S.No. 2
M—5-43
. 5-17-39

» T X36671

LW e ol

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

LDEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FILED waY
7

Registration District No...

THE STATE BOARD OF HEALTH OF MISSOURI

194§T ANDARD CERTIFICATE OF DEATH
Primary Registration District No. /QO .2...-

State File No

13348

Registrer’s No._....

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

(a) County JaLCk son v {(s) State h!i S50 LlI'i (5) County Ja cl{ sSQn ;/f
) City or town Kangas City
(I ontsids city or town lmits, writs “HURAL” and oame of township) ) City or town ¥ansas. Ci Ly 1
{¢) Name of hospital or Institution: A {If outside cily or town limits, writs “RURAL')
General Hospital No. 1 @ Street No... 3000 _Donnelly (f
(If not in hospital or institation, write street number qilg-r.ion) (If rural, give looation) d
{d) Length of stay: In hospital or institution d(savfs - () Clis f forei 2
ify whet| (3 itizen of foreign country. Y No)
In this community 22 years - (¥es or o
yoars, months or davs) I yes, hame country
. MEDICAL CERTIFICATION
3uie) FRINT Georgia Sacco Anps
o G S 20, DATE OF DEATH: Monh_ APTiY 4o 85
’ . . Securit
® veteran No ¢ anoney year, .l Q46 hour. ll minute. 4OA a. M.
nAame war. No.
21. I hereby certify that T attended the deceased from
/ s. Color o 6. (o) Single, widowed, married, || ApPi] 12 1048w ADpril 25 10486
«sfemalel | newhite| —awamarriedgl o - ey oo April 25 0. 46
6. (?) Name of husband or wife..__._.oeer. 6. () Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
b1
Sam_Sacco alive.. 2% __years || Immediate cause of death o
7. Birth date of déceased May 30 1900 _Chromophobe tumor of N
(Month) (Day) (Year) b l.:t'_ 11 3___1;_@_ Y. (/mw W
8, AGE: Years Months Days Ii less than one day Due to
45 | 10 | 25 . .
* 21| Due t
9. Birthplace Fuller KB.IISB.B / uere - 0
. . W,
{City, town, or county) {Stats or foecign country) P ot
HOusewife Other conditions, L) U
§0. Usual occupation +{inelude Pregnancy within 3 months of dosth)
11. Industry or business At home PHYSICIAN
é s rname. GeOree McManaway I |l o e —
L]
=4 13. Birthplace Cambridge Ohio / the cause to
(City. Soras Ghkpooti) rony £ igets o oeviem couniey) of nutopay....... 088 _BbOVE Thould be
E 4, Malden name T - g M i cha{’!eﬂ Bta-
. tistically.
$ 5. BMhm--u--ﬂaw‘w-—-w"“ (s;Hzllfin'ozﬂn,? 22. If death was due to external causes, fill in the following:
16. (&) Informant Sam Sacco L {a) Accident, suicide, or homicide (specify)
(3) Address. 3000 D Onnelly ) K . c ) MO . {b) Date of occurrence
17. (o) Burial ® Date thereof._ 4+ 210 + Y (f @ Where did tojury oocur? T

(Buxial, cremation, ar remaval} (Mofith) (Day) (Year)

Place: burial or cremation... Mt Washington.

©
i8. (a)

Signature of funeral dmctor Me 1l0dy"M0G lley—E-y E ar While at work?.._ ...

(d) Didinjury occtir In or about home, on farm, in industrial plaoe in pubhc plau:?

{Specify type of place)

¢} Means of injury..........]

.. 1800 E. Linwood Blvd. ity S
i @ Md: \ ﬂ‘ 54 . Zé Z, 23. &mxm . . N (Mf_.ggh%ﬂ
- @ (Dt recmived local reristrar) ¢ (Registrar's signatie) iled, Lir. "Oant 1Tl e Date signed -

(Licensed Embalmer’s Staternent on Reverse Side}
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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.

, Registered Apprentice No......

working under my personal supervision.

Signed..,.~

Llcensed Embalmer No y// \?‘

P. O. Address/
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur

the above constitutes grounds for revocation of license. )
If this body is not embalmed, fact should be so stated above.




