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

FEDERAL SECURITY AGENCY
lj{atinnal Qffice of Vital Statistica

FILED AUG 26 19489

Registration District No...........

MISSOURIL DIVISION OF HEALTH
STANDARD CERTIFICATE OF DEATH s rue o 6416

Primary Registration Distriet No.......4

/_3....5._3_" Registrar's No. - qug

1. PLACE OF DEATH:
(o) County Jackson

(5) City or town Kansas City

() Nazme of hospital or institution:

(If cutaide city or town Limits, write "RURAL” and name of townahin)

General Hospital No. 1 f)

In this community,

({If not in hoapital or institation, writs strest number or locat
{d) Length of stay: In hospital or institution . __..2_ MmoS. 29 d.-_,.Y.§_.

245 /JPW

2. USUAL RESIDENCE OF DECEASED:

(s) State Missouri () County. Jackson %f
() City or town Kansas Cit’f

(If outsida cily or town limits, writs “RURAL™)
(d) Street No. : 5 b St * Y

(I rural, give location)

() Citizen of forelgn country? e 2 Py 2 ' (Yes or No)

{Data received local registrar)

(Dy) (Foar)

{Ramm [] um:m)

;"' () Where did injury occur?

] Address

years, months or days) - If yes, name country,
. . MEDICAL CERTIFICATION
3ok FRINT Louise Kirkham Jul 1
. _ 20. DATE OF DEATH: Month Y ey 13
3. (&) If veteran, 3. (¢) Social Security No. 8 5 O P
L;Lo . . year. 19)4 hour. minute 5 * M.
name war o =
- 21, I hereby certify that I attended deceased from
% / 5. Color P 6. (o) Single, widoz. Zed. Aprli 19___1_18 July 13 Ry
4, Sex ¥ I .. | dives ¢ ]L that I last saw b_S% __ alive on July 13 |9L|._8___;
6 ) N e of husband or wif 6. (<) Age of husband or grife If and that death occurred on the date and hour stated above. Duration
JR— %Al Y eacs || Immediate cause of death
7. Birth date of deceased. ALl s 0 %%0 |.—Adenocarcinoma _of uterus
Month) éf (Day) {Year)
8. AGE; Years Months Days If less than one day Due to.
¢l 2 | Z s
Due to
9. Birthplace ; % 0 - .
{City, town, or county) {Btate or foxrzign country) Y
. LM‘*‘\-L- o . + || Other conditiona.
10. Usual occupation {Ioctode pregoancy within 3 mnnl.hl of death) l,, 'b L
11. Industry or busj 4 o) PHYSICIAN
L] Major findings: __ . . - . . . . h——
E 12. Name.. Of operations Undetline
= R Ty
.. . N . 'which dea:
e Of autopsy See gbove qhould‘s?ae
E i tistically.
g 22. If death was due to external causes, fill in the following:

{a) Accident, suicide, or homicide (specily)
(t) Date of cccurrence

(City or town) {Conn! (Stal
ury occur [n o about home, on farm, in industrial place. in public place?

While at wk?w,__‘__ * 20 o inj _'_‘T__'__ iy
. Slmtm—z_.._b_ ""'20—'— < (M:;)}lﬁo%é
Med. Dir. Gen'l Hosp. S aa

Date signed

(Licensed Embalmer’s Statement on Reverse Sidle)
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STATEMENT BY LICENSED EMBALMER

her

se sjfle of this cgrtificate was embalmed by me, or by

" working under my personal supervision.

Licensed Embalmer No

. 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,




