S, No. 2

DEPARTMENT OF Cmgllrsmncg
S || ATAFOET F3194
Bo I* %21402 4

Registratian District No.

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE/OFOPEATH
q

Primary Registration District No.._{____~—_

State File Ne. __.3 D_l' P
32 7t L

Registrar's Na_

ol

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

-

1. PLACE OF DEATH:
(2} County, Jaokson,
(5 City or town______KBnsag Cit‘\f.

{If cutsifn city or town limite, writs "RURAL™ and nsme of townsbip)
(¢} Name of hospital or inatitution:

. 204 Viest 6let Street,

{11 oot in hospital or institution, writs strest number or Jocation)
(d} Length of stay: In hospital or institution

In this community_.._____ __4.9_y_egrs .

yoorn, montha or deya)

/ (Specify whether

2. USUAL RESIDENCE OF DECEASED:

{a) State

Missouri,
.
Kensas City,

(¥t cutside city or tawn limita, write “RURAL"™)

404 West 6lst Street,

{if mral, give location)

{¢)} City or town
. s

(d) Street No.

{¢) If foreign born, how long in 11, 8. A2 Ml&ﬂm.i.........{gmmn

-]

(g) PRRINT

"FULL Name__ Mrs. Btta Smith Baelis, .

8. (b) If veteran, 8. {¢) Social Security
name war.....NQe No. Nos
b. Color or 8, (a) Single, widewed, married,
s sex. Fegnale race_ WL TE divoreea_Married,
6. (1) Name of husband or wife. e B, {€) Age of hushand or wife If ‘
C. Ce Balig, alive 27 _years
7. Birth date of deceased____DOCOmber 23 1870
(Month) {Day)} {Year)
8. AGE: Years Months Days If less than one day
b
70 8 6' . hr. min
-9, Birthplace at home s Misanuxi, D
(City, vown, or muntr) (suu or foreign enuntry)
10. Usuat occupation_._._x—-_ﬁ:h_hﬂme

-

1. Industry or business X

Thomas B. Smith,

12. Name

entuck;&.....!....m

{State ar foreign couatry)
(City. town. or mulr)

)
16. (o) Infnrma.nt._____c.L_c..__B_ﬂ.liB- S
(5 Address. 404 Y{eﬁLﬁlsi:_St*,_Kanaa&_ﬂ:.:ty, J&nu

17. (0 . Burial,..e— (b Date thereof_
(@ ~ {Bariel, crematlon, or removal) - &) Dace (Mm:l.h) {Dey) (Year)

() Place: buriat or madod;.ﬂniﬂn.mm_m

18. (@) Signa:ure of funeral: direcmr

o) Ad?
1. LS

13. Birthplace

. T olCity, county)
{ 14. Maiden m‘-__mﬁ'ﬁﬁzmm

16. Birthnlnﬂ

MOTHER FATHER

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month  AUgUSY ey 20th,

.....%..l... (b) e
Lél registrar)} q—i-mr s slgmature)

22. If death due to external causes, fill in the f\oﬂowing:
(a) Accident, sul or homicide (specify)

(b)Y Date of occurrence

(£) Where did injury occur?.
(Clity or town) {Couoty) {State)
(d) Did Injury occur in u?mn home, on farm, in industrial place, I public place?

rd
(M. D. or nl.hex}i{‘

‘Date signed

-""’ !‘:‘? [ (Licensed Embalmer’s Stotement on Roverss Side)

. 0
(& Couty—__iﬁﬁkﬂ.ﬂn..___gg
&g

P

year.. _194.1___. r 4180 _minute__.. . Pa_ M.
21, T herebyrcertify. ded the de d from
_____ —_ Ay —y 19__:
that I v 19
and t| -date and hour stated above.
Duraticn
Imm:
_ A ]
- . s
Duc tf ¥ . ______._s — ¥ ; <
Due to ; ’f//_
; P /
ts -
QOther conditions. ! J
{Include pregnancy within 3 menths of death) [ y
i i b PHYSICIAN
. Y —
L I A EY, -
/ / l m P Undertine
thecause to -
- / ~ ! [7] which death
Of autopsy. should be
/ Lo \ harged sta-
{ tistically.




i

- 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

working under my personal supervision.

cnrosim L Cu E72

R

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur.c
the above constitutes grounds for revocation of license.)

If this body is not embalmed, above space should be left blank. '~~~ 7T




