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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBL.E

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

JAN 2 1 195_9;5"«;” District No. j yf

Primary Registration District No.__[_g_g;,_

99-001465

STATE FILE NUMBER

Registrcﬁ!ﬁt_______g_s.--__ 1

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rasci{de'm:}brére
. COUNTY . STATE b. COUNTY admissi
° ° Missouri Jackson
b. CE)TY {If vutside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTY Inside Limits
R R
TOWN K 4 +'qv Yes [J to [] . L‘\TOWN Kansas City Yes[ ] Ne[]
¢. FULL NAME OF (1 NOT in hospital, give location) | Length of stay in Ib 7 4 STREET (If oviside, give location) Reside on Farm
HOSPITAL OR ADDRESS Yes[J No[]
INSTITUTION y I #ﬂ& F] a0l E, 27th il °
3. NfIME OF DE;:EASED First Middie v Laost 4. DATE Month Day ¥ aor
(Type or print OF
Rosetta Mav Oakes DEATH 1-2-59
5. SEX ! 4. COLOR OR RACE| 7. MARRIED NEVE'R MARRIEDD 8. DATE OF BIRTH 9. AGE (In years JIF UNDER i1 YEAR rs UNDER 24 _mzs_
Female White wiooweo®] 2~ ovorcen[J|{May 11,1869 gy birthdan) [ Months | Days ours l Min.
100. USUAL QCCUPATION (Give kind of work done | 105, KIND OF BUSINESS OR 11. BIRTHPL ACE {City and state or country} 12 CITIZEN OF WHAT COUNTRY?
duting most of warkjng life, even if retired} IBBUSTRY }
Housewife omestic Mt. Ayer, Iowa USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
in Sarah Ann Roberts
15. WAS DECEASED EVER IN U, §, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yus, no, ar ypknawn)| (Il yas, give war or dotes of servica)
| oy None Mrs. Golda Fulton 9901 E,27th,K.C.Mo.

18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), ond {¢).}
PART |. DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (a) Bronchopneumonia
Conditiens, if any, DUE TO (b)
which gove rize to }
above couses (g),
stating ths unders
F lying couse last. DUE TO {c)
= PART Il. OTHER SIGNIFICAHT CONDITIONS CONTRIBUTING TO DEATH but not reloted ta the terminal disease condition given in PART [ (a} 19. WAS AUTOPSY
3 PERFORMED?
E YES{ ] N ] .
21 20e. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
6 o O O
1 20c. TIMEOF Hour Month, Day, Year
3 INIURY  g.m,
£ p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHiL.E D farm, factory, street, office bidg., etc.)
WORK AT WORK
21. | attended the deceosed from 1_2“27-58 , 1o 1"'2-59 and last sowt alive on 1-2-59

Death occurred ot | Q:OEP

m on the date stated above; and to the best of my knowledge, from the causes stoted.

22a. S?TURE {Degree or title) . 22b. ADDRESS . 22¢. PATE SIGNED
Mdp—»«-— 2lth Cherry 1-2-59
23a. BURIAI.I.,CREMATION. nb.i'DATE 4 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) {Srate)
REMOYAL {Specify)
| Jan. 4,1959 | Brocking Cemetery Raytown Missouri
24- FUNERAL DIRECTOR ADDRESS 25. DATE RECD. 8Y LOCAL REG. 26. REGISTRAR'S SIGNATURE
& Sons _Indep. Mo. Jo Yo 5P ey Patwztadl

{Licensed Embalmer’s Stotemant on Raverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

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

Y M, OF BY o ettt ren s eren et e e reen s rrneaa s

working under my personal supervision.

Student oo
Signature of Student Embalmer

Licensed Emb r No
P. O. Addresgr 2L &5k
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 embalmed-by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

- -




