No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI

e || FLERTRY S '*‘“{5’%7 STANDARD CERTIFICATE OF DEATH st it .. 3O OO%

L)
I X36671 -
Registration District No Primary Registration Distriet No.___£@Q 2 _, Regisirar's No 4‘;34
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED:
iy (‘;) Em”‘“’ g:ggzgn ity (@ saeMissourd (6) County Jackson M?
- i
& t or towm (1f outside city or town limits, write "RURAL" and name of townhip) (¢) City or town Kansas City ’3
(¢) Name of hospital or institution: (If outside city or towa limits, writs “RURAL™) v
Hyde Park Nursing Home 40) East 36the Striks siee: no. 401 East 36th, Street &
. {If pot in hoapital or institulion, write strest number or Jocation) {1 rural, give location) =
* {d) Length of stay: In hospital or institution 5 Years y » .
: 5 Years (Specify whether {] (¢} Citizen of foreign country?. W o 7 ol (Yes or No)
In this community ki
years, months or days) If yes, name country. T
MEDICAL CERTIFICATION
3. {0 PRINT  SARAH- FRANCES: HERTSLET:
RN e e e 20. DATE OF DEATH: Month. OCtODOr _ .. . 23rd,
. (B} If veteran, . (e al Security year 1948 vour 12 minute. 30 P, o
fname war, No No..None 1
21. T hereby certily that I attended the deceased frnm945_... .
d 5. Color or 6. {¢) Single, widowed, married, 19 to October 23 19_4.8.
4. Sex Female | race White divorocd_ﬂ}gg!{_._.zg) that Tlast saw h 8T __aliveon.Qat. 18 X lD..é&
6. (b) Name of husband or Wif€..._ oo 6. (¢} Age of husband or wife if || @nd that death occurred on the date and hour stated above. ‘ Duration
Cl ement T. Helﬁlet alive......... '* vooo.....yearg | | Immediate cause of death
7. Birth date of deceased 10 25 1865 _Cencer of the rectum : _about
{Month) (Day) {Year) N A year .
8. AGE: Years Months Days. .15 If lesa than one day Due to........... do_not. know { \

82 11 | B o L Lw% _
Illinois ] ||°=* e

. 9. Birthplace.

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

{Civry, town, or couaty) ! {State or foreign omfnuy)
0. U . ) i Other conditions._bad _mitral Jesion, and a nephritis
. Usual occupation... : (Include pregnancy within 8 months of death) m u t_BTBar
11. ‘Iadustry or business Ar%l?j.titiﬂ deformann PHYSICIAN
5 12. Name., Jame ) Chur Ch : g ] Malgfro;::rmﬁnn Unders
5] : nderline
13. Birthplace. New York , Sﬁgﬂ.ﬁgm
ity; to ani s - {(State or [oroign country) Of aut Shodld be
14. Maiden name. ﬁ:‘arrfé%% g{‘l inn » autopsy charged ata-
thos Illinois [/ ; szl tistically.
15'_ Birt piace.... (GII Towas br D = Gninox T o) 22, If death was due to external causes, fill in the following:
16, () Ioformant. . MIe Cl ement T. Hertslet +, M () Accident, suicide, or homicide (specify}
(b) Address 5813 Garfield (&) Date nf otritrence.
17. (a) -’ __Removal (bi Date thereof 10-26-1948 ) Where did injury occur? G P s
- or 'B anty,
{Barial, tion, of remmrul) (Manth) (Day} (Year} (d) Did injury occur in or about home, on ?a.rm in industrial place, in public place?

() Place: buriat or cremation. COXOing *, Kansas

18. {(a) Signature of funeral director... MI'S. CQL Forster
® Mdm Kanses City , Missour

19. () f£L wﬂ @ﬂ_._

of iuiury.....a__._._..wﬁ.,..........

2

M.D.

{Registrar's signature) M

{Licensed Embalmer’s Statement on Rvevcrlc Side} /4
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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 {/\. AL Z' /

’ - - Licensed Embalmer N08700 ..............................
P. O. Address — .e M

.
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (}'nilure to comply with

the above constitutes grounds for revocation of license.) '

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

working under my personal supervision.




