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

I
i DEPARTMENT OF GOMMERGE
Bumngau QF Tﬂt L

ALED DEC 4 %?

THE STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

| Suwte Fae No_g(.}:..’l&

£ - Fa
K.etutnﬁon District No........./~. .....,. - Primary Registration District Nq.____L_-‘Z._Q;l.-u—- Registrar's No._.._..._._.‘.*.gdzm
1. PLACE OF Dﬂm: 2. USUAL RESIDENCE OF DECEASEI:
(a) Count: Jackson M4 . J %r
oyaty % G (@ sueMissouri ) County...Jackson -
() Clty or town ansas _Clty Cs &
(if outside city or town tizita, write "RURAL % and pame of lownsbis) || () City or town___.. SaANs2as Yity o
(¢} Name of hospital or institution: (I cataide cit ar to nlmuu, write "HURAL")
General. Hospital No. 1 @) Street No 1318 B, %
{If not in hoapital or icstitotion, write strest bex o b (l!ru.ﬂ! give lnnll.hn) -
() Length of stay: In hospital or Institution s days .
e ut 4 - (Bpocify whetber §| {e) Citlzen of foreign country? AT (Yes or No)
In this community. iie u1me i
yoars, months ar days) T yes, name coUntry e v reaessaeen, "
. . MEDICAL CERTIFICATION
Fuly EnNr Sylvia Tilton 8
3. (8 I veoteran 3. () Secial Secrit 20, DATE OF DEATH: Month Nov - day.
. e y . L€, a Yy
pame war. none No none m"—“]“"gba_"‘”‘"h"m 12 minute 5 Q_P. M
21, [ hereby certify that 1 attended the deceased from
/ . Color or 6. (@) Single, widowed, m]a-rried‘ Wov. wlB . Nov. B iy
oL Shele |y 19X
5. safomale L. raccW1 1O divoreed..... 5112 £| that Tiast saw 0. €T alive on Nov.. 8 18
6. () Name of husband or wife‘i?g_x_}e_ _______ 6. {¢) Age of hushand or wife ,f and that death cccarred on the date and hour stated above, Durati
uralion
alive___...._...___._years || [mmediate cause of death
7. Blrth date of deceased.... L SPTUALY 20 1877 _Larcinoma of breast with metastases|.. ...
(Month) {Dny) (Year)
8. AGE: Years Montha Daya 1f less than one day Due to
7l 8 18
I | p——..1 |
u Due to.
9. Birthplace Missourd Y
{City, town, or county) (Bum or foreign country) N a 1 1 7
% Oth ditions_._Gamaraliza Jems,
10. Usual occupation Maid u..;‘;.'}." ;;mmy within 3 months of death}

fl 11. Todustry or business._2015_E._8th St., KaC., llo. S ; D PHYSICIAN
. Of NNAINg8: —_—
E{ . Nm“—“—-“.Ala Yandar ‘T‘q 1 +nn operstions ) Underline
= - Iova [ the cause to
=L 13. Binthplace : which death
LEft o county) (State or forcign country) None hould b
E 14, Malden name LAUYS™ Of autopey ih%;.:lc:umf
- . tint] ¥
] 15, Binthplace . __ (Ch:--'- — 3 - Lgis:}lrl { ?) 22. If death was due to external causes, fill in the following:
16. (g) Informant Mrs, Hﬂro 1d 0. Harwille (8) Accident, sulcide, or homicide (specify)
® Adowes L4318 Ei_12th St., K.CoHo. ____||® Dateof oomurence
17. {a}) Remaval '(3) Date thcrmf ----- 2 did injury ? {City or town) (County)
(Brrial, cremation, of reasoval) (M) (Dlr) Foar) {d} Did injury occtr ia ar about home, on farm, in industrial place, in pubhc p!aoe?
() Place: burial or cremationCODCOrdia, Missourd W
18. (a) Signature of funeral director 4811 Odv-l{cglmjlgl[“ B&lﬁl.._ \%ﬁe a';.' :,.,,u..hf_ _________ ety o Mot of g
@ Address 1800 E. Linwoao W =J= M M
-7 S < LEE .  M D,
19. (@) S = ; 0 o Med. Uir. Gen'l Hosp. Date sgned

(Licensed Embalmer’s Statement on Beverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certily that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by :

v

working under my personal supervision.

Licensed Embalmbe Moz 2 4T

P.O.Address.. oo

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

s

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




