WRITE PLAINLY—USING UNFADING RLACK INE—MAKE A PERMANENT RECORD

Y

FLED

!tRTH NO.

DFEB 1

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

4 fory

REG. DIST. NO. /VZ PRIMARY REC. DIST. NO.__/ OO e kopistrar's No

1308 ~

State File Moo emennsuniensnae

T

alive on

el i

13_8 Band that dcat[ occurred at __L#) L., ffom the causzes and

1. PLACE OF DEATH Z USUAL RESIDENCE (Where decensed lived. I institas ideace befors
a. COUNTY a. STATE b. COUNTY adinission),
Jackson Missouri J ackson
b, (:IT\r {If cutoide corpurate limits, writea RURAL snd glve c. LENGTH OF ¢. CITY (I outedde sorporate limits, write RURAL and give townahip)
~ township){ STAY (o thie place)
ToWN Kansas City S yra.| TOWN Kansas City N7
d. FULL NAME OF (If ot in boapital or tnatitation. give sirect sddress or location) d. STREET (1 raral, give location) [#]
HOSPITAL OR ADDRESS %
INSTITUTION 4611 Mereier 4611 Mercisr b o)
3. NAME OF 8. (First) b. (Middle) e, (Last) 4. DATE, (Month) (Day)
DECEASED “oF 7). (Year)
( Type or Print) JSATEL ST S7 40 7 DEATH Jan. 13, 1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yesra| ¥ UNDER 1 YEAR | o DNDER 1 was,
I) . Dowr‘io. awoac_s_o {Bpacity) Last birthday) |Monthe ’ D | Bou | Min,
Male White arrie )i April 5, 1883 | g9 |
10a. U?UAL OCCUPATLOnzlu(’GheHndo(wwk 10b. KIND OF BUSINESS OR INY- 1. BIRTHPLACE (S:ate or forelgn oountry) 0 ILCS{JTP:%EN OF WHAT
done during most of worki s, wvan if rotired) RY?
_Night Watchman K. C. Water Dept. Piorce City, missouri . S,
‘Ilaa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE .
Unknown Unknown Glradye Arfstrom
15. WAS DECEASED EVER IN U,S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yes. b0, or unknown) I.(l!r-.lh.wuord.nludmh) NO.
. - __ls00-82-0826 e Mercier
18. CAUSE OF DEATH ME! CERTIFIC.ATION lgTERVAALNmn
. Enter only cneceusoper | |- DISEASE OR CONDITION ;ﬂ z"
DIRECTLY LEADING TO DEATH* -
line for (s}, (b), and (c) @) | 2 -!(‘i—
“This does niot mean ANTECEDENT CAUSES ‘[ —
the mode of dying, such | Morbid conditions, if any, gis-lng DUE TO (b) s
a# heart fallure, asthenta, | rise to the abore cause {a) stating
de. It means the dis- | e underlying cauae lost.
case, Infury, or complica- DUE TO (c) -
tion which caused death. | 11 OTHER SIGNIFICANT CONDITIONS ,:fw
Conditions contributing to the deaih but 0t .,
related to the disease or condition cauring death. o
192. DATE OF OPERA- | 190. MAJOR FINDINGS OF OPERATION 7 5 AUTOPSY?
TION \
. YeS D NO D
21a. ACCIDENT {Bpacily) 21b. PLACEOF INJURY (s.g..Inorabous | 2lc. (CITY, TOWN, OR TOWNSHIF) {COUNTY) (STATE)
SUICIDE M bome, Iarm, fagtary, strest, offes bldg.. w10}
HOMICIDE ’ .
21d. TIME (Month) (Day} {Year) ‘(.Bnlur) 21e.'INJURY QOCCURRED | 21f. HOW DID INJURY OCCUR?
OF . : WHILE AT[—] NOT WHILE
INJURY WORK AT WORK
2. I hereby cerijfy that I atiended the deceased j‘romm.f ; t" , lo , Is_éjfbai I last saw the deceaced

on the date staled above.

zaa)stQP;E 2 ., B, baﬁb%or uueﬂrzan ADDRESS

248. BURIAL, CREMA-
TION, REMOVAL (Bpedity)

DATE REC'D BY LOCAL
REG,

J=s¥-53

24b. DATE

REGI%’RAR S SIGNATURE

Z4¢. NAME OF CEMETERY OR CREMATORY

ERAL DIRECTOR'S SiGMATURE

K E-

24d. LOCATION (City, town, or couaty)

Kansag City Mygecours =~

[~

ADDRESS

23c. DATE SIGNED

(State)

.!Earp & Sons 4139 Truman R4, K, C, Mo,

(I:anud Embaimer’s Statement on Reverse Side)}
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] - . i . 4
e
—_— —_— —— —_— —e e

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 ......__

. ' s Student Embalmer NOvawanans frescasana
working under my personal! supervision,
Signed......... M__-_%wc.m
Signed....... caarena et eserrreaas reeaseann. . Licensed Embalmer No ’){7_}*
Student -Embalmer oo M

P. O Address. g/fo Wd" ’

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (leure to comply
the above constitutes prounds for revocation of license,)

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

L arascs o a0




