FEDERAL SECURITY AGENCY
National Office of Vital Statistica

ALED SEP 4 1948

" MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

I
[

lSzatc File Nomzﬁm

WRITE PLAINLY=USE UNFADING BLACK INK—MAKE A PERM:ANENT RECORD

L¥7.

Jackson
Kansas (City

(1f outside city or town limits, write “RURAL" and name of township)
(¢} MName of hospital or institution: O

Lakeside Hospital

Registration District No,.cuceiaeas .. Primary Registration Distriet No......l-g-

1. PLACE OF DEATH:

{a) County
() City or town

.Q..?:/ Registrar’s No. .33.70........
(5) County.

2. USUAL RESIDENCE OF DECEASED: : ” /
Jola

(6} Seate Kansas
(If outaids city or town limits, write “RURAL™)

tc) Clty or town

(If not in hoapital or institation; write street nomber o location) (6} Street No (If rural, give location) :z;
(dy Length of stay: In hospital ot institution ays no
as above (pecily whotber (¢} Citlzen of forelgn country? bl {Ven or No}
In th:s commumty
yeera, months or days) If yes, name country. X
. (s) PRINT . MEDICAL CERTIFICATION
NAME Mrs. Marie Hallan Ausust 18
- — 20. DATE OF DEATH: Month gu Ay
3. (b) 1f veteran, 3. (&) Social Security No. 191(,8 3 03 A
name war Nno « Nno. yeat. hour. minute. b
21, T hereby certify that I attended the deceased from.
5. Color or 6. (a) Single, widowed, m.-miécL y/4 wF. j
4. Sex female race. Wh?'te divorccd—n’l—arrled—— that [ last paw ive on P’ P /P- .
6. (&) Name of husband or wifee . 6. (¢} Age ofbguiﬁxd or wife if | 2nd that death md on the date and ?l’our stated a.bov: Duration
Earl Hallan alive o2 C2 cears :
7. Birth date of deceased.......__f__ w...w.z- a-/& ql
{Day} (Year)
8. AGE: Years /| Months | Days If less than one day
5 6 4 / D 2 6 hr. min
T - =
9. Birthplace
{City, town, or county) tats or foreign

A

at home ... .+ & -

10. Usual occupation
11, Industry or business.....- X PHYSICIAN
i . HEE
g 12. Name.......... % l;l'Underl[ne
é 13. Birthplace. - . ;I:!ccglé;:;
oz , town, or county) should be
14, Maiden name &SRR, charged sta.
E tistically.
g 15. B[rfhnlAﬂ.‘ i w;‘ml 5 2, If death was due to external causes, fill in the following:
16. (c) Informaat Farl Hallan, - {a} Accldent, suicide, or homicide (specify)
") Address Iola, Kansas (») Date of occurrence
1. (@) removal (8 Date thereot. 81§ ~4,8 (6} Where did injury occur? T
(Burial, cremation, oF romaval) T la . f(Mcnih) (Day) (Yeas) (d) Did injury occur in or about home, on , in industrial place, in pubixc pla.ee?
(¢} Place: burial or r-'rﬂrrv-rinn ° Kansas !
. Tt e of place L LT
18. {a) Sigeature of fuderal director Stine & McClure e While at wor - ‘,_,_f_'_’f’_, tn)n )slzam)of InJurym...J._..L__
@ Addresid235 Gillham Plaza, Kansas City o (L=< 4 - a?’ -
9. @ J/g -fy @ . . Signatureg. ! P o e (M. D, orothu)m
. {a -, - ¢
{Data received local rexistrar) {Registrar’s signatare) Address. o A "ol rM ity w Date =i M

d «J J"-/g_q

{Licensed Embalmer’s Statement on Beverso Side)




Dr. Graham

-~

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. .

wo_rking under my personal supervision. .
Signed...@!‘-’q.h ! ‘\

Licensed Embalmer No..... (f J‘ C o a
‘P, O. Address.....,.‘x,.i..-_.e_ NM .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)
\__‘If this body is not embalmed, fact should be so stated above.




