No. 300

FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH

s LY SEE L STANDARD CERTIFICATE OF DEATH s v 2%%%%
a0 Registration Disr.rict‘No...-....._...._.{_zz Primary Registration District No/ﬂqa'_' Ragistrar’'s No. 1

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

1. PLACE OF DEATH:
(@) County Jackson

2. USUAL RESIDENCE OF DECEASED:
Missouri ® County....vacCkson ¢!

i —

15. Birthplace

22. If death was due to external causes, fill in the following:

K ol £ {a) State
(6) City or town ansas Livy - . c z
(T ovtside ety ar tawn limsita, wrile "RURAL" and namo of townahip) (&) City or town Kansas ltJ -
{c) Name of hospital or institution: ("wmdﬂ ity or taws limite, write “NURAL")
General Hospital No., 1. . & @ Street No 137 E. 6 S5t. %
{If not in hospital or institution, write streot number or location) (if raral, give location) 0
(&) Length of stay: In-hospital or institution days ‘ ,
(Specilfy whather () Citizen of foreign country? {Yes or No)
In this community 20 _yesars.
years, moatls or days) If yes, name country.
K ] MEDICAL CERTIFICATION
3i9 FRINT  Adelaide McFarland 8
- ———— [| 20. DATE OF DEATH: Month Aug. day 1
3. (by If veteran, 3. {¢) Social Security No. ];9 8 8 ? A
name war - m_ !5,‘ g 3 ab ._h............. hour, minute * M
- 21, I hereby certify that I attended the deceased from
/ 5. Color or 6. {a) Single, widowed, married, July. 28 whi8, . Aug. 18 19..!4..8.:
4 gex T@ _ ace White d.ivomed_.__ﬂlid..;,.\. that  last saw b ST alive on Aug. 18 19__14_(3:
6. (3 Name of husband or wife.. ... 6. (c) Age of husband or wife if || 20d that death occurred an the date and hour stated above. Duration
.Jdefrersen D, alive ... __years || Immediate cause of death
7. Birth date of d a: Sant 9... 1877 ‘Bhenmatic heart disease
(Mohith) " (Day) (Year)
8, AGE: Years Months Days If less than one day Due to..
70 11 ! 9 hr. min,
/ Due to
9. Birthpl Jawall. Co. Bansas____ [ _ e .. .
T {City, town, or county) - (State or foreigm couniry) ’ /
. it
10. Usualoceupation ... Housewi fa 9 &E:fur m:, within § months of death) V4 /D
11. Industry or business__ &L home A L PHYSICIAN
g Bohert. F o || A4 —
- ﬂl"m lons. . .
= 12. Name oDer reganan 7! 3 T - % thUnderﬁx::
[
& | 13. Birthplace Unknown - 3 b wh.ic?ﬁ:th
(Gity, town, ernjﬁu (3tate or foreign conntry) || _. Of qutonsy...... ec _above honld be
5 14. Malden name....... ABKY. Hickinson. Charged sia-
tistically.
& NY. [/
=

(City, town, of county) (Stata or forcign country)

16. {a) Informnnt__..gr.ace....BI‘_a.edT oVe
¢ Addres;137 E 6th

17. (a) _._.."....Bu < ._. (%) Date thereof.._H8=20=1QL8 _

(Burial, mmluun.urnmnnl) (Mcoih) {Day¥ (Year)

(¢} Place: burial or.cremation.... Mt..ﬁ'&ﬁhlngtnn....m
18. (o) Signatute of funeral directorC. H.Blgckman. &..Son,Ine.,.

(4) Address....= &_5 Indam_._____
19. (a) ,ngn

{Dule received lncal r:r.stnr)

{#) Accident, suicide, or homicide (specify)

(¥ Date of pccttrrence.
[(3] \Vhere did injury occur?.
{City or town) (County) te}
(d) Dld injury occur in or about home, on farm, in industrial place, in publlc pla.ce?

.« (Specify type of place)  _ ..
While at wurL?_._.._. errmessisamnemnenese (2) 0 Means of i 1n1urj7'_.__._...‘

e MgDop —0o

Date gigned._.... ...

—

23. Stgnatu

it T€d, Dir. Gen'l Hosp_

(Licensed Embalmer’s Statement on Reverseo 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 /D‘/'(- QZQ 2@420/»-—/

Licensed Embatmer No.£25. 3. 2. 2.

working under my personal supervision.

P. O, Address..Z......-.._._...._..._

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

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



