THE DIVISION OF HEALTH OF MISSOUR!

No. 300 :
.20 l STANDARD CERTIFICATE OF DEATH e Fie ... SOOR
. o '
— ""E”E MQB 2 5 ‘|QL'. REG. DIST. MO. Z _’tz PRIMARY REG, DIST. no._/,_.#aa Repinrar';Nei-!B___ J—
/ 1. PLACE OF DEATH - 2 USUAL RESIDENCE (Woare deosssst livad. U loetisatlon: retkdencs bafore
a. COUNTY Jackson . . e. STATE Mo . b. COUNTY Jackson admimlon).
b. CITY (f sutdde corpurate Limits, write BURAL and ¢. LENGTH OF i c. CITY & In Fesidence within limits of
QR . mmhin) STA OR a clty wwal -
TOWN  Kansas City %?{g yr&wN Kansas City o X
d. FULL NAME OF (if not in bospltal or institation, ive sireet addrew o7 location) o- STREET (It rarsl, sive location} b
HOSPITAL OR ADDRESS ‘ v \‘l
INSTITUTION. ~ /636-E 7th _ v 4636 E 7th 3
3—$‘E‘}:MEE, 5%';, o. (First) ' b. (Middle) ¥R oc (Last) 4. DATE {Moenth)  (Day) (Yean
(Typeor Pris o o0 /@ G K DEATH 3. /-5Y
5. SEX D | 6. COLOR OR RACE | 7. m&%. rs!':\\:'ggc I:EIDARRIED. 8. DATE OF BIRTH I 5. 1:.»\.?5 (Lo ren] # voen 1 Tiax YR | ¢ ke .. vy
. JED (Specity) birthday Hours
male white married ] 9/3/1882 -3 7) l
108. USUAL OCCUPATION (kv 0% KIND OF BUSINESS OR [N- | 11. BIRTHPLACE .. )
ocm durizy mont of working i wvee of cotoods 3*”’“ OF Bu DUSTRY “ (Gicy ead Scate "/r"“" Councey) "“cgﬁfd-ﬁﬁ?”’“’“'
Care taker 1 east Hosp. Ridgeway, Il1, U, S.
!Iaa. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF MUSBAND'OR WIFE
Thomas Wellington *##+#+Bennett | Tda L, Bolles Combs
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
(Yu.nn.orunkn.own) l C(If you, wive war of dages of sarvios) .,
fhiilippinel Ist. 10/3/1907  |496-07-917, | Mrs, Ida Combs, 4636 E 7 K G Mo
18. CAUSE OF .DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enter only onecsuseper msgkg.g %l? é&t%?l?on ; l’\ L ONSET AND DEATH
Jins tor (s}, (), and (¢) DIRECTLY LEADING TO DEATH (a) oOr o W SLY \.« Yorm hosis
- ANTECEDENT CAUSES
*This does nol mean
the mode of dving, such | Adorbid conditions, if ,m, DUE TO (b} %_Q_c' r & S E.for by,
‘T: to the above coute {a)

a» beart fallure, asthenia,

ete. It means the die- underlying coude last {
case, fnfury, or complica- - DUE TO (&) EJ‘ \ o S C4 e. o s L S
tign whith caueed dexth, | 1. OTHER SIGNIFICANT CONDITIONS " . 5/0 ‘

’ . Conditions eontriduting to the death but not ' o L‘I

related to the disease or condition causing death.
19a. DATE OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION V- ; 2. AUTOPSYT
TION ' -
ves [ wo X

2ia. ACCIDENT {Bpeciiy) 21b. PLACEOF INJURY (ex..locrabous | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

fllgﬁ:glEDE boma, farm, {actory, strest, office bldg..et0) | - * - -

21d. Tébl,jE {Month) (Day} (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

. . WHILEAT [} NOT WHILE|
INJURY - = | WORK AT WORK

2.1 hereby ccrufy thai T attended the deceased from _%L 19.0%, to _3'&_, mﬂ that I last saw the deceaced
_.Q{, and thai death occurred at _LA m., from the causes and on the date stated above.
(Degree or tiLlu)J: Z3b. ADDRESS 2. DATE SIGNED
-4
A 3ﬁr isH

AHON (Oity, town, or oounty) L (Btate)

Ao .\

WRITE PLAINLY—USING UNFADING BLAt\CK INE—MAKE A PERMANENT RECORD

3415




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:s
F 3 o < T - PP beaneaas , Student Embalmer No............

_working under my personal supervision..

Student ..ot
Signature of Student Embalmer

P. O. Address ... .. /rc

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
* 7¢ this body is not embalmed, fact should be so stated above. "

b -



