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All dissases in Part { must be cousally related.

Abraham Gelperin ¥t Ry BLACK Ik OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
[ [_{e_ ______ Primary Ragistmiicf lzis'rict__h& '/0 [~ 35 T

oHHEN FEB 27 1959

Registration District No.

59-005423 °

STATE FILE NUMBER

Registrar's No.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence beford ™
a. COUNTY a. STATE R . b, COUNTY admizsion)
Jackson Missouri Jackson
b. CBTRY {If cutside corporate limits, give TOWNSHIP enly) laside Limits . C:)TY Inside Limits
R .
TOWN Kansas City Yes[g MO 1} {~7 town Kansas City Vg i Ne [
c. FgLFl; NAM%OF (I NOT in hospital, give e locatian) Length of stoy in 1b T d. STREET {If ouiside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION __ G aparal HoSD. 25 yrs. 514 B. 9th, st. Yes (] Ne ]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Typs or print} OF
Lillie B. Black DEATH  Feb, 12, 1959
5. SEX 6. COLOR OR RACE[ 7.\ prico[ Jnever mnma#_’] 8. DATE OF BiRTH 9. AGE f.l-".ﬁ.':"; |:"UT}?ER[EYEAR i:nLiNDER Q;VHRs.
. irthday’ nths ays s in.
Female White wooweo(] __oivorceo[Jlfeb. 13, 1878 8y | I
10a. USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE {City and state ar country} 12. CITIZEN OF WHAT COUNTRY?
during most of W{-kiﬂllh, weven if ratired) INDUSTRY . .
At Home Junction City Kas. U.S. A,

132. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME

William Black

Georgiana Camplejohn

14 NAME OF HUSBAND OR WIFE

ey ey A

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
{Yes, no, or unknawn) (If yes, give war or dotes of servica)
no

16. SOCIAL SECURITY NO,

493-22-2193

17.
Miss. Bertha Cowles 916 Charlotie

INFORMANT Address

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

IMMEDIATE CAUSE (o)

Perforated Carcinoma of cecum

INTERVAL BETWEEN
ONSET AND DEATH

Conditlens, if any, DUE TO (b)
which gove rise to }
above cause (d),
i h dar-
z lying caves tagr. 4 DUE TO {c) /530
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat celuted to the terminal disease condltian given In PART 1 (g) 19. WAS AUTOPSY
Py PERFORMED?
i YES[O] N{T]
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
x -
; c] O O
U 2¢. TIME OF Hour Month, Day, Year
[+ INJURY a.m.
c3 p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bidg., etc.)
WORK AT WORK

. | ottended the deceased from _JaIL.__Q_,,lgig_ . to

Deoth eccurred ar ‘ +0 Q_‘ -

Feb, 12, 1959

' Sglusr Saw :::' alive on

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

22a. SIGMATURE . (Degree or title} 22b. ADDRESS 22¢. PATE SIGNED
Wﬂ(b@“‘"‘“ General Hospital 2-12-59
23a. BUR(AL, CREMATION, | 23b. Dl{é 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, or county) (Stute)
REHOV:\L {Specify) 2 /14 / 59 .
Burial Greenlawn Kansas City Mo,
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 28. REGISTRAR'S S‘I'GNATURE
Stine & McClure K, C, Mo. ,L, /3-5F "l

en Ronn- Side}




STATEMENT BY LICENSED EMBALMER

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

BY M, OF BY Loririiii e ieiiremcere e e ee e et e b s b e , Student Embalmer No. .........ccooeeenne

working under my personal supervision.

SERABIL  cvrvrraneiinicriirarasserrarranamraesssnssrsasarinaisass Signed
Signature of Student Embalmer

*

. ) Licensed Embalmer No‘c?/?

P. O. Address.l?.:@fm s ﬁl—ﬂ

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.




