. No. 300
{ —10-47
. 5-17-39

501 3908

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

FEDERAL SECURITY AGENCY

National Office of Vital Statistics

MISSOURI DIVISION OF HEALTH 40051

STANDARD CERTIFIC/’I\TE OF DEATH State File No

HLED JAN 1519 . ‘
Reg'lstrauon District No.. .__.._% 7 Primary Registration District No.._....A.a_.ﬂ..:.‘ Ragistrar's No. 5l g63
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: ‘7! J
(@) County Jackson. . Missouri Jackson
() City or town Kansas_City ) (6] St B R ) County =2 e

(If outeidn city or town limite, write "RURAL® and name of townabip) (c} City or town Kansas City Y
(¢} Name of hosp:]t.al ?-f imutut‘gml N 1 (If cutsids ciiy or town limits, writs “RURAL") {')
General Hospital No, ( (& Street No 1104 E. Missouri Ave.
(If ot in bospital of institution, writs strect sumber or location) . give location)
(d) Length of stay: In hospital or institution 2.days ‘f? &
(¢) Citizen of foreign country?. (Yea or No}

In this community.

years, monihs or days)

‘9/ 3 %JM , (Gpecity whather

If yes, name country.

3. PRINT 3
3089 PRI Sadie Calcara

3.:(5) If veteran,

name waf.

l 3. (¢} Social Security No.
M

F

6. (b) Nameof usbﬁnd orwife____ 6. (¢) Ageof husband or wife if
7. Birth date of deceased ' e O, a2 i 4 127/&’ 7

5. Color or 6, (&) Single, widowed, married,

race.....

...C.!J_..._ divoroed.__.g_z__;z_

[i " YIS (Daf)

MEDICAL CERTIFICATION

20. DATE OF DEATH;: Month Dec. day. 30
m_l_gha........,.__,hn 1 minute. 25 A. M.

21, 1 hﬂebycéful v that [ attended tg d from,

Dec. o Dec. 30 it}
that Tlast saw hEL__alive on Dec. 30 1940,
and that death occurred on the diate and hour stated above.

Duration

Immediate cause of death
Congestive failure

8. AGE: , Yeamns Months Days I less than one day

1

9, Birthplace

11. Industry or bnqmmq P

Due to__ tReumatic heart disease

12, Namep S LV 7 CM e
13. Birthptace -

Due to P
: rﬁ-/ﬁéj 5 S 4
(City, , or county) (Bum er ! Vg
GA./ Other conditiona A l\
10. Usual DGC“MUDL_C:% ; ol < " {Inctude pregnancy within 8 months of death} u’, -
PHYSIGIAN
lg . 4 .. . / Major findings: . . . . . —
.. Of operations. : : - Undertine
nder]
7 c9 ; the cause to
None iwhichdeath
Of sutopsy - should be
charged sta-
- : . tistically.

15. Birthplace.

{ 14, Maiden name.:...j....' a2

(ftity, town, or county) (Stata oc I eodntry)
16. (a) Informant_._qu WA— S
) Add //06/2- %a M ’
17. (0} il Pt _— (b) Date thereof. 3’ o
(Bma.l.m-amn.uremm'al) (Moath) (Da (Yeat)
() Place: burial or mml:on_w A BBt
18. {g) Signature of funeral dlrectog.s Qﬁéb CJ-‘- -4 J...............,..........
(3) Address. el

19. (2} Z_____L_ZL @

{Date received local rexistrar)

22, If death was due to external causes, fill in the following:
(a) Accident, suicide, or homicide {specify)
(h) Daie of occurrence

(¢} Where did Injury occur?.
{City or town) {County)
(d) Did injury occur in or about home, on farm. in industrial place, in puh!ic place?

(Spndf]‘ t:r;!l of place)

W V. HE
While at work?________ d - m o injury........... e
o S LBy o ozj:%‘gﬂ

Addrm._._ld.e_d_o _Dir o_.._G.enwl. H.Q.SD #....._.. Date sigtied

(Licensed Embalmer’s Statement on Roverse Side)



STATEMENT BY LICENSED EMBALMER

T 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 ﬁ—r ’Z: M

—~—
u Llcensed Embalmer No. Z 3 M

)

L o /T © oo

working under my personal supervision.

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

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




