No, 300
10.48

-

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD <

THE DIVISION OF HEALTH OF MISSOURI

| ALED DEC 27 1950

STANDARD CERTIFICATE OF DEATH

~e -~
REG. DIST. NO. Zgé PRIMARY REG. DIST, m._ﬁéj_é&

s e o, FAA63

L2

#gitirar's No

d. FI':I%SL Nﬁch;-E QF (If ot in Boepltal or institation, give streot address or location)
i Residence RR 8, KC. Mo.

! BIRTH NO.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decensed lived. I institution: ,_;d[n.. before
a. COUNTY a. STATE b. adiunimion),
Jackson Missouri JE¢Ndon rr)!

b. CITY (1 outetd ts Umita, write RURAL and c. LENGTH OF | c. CITY (1 outias to Limite, write RURAL townahls )

QR | ouide eorpn "' vermabio| STAY tin this slace! O | e mrson s v townablo) A Q
TOWN Blue 1h yrs TOWN __ KMBE¥XIENK Kansas City RR 6
L 4

(H raral, give iocation?

. STREET
" AboRESS Forest & Paul Sts.

16, SOCIAL SECURITY
NO.

(Yeu, 0o, or unknown) | (If yes, give war or dates of service}

msrrerON
SBJEAC%ES%FD a. {First) b. {(Middle) ¢. (Last) 4, Dg"]r'E (Month) (Day) {Yoar)
{ Type or Print), Bertha i3 JOnES DEATH DeCO 7 [ 1950
5. SEX ( 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | B. DATE OF BIiRTH 5. AGE (In yeara] If OIN 1 TIAR | # tmtm 1 v,
. WIDOWED, DIVORCED (specily) Lawt birthday) Mnnﬂn, Days | Hours § Min
femalel white widowed 27| _June 10, 1892 58 |
108, USUAL OCCUPATION (Givekind of 10b. KIND OF BUSINESS OR_IN- | I1. BIRTHPLACE (3 forelen ,
:on-durhummof wurﬂumo.nmrii rﬁ.;::;: - DUSTRY (Biate or torelen sountry) / lngIIJTNL]z'ER":'?OFWHAT
Housewife self employed Harion County, Ark.
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
Thomas Copper Harriett Martin Benj. B. Jones (deceased)
IS. WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT"S S|GNATURE OR NAME ADDRESS

Lne for {a), (b), and {c) DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

Morbid conditions, if any, giving CUE TO (b)
rise to the above cause (e} stating
the underlying cause last,

*This does not mean
the mode of dying, such
a# heart faflure, axthenia,

ee. It means the dis-
. DUE TO (¢}

INTERVAL BETWEEN
ONSET AND DEATH

no none none ¥rs, Jas, L. Fr
18, CAUSE OF DEATH
_Enter only onecausoper | 1. DISEASE OR CONDITION

MEDICAL___CTRTIFICATION
r

A
Jﬁaa_./;

case, infury, or compli

ltion which eqused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions eontributing to the death but not

related Lo the disease or condition cauring death.

13a. DATE OF OP_FIFg\N— 194, MAJOR FINDINGS OF OPERATION ~

1o |
/

20, AUTOPSY?

. ves [ wo OO
Z2la. ACCIDENT {8pecify) 21b. PLACEOF INJURY (s.g..inoraboat | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) Fa (STATE
SUICIDE botos, farm, fagtory, strest, ofSos bidg., e10.)
HOMICIDE
214. TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
A : wun.n'r NOT WHILE .
INJURY AT WORK
22, I hereby certify that I attended the deceased from , lo , 19 , that I last sat the deceazed
alive on , 19 and that death occurred al _B_gS_E m., from the causes and on ths dale stated above.
2a. SIGNATURE } {Degres or title) 23b. ADDRESS 23c. DATE SIGNED

Rctodvoy b Sceq 70559

LOST

a. BURIAL. CREMA-
TION, REMOVAL (paeity)

burdi

/‘2/11/50

{ NAME OF CEMETERY OR CREMATORY
grove Cehe.

-24d. LOCATION (City, tewn, cr connty) * {SBtate) ~
-+ Independence, No.

DATE REC'D BY LDCEAGL

RAR'S SIGNAT,
Loe . ?-/9¢a" N nga/

. 35‘% |E:£nm. Dl

ECTOR'S S1GMATURE ADDRESS
<1z~ JIndependence, Ho.

on Reverse Side)




DEC 2 O RECD 2

-
= =1

>

Ce

d

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 Eabulamer No.

ey

working under my personal supervision.

Signed.

Student ........é..é....é’;;.l............... ﬂ .
tudent almar
Licensed Embalmer No._. M /

' P. Q. Addrestﬂj
in hi . {Failure to comply wi

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN
'

the above constitutes grounds for revocation of license,)
* If this body ir not embalmed, fact should be so stated above. : . Tt

-t e . M



