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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FILED sy 5 10477

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Pritnary Registration District No..__.._.__.._/aa -

24209
Registrar's No. 30@4

State File No.

Registration Dlst
1. PLACE OF DEATH:

JACKSON
KANSAS __CITY

{a) County
{b) City or town

2. USUAL RESIDENCE OF DECEASED:

(a) Smte__._.._MI.S.S_Q.uB...-I........_ (&) County.

JACKSON ‘/6?
3

18. (a) ral director__.__#f..
)]

19, (a) _

Signature of fun
Address....J.

-t/ 7

" (Registrar's sigpat

(Date received local rexistrar)

B (If ootaida city or town limits, write " FAURAL" and name of towashin) (c) City or town KAN3AS CITY
{¢} Name of hospital or institution: . (If vutaide cily or town limits, write *BURAL")
GENERAL HOSPITAL NO. 2 @ Street No 830% E, 8TH ST. &
{If pot in bospital or institution, wrile strest noml<r or location) (Lf rura), give bocation)
{d} Length of stay: In hospltal or institution. . 38 DAYS NO o
(Specily whether {£) Citizen of foreign country?. {Yes or No}
In this community, 50 YRS .
yeara, wantha or dnyr) Ii yes, name country
' MEDICAL CERTIFICATION
3. (o) PRINT 2
FULL NAME MARY HARRIS' JULY 1
3. () If vet 1. (c} Social Securit 20. DATE OF DEATH: Month.... 0M04 day. )
veteran, . e, al ¥
- year. 1947 hour.____.___& l} 3 mminute.,.,..‘.!‘.gﬂw?..me
name war. No... 20l
21, [ hereby certify that I attended the deceased from JUNE
.E‘ ). | 5. Color or 6. (a) Single, widowed, married, |} qQ 1047 o JULY ll}’_ 19 1.;7
Fy o L0 M. SN . ¥ W §- M X
4 sex. FEMALE | e NEGRO dzvorced__}_'l_.mRIED/ thot I last saw b BR._ ativeon JULY 1, 19‘_47.
6. (b Name usbapd or wife.— . 6. (¢) Age of husband,or W{fe if || and that death occurred on the date and hour stated above, ‘ Duration
e AAAK AR R WU ative.___ A/ __years || Immediate cause of death.._ CARDIO-RESPIRATORY... | ———
7. Birth date of deceased...........MAI...u.._.._.._.._..uuﬁ__.lQ_, 1882 FALLURE
* {Month) Day) {Year)
8. AGE: Years Months Days If less than one day Due to HYPERTENSIVE HEART mISEASE
i 2 “ - o GENERALIZRD. ARTEATOSCLEROSIS
Due to.. i LA, 415 35 o S SN
9. Blrthplace. . JBEXINGTON MISSOURI g _
(City, town, or county) T (Suate or forcign eountry)
, HOUSTMLEE. ..o oxter contitions GEREBRAL VASGULAR ACGIDENT;
10. Usual occupation............. ... (Include preguancy wilkin 8 mouths of demth) HEMT PLEGT A
‘t1. Industry or buqmm TPTrer T PHYSICIAN
ajor findings: JE—
Name, UNKNOWN - . . Of operations....... . (Y
7 A~ ‘)L. Undetline
E:“ Birthplace PR UNKNOWN ot or ?ﬁ:}?ﬁ:m
(City, town, or county) s F (Stats or foreign country) Of autopsy........ should be
é { . Maiden name...... JNKNOWN ' charged sta-
- tistically.
5 UNKNOWN 4
© | 15. Birthplac .
S c. ity oy (Stats or Foreign commiry 22. If death was due to external cauees, fill in the following:
16. (@ taformant_ CHAUNCE®) _HARRIS. (SON)_ .. . (@) Accident, suilde. or homicide (specify)
) Ad . 830‘% E. BTH ST. {5) Date of occurrence
17 (@) m.ﬁtdﬂ-ﬂl—- () Date thereot. 7=/, f = 42 J[ ) Where did injury oecur? Gy e o
. . {Burial, cremation, or "m""‘“ (Mfnth) (Dey) (Year) (d) Did injury occur in or about home, on farm, in industrial place. in publxc plaoe?
(c) Place: burial or cn’.lnaf.mn. A Lt L "&dd- .

RN YAT
HOSPIT

Bpecify type of place)
............... e ns of injury ...
B "

(Licensed Embalmer’s Statement on Reverse Sidn) - . \



3

ke

STATEMENT BY LICENSED EMBALMER

, .
I hereby certify that the body whose name isrecorded on the reveris?e side of this certificate was embalmed by me, or by

........................................ . : , Registered ﬁ'\p wentice No ,
working under my personal supervision, p a i

¥ ﬁ -
'Signed.&...éﬁ.@ﬁ.iﬂl r &_.._....

t : rLicenscd Embal.mer Noﬂ{?l-./o .............................
P.O. Address.../ gj\’ E: b f

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

the above constitutes grounds for revocation of license.) r .

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




