3:;) FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH 42499
39 || ational Offie of Vital Statistics STANDARD CERTIFICATE OF DEATH State File No '
o || FILEDJAN 29 19455 sYo
Registration DIstrict Noucvwrwcrlosdoelereen Primary Registration District Now.., 0L cdms. Registrar’s No. ’
4
1. PLACE OF DEATH: " 2. USUAL RESIDENCE OF DECEASED; 3
(a) Count; JACKSON MIS3S0UR f g’?
E nLy. KANSAS CITY (a) State DDOU I (b) County JHCKSON
(b) City or town . a r
8 © N ¢ bog 1 autaido city as tows liits, writa “RURAL" of townahip} (&) City or town KANSAS CITY )
= ¢} Name of hospital or institution: (If outaida city ur town limits, writs “RURAL™) y
I GENERAL ' HOSPITAL NO, 2 lﬁmﬂ 1227 _HIGHLAND ¢
I hospitil {d) Street No,
E (If not in hospitnl or instivution, write strest namber or loca (1€ rural, give looation) d
d) Length of stay: In hospital or mstltutionﬂ.«.....«gﬁ DAY ....... o
i -2 h Spacity whother || () Cithzen of fareign country? NO (Yes ar No)
- In this community. 50 YRD Py L]
E yeurs, months or daye} If yes, name country.
-4 MEDICAL CERTIFICATION
3. PRINT
2 || 2ol AAME_____JOHN _ WILLIAMS
: = - 20. DATE OF DEATH: Month DECFMBER 4., 23,
- 3. (&) 1f veteran, 3. (¢} Social Security No. N A
. M year. 19148 hour. 8 b minnte 00 * M,
@ name war__.:.; i o 2 - T .
® - 21. Ihereby certify that I attended the decensed from KNOVEMBER
5. Color or 6. (a) Single, widowed, marrisd? Qq to_DECEMBER
i is o \ noNEGRO et WIDOWED=>| b8 o RO A . 23y 1048
V) 4 Sexo T divo that Tast saw i IM_ativeon_ DECEMBER 2 2 18
E 6. (b) Nameof band OF Wife. .o veene 6. () Age of husband or wife if |} and that death occurred on the date and hotr atated above. Durasion
” Aetlgr o Ted 4 4 AliVe i yeRTS ofagatn. ACUTE CARDIAC FAILURE | “°%°7
@ || 7. Birth date of deceased AUGUST 10, 1870
E {Month) {Day) (Year)
3 8. AGE: Years Months Days If less than one day Due to ARTERIOSCLEROS 1S
z 78 4 13
hr. min
= ’{( Due to.
Z || o mirenplace. NATCHEZ - = MISSISSIPP] ¢ -
E {CiLy; town, or county) {State or :[mugn mnnuy)
. . L s -Other conditions.. .
z 10. Usual eccupation WAITER = - ﬂnf!:d-ms'ﬂauvil-bin! montha of death) O
UD? 11. Industry or business . Y '} AL PHYSICIAN
- P . . .. findings: . e P R
[ g'“- Name..: JOHN * WILLIAMS == . s || " i operattons o SN
o - * D ndetline
& 1 13, Birthplace .. UNKNOWN : 4 . : TN 3&3‘5’;3
{City, town, or connty (3tats or foreign country} Of autopay - !- M should be
< E { 14, Maiden name__ ELLEN. GOUSEBERRY 5 W« charged sta-
: y.
& {|5) 15. Bithptace....... UNKNOWN. . . owing:
g D P ——_—— TEunwh mwﬂ 22. If death waas due to external causes, fill in the following:
é 16. (@ Info +  MRS. VANN. (LAND_ 1 BDI) _* | (@) Accident, sulcide, or homiclde (specify)
g @ A 1227 HIGHLAND {6} Date of occurrence.
! Where did injury occur?.
17. (@) Prwenn () Date ummLL.Té_ ()| © T
(Berial, cromation, ar 'm:) ﬁ“l ) Y'% 1 (4) Did injury occur in or about home, Py afm".’fn)mdusmas plnce. in publlc plaoe?
{c) Place: burizl or crematio - 4 r
18. (¢) Sigmature of fu &uemx_: : I A mdm_g. Frank
Addrm._‘. — .
o AR S cen e
a ————— o
{Date roccived 3 s L L DAy NN e Tiate signekds H?} ._L}B




STATEMENT BY LICENSED EMDBALMER

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.

) ‘\);orking under my personal supervision.
) Signed ( ; ; é %_M

Licensed Embalmer No. 42%’ F e y
P. O. Address../. XZ& C/(( ’ég——

Notes> The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR!TINC. (Failure to comply wit
the above constitutes grounds for revocation of license.)

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




