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

FILED APR 16 1949

'BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO. z Z E PRIMARY REG. DISY. NO. L&oa Reﬂulrar:Nn

12639
1410°

State File No...

line for (@), (b), and (¢)

*This does not mean
the mode of duing, such
ar heart faflure, asthento,
ete. It means the dis-
eare, Infury, or plica-

DIRECTLY LEADING TC DEATH® ()

ANTECEDENT CAUSES

1. PLACE OF DEATH 2. USUAL. RESIDENCE (Whers detohsed ilved. 1 institution: resklence befors
a. COUNTY a. STATE b. COUNTY adwimlont.
Jackson Mo,: Jacksoh, / ¢
b. CITY (If sutzide corprate limits, writs RURAL and Give c. LENGTH OF || c. CITY (if outade corporata limits, write RURAL and cive townshin) 73
R wrakip) S'I‘AY tig this place) ‘ ,’
TOWN Kz sas City / fears!| TOWN Kansas City i
. FULL NAME OF (If not in hospital or inatitution. wive strect addrom or location) d. STREET (I rural, give location) Vd
HOSPITAL OR ADDRESS .
stiTution 373l Harrison L4734 Harpdison
3[;‘EAC'E§S%FI‘) a. (First) b. (Mid.d.le) c. (Last) 4. DSF {Month) {Day) (Year)
( Twpe or Pring) Mettie- F. Sanders pEaTH  3=26-=49
5, SEX 6. COLOR OR RACE | 7. \vh\"'iAD%F\tﬁ!'EB gﬁrgﬁcrgs?mm 8. DATE OF BIRTH 5, :.GE (o yeaca| 7 vrGen ¢ TEAR | IF GNOER 4 wEs.
{9pecify) t birthday. on Houws | Min.
F W Widow e | Aug. 1, 1856 92 IE l
10a, USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR [N | 11. BIRTHPLACE (Stute or forelen country) 12. CITIZEN OF WHAT
done during most of working e, sven if retired) . DUSTRY . a COUNTRY?
Home Mo, & +Se
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Gross Ma: Finnel Henry F. Sanders B
5 WAS DECEASED EVER IN U.S. ARMED FORCEST [ 16, SOCIAL SECUR};I’Y 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, Bo, or unkhown) | (If yes, xlve 'T“ datea of sarvice) 0. MI‘S . Go B . G'ustin 4754 HBI‘I‘ ison
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only cosesus per | 1. DISEASE OR CONDITION OMNSET AND DEATH

Z;W’C foég.—a—-————-—o—ﬂ—‘—--a

W

Merbid conditiona, if any, gieing DUE TO '(b)

- rise to the abooe cause (a) sating

the underlying cause last.
DUE TO (c).

=

tion which caused denih.

11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuding to the death bdut not
related to the disease or condition cousing death.

152t DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
. . R YES D NO
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY to.x.. inorabout | 21c. (CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE)
SUICIDE - boma, iarm, iagtory, street, offics bldg., et0.) '
HOMICIDE
21d. TIME (Moath) (Day) (Year} (Hous) | 2le. INJURY OCCURRED ° zu HOW DID INJURY OCCUR?
OoF - WHILE AT[—] NOT WHILE,
INJURY m. | woRK AT WORK

2, I hereby certify thgt I atltended the deceased from / B
alive on _AZ‘&G, 1941 and that death occurred al

.J’Z-A-é 19(/#

P TR IR

that I last saw the deceased

from the causes and on the dale stated above.

J. B« Bh

B

23, SIGNATURE {Degroe or title)

A%

23b. ADDRESS

Z3c. DATE SIGNED

L O2 5«4/% A C Mo '.wf/-,e;

%NBSERJS‘I'. A 24b. DATE 24z. NAME OF CEMETERY OR CREMATORY 249: LOCATION (Otty, town, or ouuntﬁ - (State)
VAL (Bpedlfr) - , . IR
Burial 3-28=19 forest Hill Kansas “ity, Mo.

DATE REC'D BY LOC.AGL

REE? RAR'S 516“2 URE -

g-ag -7Y

25, FUNERAL DIRECTOR’S S5|GMATURE

STINE & McCLURE

‘ADDRESS

Kansas City, Mo.

(Licensed Embafmer's Statemnent on Reverse Side)




1Ru0q -1/ 02 297
. : ;‘5’ 5y, o

x}ff@/ 33

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 Embalmer No.

working under my personal supervision,

Student ..... terereseresnes casraearsrsnaans Signed @/Qb'\/g"‘ E Mw\

Student Embalmer
Licenzed Embalmer No S0
P. 0. Address_J% £ 1 2

Note: The zbove 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 5o stated above.




