S, No. 300
M-10-47
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TI aste

|

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

BN

FEDERAL SECURITY AGENCY
National Office of Vital Statistics

FILED SEP 25 194849

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

MISSOUR! DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No/oal_

29905
3759

Stgte File No

Registrar’s No.

1. PLACE OF DEATH:

@ cmty____.I_ﬁ%l&s_Qnr,_ - B
® City or town... Janrsa CIty Mo

{If omtsida city or town limits; writa “RURAL" snd nama of townahip)
(¢) Name of hospital or institution:

___Wheatley Provident Hospital !/ ()

{II not in hospital or institution, write stzeet number or locaticn)
(d) Length of stay: In hospital or institution .

12 _hours

In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

&
Mo (b) County D), J&ﬂkﬁ.o.ﬁ:t____.

Cityortown.. Kensas City Mo }J
{If octsids cu.y or town limita, writa “RURAL'")

strect No.._ Vwreprbdemilorarotter) 2 {02 36, Y
(If cviral, give location) Jy%’ﬂ

ag” P Y 4}?¢£r No)
/
If yes, name country.

{z) State

(e}

1CH]

(¢) Citizen of forelgn country?

il MameConway Grant Paschall Jr.

3. (b) If veteran,

/774 3. (¢) Social Security No.
AR

name wat.

5. Color or

race NEETO

6. (dowed. married,
voroed___ﬁ)__‘m

. s Male 2

MEDICAL m‘xc.m'mo;ié-:,
DATE OF DEATH: Month_hu 2

year, ,f" 5/ hour. ? minute ,L@_M.

o

21. 1hereby certify that I attended the d fmm_,%.uw
. F
AL a0 £ ; - M2 = 19%?

that I last saw h_!_-i'aa.n.lwe o ,» f W "'..__.._.____ 19:g

20.

6. {5} Name of husband or wife. 6. (&) Age of husband or wife if || @nd that death occurred on the date and hour stated above. Duration
oL
!mmzfmuse of death
e YEOLE
7. Dirth date of deceased___.se_p.t.«».«.m.._lz________48__ A MoteenZ -—~-Q—M .
(Moath) (Day) (Year)
8. AGE: Yeara Montha Days If less than one day
__12___.hr. min. ! |
0 Due to_ . AN _..._%
9, Birthplace _ -
(City, town, or county) tate o foreign country) _""_-
: Other onndiﬁon!
10. Usuzal occupation. 7 within 8 e of death)
11, Industry or business e B C/J PHYSICIAN
o or findin - R
4 [ 12 vame CONWAY . GI ant_PaﬂQhaj_l____._,_,("}" Of operations AV 0.  nderine
5]
1. mmptee Kensas City Mo Mo { the cause to
{City, l.mrn. ox coumty) (3tate or forcign country) Of auto hould be
-3 1 Q gq - J DEY eanas
g{ 14, Maiden name U t;_!:::g:ﬂah—
f 3 istically. .
B
57 15. Birthplace . Kamm.s_Cj.J; Ho e
2 (City, town, or somty) y Bvato e forciem comnery) 22, If death was due to external causes, fill in the following:
16. (&) Informaze _CONWAY _Grank Paschell - () Accldent, suiclde, or homicide (specify)
® Addrm__.2._525_15_&!_5_13_“2ﬁ:__S_t_.._TQI.......__M_- (6) Date of ccsurreace
1. @ —_Burial (5) Date thereof.. = 2% (e) Where did injury occur? preTp— - =
{Burial, cremation, or removal) (H“““‘J (Dry) (Yemr) (d) Did injury oceur in gr about hame, on farm. in Induutna.l place, in mr.bhc place?
(&) Place: burial or cremation......, /
18. {a) Sigmature of funeral dire
) Addresss. 7227 o
”~
19. (a) __.Zf:‘_[_‘L:_ -

{Date received jocal ntuuar)

{Licensed Embalmer’s Statement on Bevmo Side)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

istered Apprentice No -

working under my personal supervision.

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

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



