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DEPARTMENT OF COMMERCE
Bugeay OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

=) STANDARD CERTIFICATE OF DEATH
Reg{str!til1istrict No... JWﬁ 1% Primary Reglstration Diatrict No. .._éd 4 - S v

State File No. 201*71)
Registrar’s No. _.._gﬁﬁ;g_m

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

ackson . 5/ 7
{a) County KJ oI @ sate__M1BSOUTri ) County._._JAGKSON
() Clty,or toWh.u .. tMAS588 G 1LY : . 14
Y (i owtaide city or town Timaits, weite - WURAL" and nama of townahip) (c) City or town Kansas (i ty 3
() Name of hospital or lnsliltuﬁong tal No.2 B (If ontaide city or town limits, writa “RURAL™)
Gengra].. ospital No.2 (@) Street No 421 Lydia f
(If not in bospital or institution, write street number or locotion) (If rursl, give location) d
(d) Length of stay: In hospital or institutlen__ L. MCa & d3ys Ho
(Specify whather || (¢) Citizen of forelgn country? {Yes or No}
In this community. 90 _yrs.
years, months or days) If yes, name couniry.
MEDICAL CERTIFICATION
bol? e Cleola Browm
o A" 20. DATE OF DEATH: Month June . 12,
. veteran, . e a urity P
W ) yar.umn.lg%.é__ hour 5: minnte. 20 A M.
- No.4 8 ..-26' 2.
tame war = 7 =934 %1. T hereby certify that I attended the deceased from.... MERY
6 5. Color or 6. (o) Single, widowed, married, R gggﬁ___ ,_O_Junelz’g'_' wh_ .
4 sexr FEmale raceNE 20 divorced. MBXTied [ f 1w O aiveon. June 12, 46 .
6. (¥ Name of husband or m.fe._}_‘_l_a_'qk___ 6. (¢) Age of hu d ot wife if [| and that death occurred on the date and hour stated above. Duration
Brown alive._ P L2 years || Immediate canse of deatn_GATCinomatosis :
7. Birth date of deceased... HMareh 429.. .......... "1.907_ 3
(Moath) (Day) {Year) » -
8. AGE: Years Manths Days If less than one day Due to.. Squa‘mous C.e 11 carcinoma of
39 2 13 Gervix
hr. min
N . Due to.
5. Birthplace.. 1, ... _Arkansas /
(City, town, or county) {State or foreign ounnuﬁ
I diti J.
10. Usual occupation HDuseWi fe c:ther o l;::::y wilhin 3 monthe of death} (Z 0./
11. Industry or business SR [ . PHYSICIAN
12. Name___ETreston Torrence ) “OF operations i
) T H Ly c c a8 / U Underline
S Ui ompace. GRATIOLEGE . 2RERERD [ ichdeath
¥. town, or county or country, Of aut hould b
i { 14. Maiden mme. P10K12 Barhee. autopsy :p:ggeﬂ sta-
+¢ Arkansas b ooooc|tistically.
15. Birth ._.._.T uckers. . . 7 —
E place.. Ceasal... X A . (Sn{ga: Forian mmun 22, If death was due to external causes, fill in the following:

16. (a) mormnt_hedmal_Rennmé“i hmma.n_.._..m____
____General_._lio.sp;htal Ho. Bn.._.., e

(¢}« Place: hunal or cre’n“l/—auo AV L AT
18. (a) Slml.u.re of funeral duecml%,..._.. = /N

® Z "ﬁw._ﬂ_ AL PO
.... A —_— (b)

19. {a) s r
{ {Dats received local rogistrar} {Registrar's signature)

Accident, suicide, or homiclde {specify)

Date of occurrence.

(5

Where did injury occur?

(City or town) (County) (State)
Did injury occur in or about home, on farm, in industrial place, in public place?

: hile at wa. _.
3. S .éi

: ‘
ﬁaemml.ﬂgﬁ., 0ty

(Sven!!' lwu of place}
. Means of injury......cioooie

e (M. D, orother).. ...

sk .3 Y & 11 mmede 12/46

{Licensed Embalmer’s Statement oo Reverse Side)




i« STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recarded on the reverse side of this certificate was embalmed by me, or by
e

, Registered Apprentice No........ ,

working under my personal supervision. -

P. 0. Address.... % N
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA? cobaply with

the above constitutes grounds for revocation of license.)

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




