. Ko.300

10.48_

F"-ED APR 6 1949 THE DIVISION OF HEALTH OF MISSOURI 8413

STANDARD CERTIFICATE OF DEATH State File No
BIRTH NO. . . REG. DIST. NO. _AZZ_ PRIMARY REC. DIST. m.ﬁ&‘g,,;,,,,,', Noee., 1—1-94
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decoased llved. If inatitution: residenca before
a. COUNTY Jackson a. STATE Missouri b. COUNTY . Jackso dmh;ln;
b. CITY (X outelds eorpurato Limits, writse RURAL nad give ¢. LENGTH OF ¢, CITY (If outelde oorporate limits, write RURAL an give townahf) * 4
R wrahlip) ST, {n u:hx. OR j
Town Kansas City f b_ . TOWN Koansag City [
d. FH(!)JS-P?TART.EOORF {If pot in boapétal or institation ‘Tive stroot ndd ot loestlon) dASDTDnggs (I rural, give location) ) ‘-)
insTiTuTion 4012 Bellefontaine 4012 Bellefontéd ne
36\2&(‘3“&%8%% a. (First) b. (Mlddle} c. (Last) 4. DSIE (Month)  (Day) (Yoar) _
{Type or Print} Ida Harrison DEATH Mar, 9th, 1949
5. SEX 6. COLOR OR RACE | 7. WFD%F;‘:E% glE\ygFRiC]ESRR[ED' 8. DATE OF BIRTH | 9.1:’«'35 (I:‘:;J-n .l:; er!l:w 1D!:I:ln g DNOER 4 W3S,
- —_ . N (Bpacify) 1 Y ouss | Min.
Femate / | White Vidowed i | pet, 22, 1860 | 68 | l
108. USUAL QCCUPATION (Civekindof work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (Btate or foreign airy) 12. CITIZEN OF WHAT
done during most of working lifs, oven if retired) DUSTRY 7 'gY?
at home Illinois A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Jobn Christy | Elizabeth Hall Jdesse Harrison
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
(Yes.no, or unknown) | (If yma. xlve war or dates of service} NO.
no none Mrs, Susie Trueblood, 4012 Bellefontaine
18. CAUSE OF DEATH ' MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET ARD DEATH

| Enter only onecause per | 1. DISEASE OR CONDITION 5 T
line for {a}, (b}, and {(c) DIRECTLY LEADING TO DEATH* () 4—«!@4 ﬂMM :

*This doer not mean ANTECEDENT CAUSES

the mode of dying, such | Adorbid conditions, if any, giving DUE TO (b)
as heart fatlure, asthenia, | Tid¢ L0 the gbove cause (o) dating -~ - . 0’0
cc. It means the dis. | h€ umderlying cause lcsl. . 45

caee, injury, or complica- DUE TO (¢e)

tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS

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

Conditions contributing to the deaih bud not -—
relgted Lo the disease or condition causing death,
19. DATE OF OP_II-_:%A'; 156, MAJOR FINDINGS OF OPERATION - 2. AUTOPSY?
21a. ACCIDENT (Bpacity} 21b. PLACE OF INJURY (a.g..inorsbount | 2lc. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE)
SUICIDE /?-0 ) home. farm, lsotory, strest, office bldg..e5c.)
HOMICIDE - iy —_
21d. TIME (Month) (Day) (Year) (Houn | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
— WHILE AT NOT WHILE| —
INJURY WORK AT WORK .
2. I hereby cartzfy that I auended the deceased from _M 1042, lo _HMets . 7 | 1992 that I last saw the deceased
alive tm . and that death occurred at 232/ m., from the causes and on the dale slated above.
Za. SIGNATURE, R, ul 1 ht (Degres ot tit..le) 23b. ADDRESS . JCacrc g (G 4| . DATESIGNED
U N3 a v St By - tena. e 10- 4 F
%46 NBg EFI Ml SJ.MCREMA- 2457 DATE z4c. MNE OF CEMETERY OR CREMATORY '| 24a. LOCATION (City, town, or county) (Etate)
X (Bpecity)
Borial 3=11-49 Mt., Moriah Cemetery Kansas City, Mo.
DATE REC'D BY LOCAL | REGI R'S SIGNATURE 25 FUNERAL DIRECTOR'S SIGMATURE " AbDRESS

3_ss & % : Freeman Mortuary, Kangas City, Missouri

(Licensted Embalmer’s Statement 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 — .

.............. \ Student Embalaer No.

working under my personal supervision.

STUTONE 1arnrrrnrnencnnnenens et smm...?&[@aé_@l_“_% W

Student Embalmer
- o Licenzed Embalmer No 1143 \5!1. .
P. O. Address#..@lmﬂ.ﬂ. ........... /_/

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

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



