No. 300 || FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH

s || PYEEEE RIS Smm STANDARD CERTIFICATE OF DEATH -sm,pw,,.__._’____% . :'_' ).

I 3308
Registration District Nowoo. f __Z__ Primary Registration District No.___._...__LQ.Q}-' Registrer's No.
1. PLACE OF DEATH: . 2. USUAL RESIDENCE OF DECEASED;
2 || @ County JAGKSON.. G @ Sate. MISSOURT o couy JACKSON ¥ &
(b City or town /
8 (Lf outaids city o town limits, writs “RUBAL” sod name of townahip} {c) City or town KANSAS i CITY
= {¢) Name of hospital or institution: U (If vutaida sily or town limite, write “RURALS
i GENERAL HOSPITAL NO. 2 Som e 1A0G E. 13TH STRERT &
(I not in haspital or institutien, Write atreet oumber of location) (d) Street No. M U Crard, give boeatizn] Wi
(@) Length of stay: In hospital or institation..... 1 DAY NO
(Specify whether (¢) Citizen of forelgn country? (Ves or No)
< In this community y LO YRS Py -
:’: yotrs, mouths or days) . i If yes, name country.
E o PmNE,{, DORA ] MEDICAL CERTIFICATION
> —— = - " 20, DATE OF DEATH: Month DECEMBER dny 22,
- 3. () If veternn, 3. (¢) Social Security No.
g I No ] Mo A LTV I ¥ mimute_25 P 5
e . 21, I hereby certify that I attended the deceased fmm.»DEcmBERm_._.
E FMIJE : 5 Color or 6. (a) Slogle, Wido_wul' l_named' 21, 19.!&8, m.__nm_ﬁ:.ﬂ_.._gz . l?...l.l'.a
J & s mm A ndiEGRO. Hseeet YADOWED.. || trat r1ast saw s ER ativeon. DECEMBER 22, .10 48
E 6. (b) Name of husband or wife_..__ . 6. (c) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
> Sam Hariand alive__ years || Immsdiate cause of death URFMIA
© || 7. Birth date of deceased FEBRUARY 42 1892‘_‘ W2
j (Month) (Day) (Year)
2 8. AGE: - Years Months | Days If less than one day Dae to____. ARTERIONEPHROSCLERCSIS
70
E 5 6: 1‘[8 1?8 hr, min . - -~
a 7 Due to___GENERALIZED ARTERIOSCLEROSIS | .o
= || .- Birthplace... LEAVENWORTH . KANSAS. ¥ . | T . .
E {Cily, town, or county) (Btate ar foreign country)
. . ditions.
= 10. Usual occupation AT HOME ()(':hﬂ condi g ™
% 11, Industry or business Maj st gL) PHYSICIAN
. or findin . . . —_—
T |8 12 Name..... WILLIAM BLACKBURN: HUNN - - ||*"6foperaifiia. At Undertine
e E 13. Birthplace ' - : :ﬁgt&;:g
E {City, town, or county} © {3tate or foreigm country) Of autopay._. : . should be
j E{ 14, Maiden name. SARAH ’ . ‘ cﬁl;ﬁa:gﬂltap
. . . : y.
& {|E] 15. Birthplace KANS AS =
g T ————r1 ot e 22, If death was due to external causes, fill In the following:
g 16. (a) Informant. LAURA _MINOR . hn Ll || (@) Accident, sulcide, or homicide {specify)
g ® Address_ 14,09 E. 13TH.ST. () Date of occurrence

7. (o) . _Burisl _.— .. (5) Date thereof. ]._2 20/48 .. (¢) Where did injury occur? ST P TS T ey
(Burial, mm‘”“'ﬂ {Day) (Yeas) Did injury ocenr in or about home, on farm, in industrial place, ia pub Ltc p!a.a?
mation) ; # o. “H
{3pecify type of place) [V IR .
() ofinjury. . .
-

4 (M.D. o
7 o a2 /23718

(¢) Place: burial or cre
18, (a) Signature of funeral director, . s ot nberonees While at wo

) Address_...... 37 -
19. (@) a2 2 3=

(Data received local rexistrar)

“Address GENERAL HOSPITAL.NQ.™

(Bmkn anmlm)

(Licensed Embalmer’s Statement on Reoverse Side)




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

Lifensed EmbalmerNo......&if ? Z

" working under my personal supervision,

-

o P. 0. Addresseca (v B4

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

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

Failure to comply witb




