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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PEﬁB‘IAh‘ENT RECORD

R JA"Y 68"

DEPARTMENT OF COMMERCE

Regintration District No....______......_._.._.

MISSCURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No..

State File Na._q._l.b- .4. Z_
4940

.1002

Registrar's No

1. PLACE OF DEATH:

(a) County. Jackson
(5 City o town.._ 1-aNsag Citv

(I cutgide eity or town Umits, write “AURAL” and name of town..l:lp)
(¢} Name of hospital or lostitution:

_K.C H

“(If not in bospital or ioetitation, write sirsel nomber o luuunn)
(d) Length of stay: In hospital or Institutioe

2.5 iz
&

(Spedfy whather

In this community.
years, months or daye}

2. USUAL RESIDENCE OF DECEASED:

2 saeMissouri o) couny.Jackso _
(e} City or town Kansas City

{If outaide city or towp limit- write “RURAL"™)

1219 West..

{d) Street No.
(If raral, give location)

{z) If forefgn born, how long in U. S, A.2 years.

8. (a) PRINT

FULL NAME— SADIE LILES oo

Social rity
No... -

8. (b) If veteran, % 1 (o)

MEDICAL CERTIFICATION

20, DATE OF DEATH: Month___LD8Ce day. 26th

1940 wow 2 ook AM. o

16. Birthplace.. _W

(Cily. towa, ng_mnly)
16. (s} Informant )K,_M _!
(b) Address /J—/O 12l z A G i et

(b} Datethereof [ 3= 2T ~#p
‘Bariz], cremation, or removal) (3oath) (Day} (Year)

(©) Place: burial or crematlon,_GT@€N18WD Cem.

18. (a) Slgnature of fueral mmr_ﬂzzﬂn@éL'__
() Address .
R £ e e

17, (a) —.

m(é.uh or forelgn wuntrv}“

19, {a) 12 - 2 ?-40
(Datereceived lotal registrar) {Registrar'y signature}

22, If death was due tov external causes, il in the [ollowing:
icdde (apecify)

name war.
21, I hereby certify that I attended the deceased from
N 5. Color or 6. (o) Single, widowed, marricd, ~15- 9 o 32=26=40 o
4 Scx-.....z.'.é.L.......... mee_L divorced e || that I last saw b EX glive on 12-26=40 T
6. { ame of husband ot wife.. 8. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
AL 2 —= allve.. yeats )| Tmmedizte canse of death K
s fers
7. Birth date of deceased Yo >0 /&% 7 |(Pulmonary thromh e
(Month] (Den) (owr) Hem orrhagic _cystitis
8, AGE: Years Months Days If less than one day Thie to. ?‘)
-Dorsalis
s3] 2l s b min. || L DES—
Due to
- 9. Birthplace__.... I actbrraarrn s %m/ . .
City, town, or conmty) (Stats or foreign munu?
: P Cth ditl
1¢. Usual occupation..... ") - (ln:::!rnﬁgrecu:::y within 3 months of death)
11. Industry or business Q PHYBICIAN
=] Major findings:
2§ 12, Name__ W M/ : il b ’ Of -operations
E hUnderlin.e
2 s, mircvptace. Tacncst .?/M&ﬂab-. e i et
ot City, Jwn, of county) Btate or lorelgn coantry) Of au . . shogld be
@ ( 14. Malden name__ L — ee above ] ; “|charged sta-
E : - tisleally.
=

(s} Accident, suicide, or h
(&) Date of ocourr
(&) Where did injury occur?

(City or town} (Couaty) {Itate}
{d) Did injury occur In or about home, on fa.rm in [nduserial place, In public place?
(Swdfr Lybe of place)
While at eans of Inj

(M. D. or other)______

+Ce Gen.Hospital Date signed

{Licensad Embalmer’s Statement on Reverso Side)



o

114

he

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, of BY o]

L

, Registered Apprentice No
working under my personal supervisicn. . '

Signed

.. Licensed Embalmer No.......

. P. G. Address

Note- The above MUST BE SIGNED BY THE LICENSED EMBALMER:-in his OWN HANDWRIT[NG
the above constitutes grounds for revoeation of license.} .

" If this body’is not cmbalmed, above space should be left blank.

(Failure to comply wit




