'THE DIVISION OF HEALTH OF MISSOURI

-~ Mo, 300 b
- ve-20 STANDARD CERTIFICATE OF DEATH Stae it No
’ r .
'Bl;ﬁm JﬂLg J ;qbli REG. DIST. KO, /2 j PRIMARY REG. DIST. m-_@a.—ﬁ‘mmmr’: No..§.4.44_.........
/ " 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dscessed lived. If institution: residence befoie
a. COUNTY ’ a. STATE . b. COUNTY sdinision®,
Jackson Migsouri - Jackson
b. CITY (If outcide corpurate limits, writa RURAL snd give ¢. LENGTH OF ¢, CITY (If outside corporat~ limits, write RURAL and give townahip!
QR o townoahlp}| STAY (ip thia placed|| - OR . ) s
' TOWN Kangas City About 35 yrs. TOWN Kansas Ciby %
d. FULL NAME OF 5 hosplial or institats ad 1 d. STREET . ,
HOSPITAL OR- lfll fot Ia‘ ofr xive street or ADDRESS (If ruranl, give location) ‘j l w O
INSTITUTION 1508 £, 11th, St, 1508 ¥, 1lth, St.
3645%%55%% 8. (First) —— b. (Mlddle) ¢. (Last) 4. DATE (Month) .(Day) (Yesr)
(Typeor Print)  PRISCILLA T - LEWIS DEATH Dec, 9, 1952
5. SEX “Z. |36. COLOR OR RACE -| 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (ln ysars| I tnoER & YEAR | o UNDER M HEs.
. .. WIDOWED, DIVORCED (Epsd!yy_ - last birthday) Month, Days | Houmm | 3Min.
Female Negro Hidoxed Dec, 28, 1897 55 |

10a. USUAL OCCUPATION (Gwekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE - . 7 12, CITIZE
domdmiu-mdwwnuuh.mu m.;:n DUSTRY {City end State or Foreign Country) ’ a')UNTR,:'TOF WHAT

Cook - i Private Family Vicksburg, Miss. U,S.4,

13a. FATHER'S NAME I3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Aaron Bradford . {Alice Anthony William Lewis
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{You. B0, or unknown} | (If yes. cive war or dates of servics NO,

No _ — Mra, Alice Bradford Brown — 815 E. 2nd.St.
18. CAUSE OF DEATH EDICAL CERTIFICAPION - . INTERVAL BETWEEN
| Enter only onecsusper | 1. DISEASE OR CONDITION : 7 / Ellsworth,e _,- Sag ONSEFAND DEATH
iine for {8, {b}, and (c} DIRECTLY LEADING 28 DEAFFL oyl et A Pl ol il Al sy

. : — e

*Thiz does not meon | PANTECEDENT ""‘ = > . ” ) by
the mode of dying, uch | Mortid congEnd VIR p gDy Tt Ao e S TN -, M
ot heart fallure, asthenda, | Tise to the above caupe (o )Mlating ’ i i
ae. nfmm the dig- | the underlying cayt la e . o £ - - T

et 7 p
care, injury, or complica- e e et ¢ - A ey "1
tion twhich cauased death. | 11. OTHER SIENIFICANT CONDITIONS . . - ICEE S
. Conditions contributing to the death bul ot . . Hq};
related to the di or condition cousing death. .

PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

- 19a. DATE OF OP'FI%AIG 190. MAJOR FINDINGS OF OPERATION . 0 Toe + e e . 2. AUTOPSY?
- _ | ves 30 o (]
21a. ACCIDENT (Bpucity) 215. PLACEOF INJURY (a.g..tnorabout | 2tc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . ,(STT\TE)
SUICIDE bome, farm, iactory, sirest, office bldg.,en) . -
HOMICIDE i G S )
21d. TIME (Motsth) (Day} (Year) (Hour) 2le. INJURY. OCCURRED | 217, HOW DID INJURY OCCUR?
. ' LT WHILEAT[ ] NOT WHILE
INJURY ; WORK AT WORK . . A
. 2. I hereby’ cemjy that I attended the deceased from _Z. J19__ o 19—, that I last saw the deceaced
f S _gd that dea!%ccurrgd\at m., from lhe causes and on thc da!e stated above.
+ T riltic)

24a. BURIAL ., CHEMA-
TION, REMO\iALM)

1 Dap, 12 1957 Fllaorth Ka

war

DATE REC'D BY LOCAL REGISTRAR'S snéNATune ADDRE $3

(ﬂ:!nud Emnl Statementt” on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby cértify that the body whose name is recorded on the reverse si_d’e of this certificate was embalmed by me, or by

ottt ttneetean saasane s s aaet srreAearaTe RSP s tee e e S SeRa S SOt e et et o8 et e et emmed ek e A4 A8 A TR AR SR ERRORS 48 R b ea PO AR T re e e menn s Student Embalmer Ho.
working under my persona! supervision,

Student cuviensnrass Signed. L.
Student Embalmer

P. O. Address1212 UinaSt..Kansas-City,
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the above cnnsmutu grounds f:}:r uvocauon of license,)
N -r

Ifthzsbodyunotemﬁalmed.factshouldbeso‘nutzdnbove. A A B B! Fowo
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