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TUDSOB

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

DEPARTMENT OF COMMERCE
BUREAV oF THE CENSUS

RALED.JM2A 1925

THE STATE BOARD OF HEALTH OF MISSOQURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No. 280 . d2_

State File No.

1776

Registrar's No

2345

t. PLACE OF DEATH:

{a) County.
(8) City or town

(¢) Name of hospital or institytion:

Jackson

Kansas City
(lluuu:do city or town Ltimits, write “RURAL" and pame of I-owmlnp)

General Hospital #2

(d) Length of su{y: In hospital or institution........ 6

in this community.
years, mooths or days)

(If not in hospital or institatjon, write sireet numliet’or bucation)

Jdays. 3

{Specil; hebe
31 years peeTy whether

2. USUAL RESIDENCE OF DECEASED:
Missouri

J ack_s on ;d/?

(a) State (#) County.
& City or town Kansas City s
(If ouLsids city or town limils, writs “RURAL") ‘;?/
(d) Street No. 907 EB. 14th
{If rural, give locution} B
- . o d
{¢) Citizen of foreign country? {Yesr No)

If yes, name cottntry.

(a)

PRINT

MEDICAL CERTIFICATION

FULL NAME _... . Smith
A Mary Gaines-Smi s T — 0. DATE °{‘é’4"‘5""“’ Monen_D€CEMbET 40 16,
. veteran, (3 al urity . .
None No None hour. 1 : minute 3 1 A *.M
TAMme War. -
21, T hereby certify that I attended the deceased from DECEMDET
. Colo! 6. (@) Single, widowed, matried, ([/ 10 45 o December. 186,. 19.45
Fomu 16 i\fe T0 Wi gw : 19. to = ey 2
foSex e racelloBr voreed. 1A OWEd that 1 1ast saw b B alive on_DECOMbET 16, 10 45
6. (b}, JName of husband ggwifer..___a. ... 6. {¢) Age of husband or wife if and that death occurred on the date and hour stated above. Durasi
et oy M . dlive . yeare|| Immediate causeof death. 2d€R0CATC inOmatosis uration
7. Bisth date of foceased.... ADTAL 12, 884 Broncho-pngumonia
N (Month) (Day} (Year}
8. AGE: Years Months | Days If less than one day Due to.Adenocarcinoma of Urirary. Bladdep e
61 | & 3 with Uremia )
=2 Due to._Adenogareinoma..of. Uterus
. 9. Birthplace SNTEYVEDOTE na S et s ' — |-
(City. town, or county) (Snl.a ot foreign counlry‘
10. Usual occtipation At Home '~ . . BT S C::E;z::ﬂmonny TR TR - .B‘
11. Industry or busi 14 PHYSICIAN
o o R T RN T Major findings: -, . Cere H!} g e -
o [ 12. Name___.John Gaines Dt [ OF operations.. - Underline
B | U
|12 L 12, Bistholace . i . Pennf yivanias the cause to
. . (City, l.nwn.:r county) {Stats or foreign country) f Of autopay should be
& { 14. Maiden name Addie . i . . [charged sta-
g 1t ) —/ tistically,
g 15. Birthplace (City. own o= "y %%2‘%' c:%n—;u—n_xn ’3 22. 1f death was due to external causes, fill in the following:
16. (2) Informant Medical Records Librarian 2| ta} Accident, suicide, or homicide (specify)
(5) Address Genera.l Hos oi t:al ﬁz () Date of occurrence
w
LI ) S b«u,—r»i« l arrmnerrie (b) D.‘.\te thermf -u-—l / 6)/ © here did Injury cocur? {City or towa)} (County) (31nLa)
(Buria], cremation, or removal) e Muatkf (Bazy (Vear) (d) Did injury occur in or about home, on farm, in industrial plage, in public place?
(<) Place: burial or cn:mauomL le __“C GW.,..M._.._
: f . 1 .ot R of place} . . *
18. (a) Sigmature of fu“er“l dimct LR While at work? __,_ Gg{,‘(,gl)“ Mzans)o[ injury.__ L. 4 _ .
® 1729 Lydis e '
23. ,Signat (M D.ateeher)
19. _E_.Zé ...Sw b 2,//" —a&%
() -t_y @ "s signatare) Address.. Gene.l‘al HDSﬂl ta.l g#2“ S

{Date received kocal re

Date signed 1_2_‘_&,/45

{Licensed Embalmer’s Statement on Reverso Side




STATEMENT BY LICENSED EMBALMER

I hereby certifly 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, 9
Signed :

Licensed Embalmer No ‘5 7 ¢§

' resso XS I 3 W
P, 0. Add >

T

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license.)

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




