5. No. 300
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1 3908

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

FEDERAL SECURITY AGENCY
National Office of Vital Statistica

FLED JAN 1571949,

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No/ﬂ_g_i‘_

40193
5337

Siate File No.

Ragistrar's No.

1. PLACE OF DEATH:
Jackson

Kansas Cltv
{If outside city ar town limits, write "RURAL” nod name of townahip)
{c} Name of hospital or institution:

Ceneral Hospital Mo, 1
{Ilootin lu-ml.ul or institution, write strest nn.mh:r ar
ﬂ days

{¢) Length of stay: In hospital or institution

{a) County
{b} _City or town

{Specify whether
In this community. 10 vears
yoars, manths ur days)

2. USUAL RESIDENCE OF DECEASED:

%5'

(@ swte Hissouri @ County_dackson
(9 Cityortown.._ Kansas City rd
{It outside city or Lawn limits, write *RURAL") J

(d) Street Nowo oo ... __3m.. /L A
{If rurnl, give location) =

(¢) Citizen of foreign country? no {Yes or No}

If yes, name country.

2of% TiunT Mamie Jennings

MEDICAL CERTIFICATION

Dec ay._ 28 .
3. (b) If veteran, 3. (¢} Social Security No. 20. DATE OF Di‘uﬁg Monr.lx__________.___'__ """""" day ho P
name war. o i 2 7] Arene 2 year. 7 hg:ur_\ 1 minute « M
21, I hel:eby oeni}iy that I attended i.cadmcd from 8 8
5. Color g, _ 6. (a) Single, widewed, married, Nov, 2 1w 48, Dec. 2 1940,
Fegala ) thite ‘idow 2 ' De 28 g8
4. Sex S race. divorced A that Ilast saw b er alive on eC. ‘ 1949,
6. (5) Name of husband or wife._ ... 6. {¢) Age of husband or wife if [} and that death occurred on the date and hour stated above. Duration
Linton H,Jennings alive ... _years]| Immediate canse of death
7. Birth date of deceased A pTi ] 18 1867 Bronchopneumonia and lung abscess
(Mounth] {Day) (Yenr) ' ’
8. AGE: Yeara Months Days If less than one day Due to
81 g L I o hr. min D
' ue to
9. Birthptace.. . LEOKUCK,, IOWR T : T ”
{City, to or county) (State or foreign country) P
10, Usual occupation ome e 1 S L C:!.hc_r_ :“r"dm“mv within 3 months of demth} 4
11. Indastry or business findl ’ D PHYSICIAN
E 12. Name..: James’ 'P.'Gleason Y -Majgl!mnwm!:t‘:nl' betid ’ 0
& Ireland a the carsee o5
= 1 13. Birthplace - iwhich death
t&i‘y oroonnli (Stats or forelgn country) Of autopsy -See-» above should be
a 14, Malden name 22 Qve £ L] xta-
e Irel ‘f : s . tistically.
15. Birthpl R
g place ™ w“.“mmj) it o foeiian ?sm"ﬂ 22, 1f death waa due to external causes, fillin the following:
16. (@) Informant éﬁg 8.9 ennings - (6} Accident, suicide, or homicide (specify)
(b) Addregs (b) Date of occurrence.
Barial ‘ : - Vace3l, 1948 || () Where did injury occur?
17. (@) n n (b) Date thereof (City ar towa) (County)
(Burinl, cremation, ar removal) (Mooth} (Day) (Year) (&} Did Injury occur in or about home, on farm, in tedustrial p!acc, in publlc pl.an:!
(‘) PIH.CE: burial or cremation 'Mtl st.MaI'V‘ S

By . .
Signature of funeral director., _hQs.-.Eﬁ..Qlllrkmm._ﬂ'_.:_

18. (a)
L3 roost Ave:

e mu. t
" While at work?

(Specify type of place)
e) f inj

w 230G a2 _—
19, .. . — -
@ {Dato roceived local reristrar) Addm_Me_Q_o.i_D.l.I'_g___Qg.I_l_'_l rl Q §P i Dife sig

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

_ .. Thereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

ed Apprentice No

“"working under my personal supervision.

Licensed Embalmer No..?

“P.O. F}ddre_t::

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.



