yes or No)

If yes, name countty. -

MEDICAL CERTIFICATION

Fold B Legonard De Maria A o
: i 20, DATE OF DEATH: Month _ SUEs day. 7
3. () If veteran, 3. {¢) Secial Security No. 8
R M«.l.9_)-|- __________ hour......... .:I.Q___~ ——-minute... 5_..A4.....,.
name War el e
21. [ hereby certify that I attended the deceased from
| 5. Coloror 6. (a) Single, widowed, marred, || _July 30 1ol1B.. to Ang.. 27 19148,
4. %ﬁé—-—---—--- ettt divor that I last gaw h. LT alive on Au? ) 27 . 19,1_1,8;
6. (B) Name of husband or wife......,ooeee e 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above, -
. Duration
m_%ﬂw alive.. & 5 years || Immediate cause of death
7. Birth date of d D e {_ bl § 7. Garcimoma of prostate
" (Mouth (Day)
8. AGE: Years Monthsg Daya If less than onc day Due to
é ? ___j I n‘ hr. min
— || Due to
9. Birthplace...: %@ \5 .
{City, town, or cannty] . {State or foreign coontry)
. Other mnrtlhnn!
10. Ustal 0GCUtion . mormn b B P : (Toctad 7 within 8 months of death) f)/
11. Industry or business —_— ol PHYSICIAN
Major findings: L, [ -
E Of operations.......... . - CXB 5
&H ; - ” . Underline
: S
w! ea
Of autopay. None : should be
jcharged sta.
2 s tistically.

{Burial, cremation, or ru%
() Place: burial or ¢rematio 2

18. (o) Signature of funcrnl director.

) A 2,42.,.:::"&2.".....-.,5 -
17. (a) &i"“‘"ﬂ _ (%) Date thereof - m%.( uﬂ 2

w7 o —
M-dﬂa.ov :

® Addm_/, IO @z;r@
STE i

19. () = ()
Dnu received local rogistrar)

22, If death was due to external causes, fill in the following:
(a) Accident, sulcide, or homicide (specify)

(b) Date of cocurrence

(£} Where did injury cccur?

{City or towa)} {Counnl (Hia
(&) Did injury cccur in or about home, on farm, in industrial pla.c\e fn public plm:e?

. . . . .{Specify type of pia - .
While at work?.. e (2) M of Injury_ L.} ..

By, s 2l 045 e
(Registrar's signatare) address. Hed, _Dir. Gen'l Hosp., -Date simhed_

(Licensed Embalmer’s Statement on Roverse Side)




STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No ,

Licensed Embalmer No 97#4
P. 0. Address /5. (., 27206 -

Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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

working under my personal supervision.

[



