5. No. 300 FEDERAL SECURITY AGENCY MISSOURI DIVISICN OF HEALTH L3 ¥ & .
S 36539

v Sirds || o ational Offce of Vital Statisica STANDARD CERTIFICATE OF DEATH State File No

1w || AILED DEC 14 1948 lo¢6 4925
Registratfon District No........ ....__. ___.__.._ Primary Registration District No....... £.8. 5, J——' Registrar's No. oo 2 -
il 1 PLACE OF DEATH: . 2, USUAL RESIDENCE OF DECEASED: ¢
2 raon
a (a) County T“\:AP 1 AT (@) stae _MIssonri .. ® couny Jackson 3
(8) City or town gnsas City =
8 {if outsids city oz town limits, writs VRURAL™ and name of owssin) || () City or town Kansas Clty -
g (¢) Name of hospital or Institution: (IF outaide ity or town Limits, write “RURAL™) &
709 . Washington Street / ing treet _D
{If not in hospital &7 inatitation, write stroet numiber o location) (d) Street No._. IZ O_Q_—w'as%%%{?:%asn}_g"mm'm"
{d) Length of stay: In hospital or institution. :
E (Specify whether (¢) Citizen of forelgn country? NO (Yes or No)
In this community IInknown
§ years, months or days) ) 1f yes, name country.
-1 MEDICAL CERTIFICATION
. R
B i SN william E. Flynn 1
: T 20. DATE OF DEATH; Month_DEC e . day
- 3. (&) If veieran, 3. {¢) Social Security No.
name war. None Nane yea.r..__l,QfLB hour r? A]\{ minute. M.
5 21. T hereby certify that I attended the deceased from
E 5. Color or 6. {ghSingle, widowed, married, 19___ to 19,
- 4. Sex._._...._."\ﬂﬂ.le@ ..... rcefhitel ) divore:d_Singl_e_... that 1 last saw h alive on 19
E 6. (b) Name of usband of wife.........omvwerere—r 6. (c) Age of husband or wife if and thgt death occuwrred on the date angghour gtated above. Duration
v alive e years s T
@ || 7. Birth date of decensed May 9 1870
5 (¢onth) (Day) (Yoar)
2 B, AGE: Years Months Days If lesa than one day Due to
Z 78 | 6 | 22 , _ .
T, INIn.
(=] I Due to
Sl e, mirthotace.. I»iil ford
E {City, town, or occunty. (suu o Iweun wmrv) _
10. Usual occupation Farmer - Other condltions
2]
g 11, Industry or business Niajor Gadints PHYSIGIAN
. . . s or findings: . . . —_—
| E 12. Name____John Flynn : & Of operations f__* o
= || v / e M - Underline
& i ... .| AKIONT) /- e
= | 13. Birthplace ... . - / [¥V; :) VA which death
(Cnl.1 , $own, o 005 ty) (Stata or foreign country) Of autopay...$ N 4 should be
5 é 12, Mbaiden rame (] & I‘y owe l l q . . hargcﬁ Bta-
ot tistica Y.
— & {IEY 1s. Birthpiace. . Unknown --. - - - ==
ity town, o couaty} TR wmu’) 22. If death was due to cxtcml&use:, fill in the following:
E |I'6. @ tntormaneMpas_Augusta. Bra.unlmnger ..... () Accident, suicide, or homicids (specily)
g ® adaress__ ... Adrian, Mlss ouri_____.-.___ _____ () Date of ooeutrence

¢) Where did injtry occur?
{12 © & (City or town) {Conn

17 (@ —_Burdisl. (4) Dale theres
(Barial, crerantion, (Month) (D") (Yoar) () Did iru? ocﬁr in ﬁ- about home, on farm, in industrial pl:me An pubhc pl:me?

)

(c} Place: burial or uemaﬁomHMQnirQSHe..;_MiSﬂ_Quri__
18. (o) Signature of funera! arector 0 1llert Funeral Hom

@ f?:maﬁﬁg_MQBLtQ.E. Flace
15. (a) oL - @®) Ay
{Dato received local resi )

(Licensed Embalmer’s Statement on Reverse Eide)




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

, Registered Apﬁrentice No \

working under my personal supervision,

o Licensed Embalmer No %7 ‘g—_&
. . P. 0. Address. V/K’/ : {’V} W\Q’ ‘

Note: The nbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN'DWRI G. (Failure to comply with
the above constitutes grounds for revocation of license.) . .

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




