No. 300

—10-47

. 51739
I 3908

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

FEDERAL SECURITY AGENCY

FLER JAN 15" Tﬁa”éf’
Registration District No.._.... _._%z.....

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH
anary Registration District No. / 00 A

40388
19345

State File N§

Registrar's No.

1. PLACE OF DEATH:
Jaockson

Kanseg City
{I( cutside city or town limits; write “RUNAL” and name of township)
(¢} Name of hospital or institution:

5900 _MeGee_Street

(If not in hospilal or institolion, write street nnumber or location)
(d) Length of stay: In hospital or institution. .. 3@ R ~rwwererm
Q. vaars
)

(e} County
(8} City or town

In this community.
wyears, months or days)

2. USUAL RESIDENCE OF DECEASED:;

() State _Migsovri. e (B) Cnunty.mmn_j.;_

() Cityortown._Kansas City ol
{If outaide cily or town limits, write ~RURAL") 2

(@) Street No.____5G00 MeGeg. Street -

{If rural, give locaLion)

(¢) Citizen of foreign country? na {VYes or No)

If yes, name country.

3> (a) PRINT
FULL N.

%__ R, Raymond. THOMSON.

3. (b) If veteran, 3. {¢) Social Security No.

name was no 340-09-200 5
5. Color or 6. (a)'Sinz]e. widowed, married,
4 sex._.male. D racewWhite. . divoreed_mATTie

6. {¢) Age of husbhand or wife if

nlive_'__ul...._;._.l.ymra

6. (¥ Name of husband or wife.. o oeeeres

wsJosephine C. Thomson

|| z0. DATE OF DEATH: Month_De0.

MEDICAL CERTIFICATION
day. 30

ear._lg.hﬁ_“.._hour ...... ﬁ_________ minutglE___A_.___.M
21, T hereby certify that I attended the deceased from ML,M
Lo d O -

that I last sawh.d.lh\a_, alive on Jﬂ.‘—b’ 3 (o= w!{f;

and that death occurred on the date and hour stated above.

Immediate cause of death

7. Birth date of d d Decamber Z0 1902 SN 4. Lo e 22 1
{Month) (Day) 7 (Year)
8. AGE: Years Months Days 1f less than one day Due m..Q@Mm?.. A
L6 0 0 hr. min
/ Due to.... y LA W
9. Birthpl _Brooklyn New York
) (City, thwn, 8 covaty) (State or foreign eminlij)

10. Usual occupation 38408 _FEnglinaen
11. Industry or business Combustion.- Engineam.ng Cof,lnc

Other conditions.
{Include pregnancy within 3 months of death)

PHOYSICIAN

o~
;} 12. Name____ Rohart. .. Thomson ol
13. Birthpiace. Ste_
(City, town, of ty) {Stats or foreign oountry)
E . Maiden name ANNA._C._Yiagner. )
& 15. Birthpiace. ..BE — - o::ic_./__
= {City, town,'or J;ul.y) (State or forcign country)

16, {a) Informant___Mra. Josephine..C. Thomson -
® Address_...5900. HeGea St., K. C ..,~Ma‘_.___
. () _3‘9";&31 m%.];.. prp—r (b} Date lhemfm_&og;} D“) ﬂm)
@ Place: busial o cremation..... BTOOKLyn, New

18. (o) Signature of funeral director.. Msllndy-MnG:Llley Eylar
() Address Kan

19. (@) ({1, 3 Y &0

ta received Jocalre mtnr)

Major findings:
of

- Underline
the cause to
jwhich deatth
hould be
charged ata-
tistically.

« Of autopsy._...

22, If death was due to external causes, fill in the following:

(a) Accident, suicide, or homicide {specify)
(5) Date of cccurrence
(¢} Where did injury occtir?
{City ar town) {County
(d) Did injury occur in or about home, on farm, in industrial place. in pu.blxc place?

(Sper-ifr ?n ;&nlﬂu) ‘3
- e eans of i ry
Tohn ¥,

Sk{nne

(M. D, or other)




. \
& ‘;’ 7".. (é%ﬁa"tp:r

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.

,_'working under my personal supervision.

Signed

Licensed Embalmer Now———— oo

P. O. Address

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

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




