S, No. 300
M—10-47
ev, 5-17-3%

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

FEDERAL SECURITY AGENCY
National Office of Vital Statistica

I;EL!:‘EJ,'-‘Dﬁn§ Egn} N§. !%Z__

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No....(.'dﬂ..z__

29704

State File No,

Registrar's No. e ——

1. PLACE OF DEATII:
Jackeon
Kangas Qity

(It cataide city ar tawn limits, writs *"RURAL” and nams of townabip)
{¢) Name of hospital or institution:

(a) County.
(&) City or town

3710 _Wepash Avenue I
(ll'm: io hospital or institotion, writs stzeet number o Tocation)
(d} Length of stay: In hospital or institution_.... . J200E .
' " (Specify whether
in this community. = P .5-.0

years, months or days)

3582
2. USUAL RESIDENCE OF DECEASED:

sate_Misgourl o couwty. JacKson % r

(a}
(&) Clty or town Kansas Gity =
{If outside c:ty or towa limits, write “RURAL") 'a
@ Street No... 3110 Viapash Avenue
(If rural, give location)
(e} Citizen of foreign country? no —.(Yen or No)

If yea, name country.......u.mu

T 7ohn M. CONNOLE

3. (¢) PRINT
NAM
3. (b) M wveteran, . 3. (¢) Social Security No.
Name war. M /W -
D 5. Color or 6. () Single, widowed, married,
4 sex.Male. T . race Whitel l_dworud..m.!&e.d
6, (b Name of husband or wife.. 6, {¢) Age of hnsband or wife if
_Ellzabeth Conunole alive_________years
7. Birth date of deceased.... L.ANMATY 3 : 18173
(Month) {Day) (Yaar)
8. AGE: Years Months Days Ii less than one day
7 5 7 28 hr, min}
L]
-0, Birthplace .._._.. - wd : : et ddee w. A
(City; town, ar county) . tate or foreign coxmtryy

MEDICAL CERTIFICATION

s Name__._.-.___'

Birthplace

" (City, town, or connty) ta or foreign country)

E 14. Maiden mma.f.’}f‘:ﬂ?_&%___ﬁl,

S{ 15. Birthpl ‘ é&:ﬂ_
(City, town, or county) (State ar forcign covatry)

Informant . MEX8.. Lillian Ice .

address_._ ugWrence, Kensas ...

purigl () Date thereof. 9=-3- 'LI-S

(Burial, cremation, or removal) (Monib) (Day) (Year)
Place: burial or cremation_ D be _M8rYts Cemetery

Signature of funeral :ﬁ&e&ladk_MQG:illey_:E‘.ylan
Address........._ Langag Qlty, Misso

%J..-_Q/L_
{Dhite received focal registrar)

17. (o}

©
18. {o)
)
19, (a)

20. DATE OF DI?.ATH: Month......7.. gp.g_.,
year. 19 hour. minute. . M.
21. T hereby certily that I attended the deceased from
: 19......, to 19}
that I last saw h alive on 19........1
and that death occurred on the date and hour stated above.
Duraifon
te caune of death
Due to
I
Due to.
Other conditions,
Todnd ihy
o S M. PHYSIGIAN
d| H . .
M .. o
¥ \I Underline
Ve it £ the cause to
i chdeath
should be
charged ata-
-~ o r tistically.
22, If death was due to external calfses, fill in the following:
(a) Accldent, sulcide, or homicide (specify)
(b) Date of occurrence.
{£) Where did injury oocur?
@ {City or town) {County)

Did injury occur in or about home, on farm, in |ndust.na£5m:e. in publ:c plau:?

(Licensed Embalinex*'s Statement on Beverso 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

working under my personal supervision.

Licensed Embalmer No yy %‘f e eeemeeemeeeeatan
P. 0. Address. RLAZ s (£

Note: The above MUST BE SIGNED BY THE LICENSED EI\IBALIHER in hts OWN.HANDWRITING. (F allure;éomp]y with
the above constitutes grounds for revocation of license.) .

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




