N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

DEPARTMENT OF ;gnﬁgﬁm%-r ]Lﬁ- ﬂw

BUREAY OF THE CENSUS

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

State File No :'i l l 2 S
3688

Registration District No.....aQ3 Primary Registration Distriet No LO02 Registras's No.,
1, PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
(@) County Jackson
(%) City or town Kansas City ) state... MiggoQuri (5 County. JACKSON ...

{If ouiside city or town limits, write “RURAL"™ and name of township)

(¢) Namae of h“‘ﬁ%ﬁ‘:?ﬁ g'\tg’i-est Avenue

(I not in hospital or institution, write street number or location}
{d) Length of stay: In hospital or institution

15 Years

Il

7

{Specify whether

In this community.
years, months or days}

Kansas City

(If cutaida city or town limits, write "REURAL")

2917 Forest Avenue

(If rural, give location)

(¢} City or town

(d) Street No.

yeara.

{g) Ifforeign born, howlongin U. 8. A.?

3. {a} PRINT

FULL NAME Bessle Love

Mrs.

8. (¢) Sacial Security
No. none

3, (b} If veteran,
none

name Wwar.

6. (a) Single, widewed, marrled,
avorced}1V O TCEG

6. {¢) Age of husband or wife if

5. Color or
4. Sex.Femﬂ'l,e mce.ﬂh..jx:tg.‘m

6. (b) Name of husband or wife. ... ... _

_.Charles R. lLove

MEDICAL CERTIFICATION

20
minute. Jd 4 t M

20. DATE OF DEATH: Month... 3SR e _ duy

year 1940 4
Zl%ﬁznﬂ‘y that T attended the decegsed frem
e . | =4 19.‘.-1.9_, to.

that I last saw h.ﬂ._d.é. aliveon .l tdarfe .2 R Q ettty
and that death occurred on the date gfind hour stated above.

Immediate cause of death SALCOMA Uteri with | e

hour.

alive ..l AT
7. Birth date of d o  Nov. 18, 1893 generalized Viscerak Metastasig
{Manth) (Day) (Year)
8. AGE: Years Months Days If Iess thar one day Due tns’ groomsa
it
48 10 2 . min T
Due to.

9. Biriby Migsouri... 0

{City, town, or county) {State or forefgn en\ml.ry)/

10. Usual oceupation Dress Maker - : Otber conditions....ooo e E—
. Industry or business é PHYSICIAN
{ 2. Name Thomas J. lewis M e arcoma Primary - in Uoderling

19, Birtnpince Kentucky . | Uterine Fibrolid 8-17-1940 _ loewes

(Stata or forsign wnm)

Missouri

{City, town, or county) {State or foreign conntry)

16. {a} Informant's own sigmtnra.._'Mj-_s_S__HQ_].-._e..B_L.Q.EQ..____.._......
@ Adaress._ 2917 Forest Avenue
(a) MBQI&QV«E.IWMH_ (% Date thereot.... 3mal=40

{Burlal, cremation, or remoral) (Maonth) (Day} (Year)
(¢) Place: burisl or cremstion BLACKWa tET, MO,

(a) Signature of funera! dnector.EI&Qmﬁn_MQLtuBJ‘_y__

MOTHER FATHER =

{ 14. Maiden name. Sé'%ﬁm.s ?E"él e

16. Birthplace

17.

18.

(8) Addres Kansas. City, Mo..
19. (a) 9-21-40 () W2
{Date received local registrar) (Regisirar’s algnatare)

ool 26 1A816 Intestines,  jhouldbe
Kidneys, Liver, Heart

tistieally.
22. If death was due to external eauses, fill in the following:
(a) Aceident, suicide, or homicide (specify)

(b} Date of occurrence

(¢) Where did injury oceur? @ — o
(d} Did injury occur in or about home, on farm in industrial p!.ace. in public pl)ue?

pe of place)}
.Means of injury_..

~Pror r)m..'....n-
Date siznfg:z.l::j.‘ O

{Licensed Embalmer’s Statement on Reverse Side)




~ the above constitutes grounds for revocation of license.)

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, grb¥..co.rcoverriecennes

, Registered Apprentice No

working under my perso;ml supervision.

Licensed Embatmer No..... 3. ,9/ 7 3
P. O. Address 7 e < )

Note: The above MUST BE SIGNED BY THE LICENSED EMBAi..iVIER in his OWN HANDWRITING. (Failure to comply w

If this body is not embalmed, above space should be left blank.




