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FEDERAL SECURITY AGENCY

MISSOURI DIVISION OF HEALTH

o630

WRITE PLAINLY—USE UNFADING BLACK INK-—MAKE A PERMANENT_RECORD

HIEN A T8, STANDARD CERTIFICATE OF DEATH s rc
Registration District No.........£_ £, ]..... Primary Registration District Nu/odp—— Registrar's No, _4_.425..._.
1, PLACE OF D?IATH: 2, USUAL RESIDENCE OF DECEASED:
{a) County. aclk(gggas Glty (a) State Mi Bsouri (& County JaCkBOnJ yr
b Ci
@ City or town (1f outside city or town limita, write "RURAL" pnd naze of towmbip) © Cityortown._ Kansas City '3
{c) Name of hospital or institution: /n (If outside city or town limits, writs “RURAL™}
4810 __Osk_St. @ sweto___ 2810 Oak St P
(If oot in bospital or institclion, write street armber or bocation) (If rura!, give bocatioa) U
(&) Length of stay: In- hospital or Institution o No
30 Year (3pocify whether (e} Citizen of foreign country?. (Yea or No)
In this community 8
years, months or days) Ii yes, name country. -
MEDICAL CERTIFICATION
JoQ FRINT  Milton VWaide
- : — 20. DATE OF DEATH: Month_ /2% 1~ doy. 27 :
3. () Ii vereran, . 3. {c) Social Security No.
name war No | one yur._ﬂtf ...... . A minute.Zﬂ__Je_M.
21. I hereby certi{y that I attended the deceased from../é/l{_._;_w.
5. Coloror | 6. (a) Single, widowed, married 194/E 1o 2.7 2 1w0¢F
ale D hite [earried, : ) '
4, Sex Vo that Ilast saw h AL72. alive on el 2F 19 #F7
6. (b) Name of husband or wife. .H..n..aﬁy Fverreern 6o () Age of gbband or wife if || and that death occurred on the date and hour stated above, Duration
allve 2V Immediate catise of dumﬂ_ﬁufe_.é&dt.ﬁ. .u)pr S
7. Birth date of d 1§.ep t 4 t h I 8 63 #
— .= (Month)y —us {Day) (Year) - '
8. AGE: Years Months Days If jess than one day Duc to..d_&. l{ff-‘ CLRITS Jﬂ!.z.‘o._.éﬂmm;"f RSN
g5 1 |28 . _ JLIL!:QJU olie. }‘ /et sidizestinh
-z A r. min
: Dae to..... )//af’ Witas A3 ryy fg ST E———
9. Birthplace lowa l / i
- (City, towa, or county) ~  (State or foreign nnu.nuv) /
10. Usual occupation. REEL red’ Phot ographer . Ogheggmnm'-nﬂ- YT
11. Industry or busi SEm PHYSICIAN
2 (12 Name Samuel Waide . Of opecationa 1A s
= . : ’ ' h ot Underiine
[ 5 I owa / the cause to
& { 13. Birthplace = & - - v which death
- ;{_}im tate or forcign country; . Of ; hould b
5 { 14, Maiden name. ﬁBWH \.-7 autopsy. Eg{%ud staf
. y.
EY 15, Birtboface Unknown : i ' = L
g 15. Birthp T ———— <z P ke g 22. If death waa due to extérnal causes, fill ig the following:
(o) ' Accident, suicdde, or homicide (specify)
16. {a) In.forman b \E AL S
Jb) Ad I k st I (b) Date of occurrence
17. (a) Remova"l' i (5) Date thereopct 30 ﬂ/ f ifé' (e) Where did injury occur? o towey prom— B
(Bugial, exemntion, or remaval) (Munib) (Daf) (Year) (&) Did injury occur in or about homeson farm, m Indutirial place, in public place?
(©) Place: burial or cremation._ MU BCA LI N Jowa
g ‘ ~Davidaon
18. {o) Signature of funeral director. ca rr°1 1 av -
» Addm 3024 Troost Ave
12 i (a) (Date roeewed loc( gistrar) (Degistror's pedature) -

(Liccnaod Embalmer’s Statement nn?}{uw Sido)




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.

. istered Apprentice No
working under my personal supervision. % aé/

Licensed Embalmer No

P. O, Address

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

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

1 -




