THE DIVISION OF HEALTH OF MISSOURI W

842

3. Mo.300 APP
w0 FLEDAPR 6 1943 SYANDARD CERTIFICATE OF DEATH o r . SX=8
'BIRTH NO. REG. DIST, wNO. _/ E Z PRIMARY REG. DIST. MO, Ld_d_l.. Registrar's No....... 1‘!24__.
. PLACE OF DEATH 7 USUAL RESIDENCE (Where decoased Uved, 11 & residenos befors
. COUNTY STATE b. COUNTY diniselon).
2 Jackson & Missouri Jacksoﬁu
b, CITY (I outzlde corpurate Limits, write RURAL and give c. LENGTH OF ¢. CITY (If outside norporate limts, write BURAL snd give township) 7
township)| STAY (in shis place) .
TOWN Kansas £ TOWN Kansas City &
. FULL NAME OF (If not is hospital or instlsution, Elve strect sddress or loeation? d. STREET (i rural, give location) >4
HOSPITAL OR ADDRESS
INSTITUTION 2597 Hayrdesty 35627 Hardesty
3.DNE%%ES°EFD a. (First) b. (Middle) ¢, {Last) 4, DSTE (Month):  (Day) (Year)
{ Type or Print} Katherm Hillard DEATHM o ) 13 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years] w troem 1 r:.u ¥ UKDER U KE3,
: WIDOWED, DIVORCED (Spacify) laat ] Momh, Houm | Min
| Femaled| Negro Widowed Dec. 27, 1888 & |
10a. USUAL OCCUPATION (GiveMnd of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or farelgn owuntry) -| t2. CITIZEN OF WHAT
dot during moet of working Ufe. sven if retired) DUSTRY / * COUNTRY?
Housewlife Emporias, Kansas
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
Marshall Leslie Alice Ravy Rav Hillard
15. WAS DECEASED EVER [N U.S. ARMED FORCES? ’ 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes. 0o, or unknown} | {If yes, give war or dates of sorvice) NO.
No YONE A J, H, Teslie 82]1 E, 10th St.
18. CAUSE OF DEATH MEDJCAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecsussper | [. DISEASE OR CONDITION ONSET AND DEATH

WRITE PLAINLY—USING UNFADING BLACK INE—MARE A PERMANENT RECORD

line for (), (b), and (¢)

*This doey not mean
fhe mode of dying, such

-|| a# begrt failure, asthenia,

ec, It meana the dis-
caie, infury, or complica-
tion which caused death.

DIRECTLY LEADING TO DEATH® (5y

ANTECEDENT CAUSES

v

Murtid eonditions, if any, gioing DUE TO (b)
riee to the above cause (a) stating
the underlying cause last,

DUE TO (5} -

11. OTHER SIGNIFICANT CONDITIONS

Cunditions eontributing to the death but nof
related to the disease or condition causzing dz .

19a. DATE OF OP'FIRO‘I‘G 19, MAJOR FINDINGS OE-OPE 20. AUTOPSY?
y M// V4 . ves L] wo m’
21a. ACCIDEN (Bpecity) 'ﬂﬂ: b:_acsfor-‘ml"hv o E:l;“hw: (COUNTY) | (STATE) /
ma, larm, fagtory, strest, office . LA,
”0”'0'50/ ////)// .
21d. TIME . . tY-l) (Hour) 2le. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
oF WHILEAT[™} NOT WHILE
INJURY w. | “work AT WORK
2. I hereby certify that I atiended the deceased from , 18 , o ,. 18 , that I last saw the deceased
alive on , 19 , and that death occurred al m., from the cauaea and on the date staled above.
gh H.”Owens (Degree or tittdy | 23b. ADDR 23c. DATE S5IGNED
; .
/11-41 1. A LU A7 l ! / /t /u - ’F
24, MAME DF CEMETERY OR CREMA OR o, or county) (Stabd
/ / ny /7 /
bty g TS /? Y ¥ Eonone et T AL AN = el
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE / 25. FUNERAL pTRECTOR" S T Y ADDRESS
REG. . . / ~
.jf/L'¥7 4’4 24 /'/.. 2 1‘_1./1. - G L 7/2
7 g

(Jumed Embalmer*s Sut:mcm on Reverse Side)




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 occeee

.............. , Student Embalmer No.

working under my persona! supervision.

Signed

Signed......... e Embataee T Licensed Embalmer No
uagen

P. O. Address,

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

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




