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e FILED MAY 27 1943 STANDARD CERTIFICATE OF DEATH e File Nowrrrer -
- BIRTH NO. __ REG. DIST. NO, _LZL_ PRIMARY REG. DIST. WO. _&_,_ Registrar's No 2()15
: 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dscoased lived. If iastltution: residescn befors
. COUNTY ‘ . STA , sdinimion). s
. Jacksen »STATE Missourd & COUNTY  Jackson “" 77"
| b. CITY (I ouwide corpurats limits, writa RURAL and give ¢. LENGTH OF ¢. CITY (If oulde corporats limvits. write RURAL aod cive townahip) o
| !  townsbip)| STAY {in this place) OR 4
| TOWN  Kansas City / 6 _months |- TOWN Kansns City, £~
E d. FULL NAME OF {11 not n bospdsal or Inatitdiion, cive streot addrem of location) d. STREET (1! rorsl, give location) ' ¢
o) HOSPITAL ADDRESS
b \NSTITUTION 2108 Madison 2108 Madison o
= I NAME OF — 5. (Fio) b (Miadi) ‘ o (Last) } CONE  (Momm)  (Dw)  (Yew
a { Type or Print) Rafael Mendnza . {Jr) DEATH B 7 49
ﬁ 5. SEX 6. GOLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE {In yesrs| (F UNDER | YEAR | O GeOER 1 WS,
o WiDOWED, DIVORCED (8padi }t last birthday) Mondn, Days | Hours | Min.
; . Mnle . Maxican never married /)| 10 =27~ 48 |
: 10a. USUAL'OCCUPATION (Gwekindotwork | 10b, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Siute or forsign country} 12, CITIZEN OF WHAT
-1 done during most of working lifs, sven if rotired} DUSTRY . COUNTRY?
A infant | Kansas City, Missouri (¢7 | U. S, A. ‘
138, FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Rafael Mendoza 4 Alberta Barbeda _ ] -
IS. WAS DECEASED EVER IN U,S.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes. no, or unknown) | (If yes, mive war or dates of service) NO. R
— —— afael Mendoga, 2108 Madison
18. CAUSE OF DEATH DICAL RTIFICATION INTERVAL BETWeEn
| Enter only onecause per | ). DISEASE OR CONDITION m/m
Jine for (), (b}, and () | PIRECTLY LEADING TO DEATH® (o) cnu-a, .

*This does nol mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, gising DUE TO (b) 2
8 hear! failtire, asthends, | Tise 6o the above couse (o) sating

. It meons the diy. | the wmderiying cause lasl. l q
ease, Injury, or complice- DUE TO f{c}

tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death nd not
velated to the divease or condition causing death,

1%a. DATE OF OP'.IE'I%AN 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
ves [P0 L)
2ta. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e.x..In orabout (CITY, TOWN, OR TOWNSH[P) (COUNTY) (STATE)
SUICIDE homae, farm. Ixctory, sireel, office bldg., exc.) . :
HOMICIDE
Ztd. TIME (Monts) (Day} (Year) (Homr) 21e. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
. WHILEAT ] NOT WHILE
INJURY WORK AT WORK
* || 2. T hereby certify that I atiended the deceased from , 18 , lo , 19 , that I last saw the deceated
" aliveon 18 and that death occurred al ________ m., from the cguses and on the date stated above.
Za. SIGNATUREa/ W (De g) 23D, AD&
AJE.Upsher . W C 60 mﬁ’\-
24d. LOCATION (City, town, or county) l [ (State)

TION, REMOVAL (Bpecity)

b“ :j A l - 9 . "3 - -
DATE REC'D BY LOCAL yjﬂ's SIGNATURE 25. FUMERAL DIRECTOR'S 8I GHATURS ADDRE S5

g P ,@%ﬁ% Peter B. Lapetina, 538 Campbell, K.C.Mo.
_’ (1 icensed Embalmer's Statement on Reverse Side) .

WRITE PLAINLY——-USING UUNFADING BLACK INK—MAEE A

2. BURIAL, CREMA- | 24b. DATE | 24c. I\AY.E OF CEMETERY OR CREMATORY




“annn e eer

o . ~ - - -

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 ..
Fi
................................................................................. Moy Student Embalmer NWo.

working under my personal supervision.

Student cvuvemnacscansnase P
Student Embalmar

R . P. O. Address_u....f.é_._.c,.ﬂ@m

Note: The above MWST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failufe to comply with
the -above constitutes grounds for revocation of license.) “

I chis 'Eody is not embalmed, fact should be so stated above; Lo - T




