WRITE PLAINLY--USIl UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BuUrzav oF TuE CENSUS

ALEDDEC 11 19 961? -

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...... ,/__aho._k

36723
4850

State File No

Registrar's No

Registration District No.....
1. PLACE OF DEATH:
(g} Coun:yn..ummﬁck 20N J
() City or town ansag ity
{1f ontride city or town limits, writs “RUBRAL” dud nama of townahip)
(¢} \ame of hocpﬂnl or institution:

St, Inkes Hospital

(1 0ot in hospital or institution, write street nnghuar location)
(d) Length of stny: In hospital or {nstitution 8y3

2, USUAL RESIDENCE OF DECEASED,

@ sate. Miggouri o comy_Jackson. .
Kangag ¥Yity

%?"

{¢) City or town......
{1t outside clty ar town limits, write "RURAL") y
@ Street No......20. ¥ast 356th )
{If rural, give locatiou} i

o JEA T

: Addresy 577 3

(Bpecify whether I (¢} Citizen of foreign country?. no (Yes or No)
1n this comtnity. 4 d ays l
___ years, waotde or days) If yes, name country.
MEDICAIL CERTIFICATION
Foly IRMNT  Lonald Villiam McKee -
20. DATE OF DEATIL Month NOVae  day.. 20LhR
3. (b) If vetersn, 3. (<)} Social Security 1948 o7 T
year. hour. mioute - s M
name war. .4 No. X
- 21. I hereby certify (a I attended the deceased from
O 5. Color or 6. {ohSingle Jwidowed, marred, z 19..’£ﬁo 2 f”'&w_ 19 Y.
s sex. Mala race. Whitse dlvorced......thld....b that 1last saw h 4.;& alive on o T e 2 Vel 19_?}'
6. (b) Name of husband or wife— oo, 6. {e) Age of bushand or wife If and that death occurred on the date and hour stated above. Durati i
x ALV oo years || Immediate cause of death.... - . wratien
7. Birth date of deceased__ OV EMber 22, 1948 A e rernry
(Month) {Day} (Yesz) d’
8. AGE: Yeare Months Days If less than one day Due to
- - 4 hr. min. || 7T
- Due to
o. Birnthplace.. fe8N8a8 Vity, Misgouri ) g
{Citv. towp, or county; (State or foreign coaatry) e - W
- Other conditions, n
10. Usual occupation c h&l a . (r ok r y within b of death) I (¥4 simmsnr e
11. Industry or business : Waior Boviin PHYSICIAN
s . a)]or H —
g 12, Name_.__.....j.x 1.1 iam “ay LICKQQ ") Of oper o K] Underli
E . nderline
£\ 1o, Binbpisce.. K 20908 Y1 1¥,..... Misson Tl hich et
(City, tow T i State or foreign covntry) Of autopsy should be
£ { 4. Maidea oame. . S MaTTe. fasmi e 7 should be
= istically.
| +Indianapolis... JIndiana . ‘
§ 15. Bml:p.la.ce.. (C-u w'a"‘“m?n" prvme: o farain m-n—“;;) - || 22. If death was due to external causes, fill in the following:
16. (a) fnfo e L:- K_E-__Bms can T {e) Accident, suicide, or homicide (specify)
(b Address. 32 5 &, 69th.Ter.. Kans_as_.._f'.‘__i.t.‘; () Date of occurreace.
17. {a) ng_ﬂlQN al SN— w (#) Date thereod..... 4;8____ () Where did Injury occur? {City o town) {Couoty) (9tate)
rial, cramation. o ramavel} (Month) (Day) (Yer) (d) Did iojury occur in or ebout hame, on fazm. in industrial place, 4o public place?
() Place: burial or cremat.lf_ﬁ .%ty I;ans %ﬂ ..... Ta o L
8. (@) Signatuse of funcral dirertotEl a%q?%&wg vematery| HUZN Gv HAMITTONGELs besl e
» addres_19th & Minn - )
0 ® 23,/ Signatvre_.. fEIACE, /L L (M.D.or otherm

e At C B> dmzzﬂé:af 7

(I.Iocnaed Embualmer's Sitatement on Reverse 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

50“’8.1‘5. L. Porter Registered Apprentice Now . e,

working under my personal supervision. | % p g %
Signed £

Licensed Embaimer No 3751 ......................................

P.O. Address._ 19th & Minnegota

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDSRPARE. Yhhlre KE8N wit
the above constitutes grounds for revocation of license.)

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




