tant.

18 Very impor

N. B.~Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH In plain terms, so that it may be properly classified. Exact statement of OCCUPATION

S el R SABEERN

DEPARTMENT OF COMMERCE
BUREAU OF taas Census

0,

MISSQURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

<
Stals Pils No 4 3 J
Reptstrars No. Q03—

1002

Reglatration Distrlet No._ 999 (52 ., Primary Reglateation DIstrict NO..o..oo.oerewoeomere
== T
1. PLACE OF DEATH: ?':-') 2. USUAL RESIDENCE OF DECEASED:

{a) County. Jackson

) Cityortown Kansae City
11 outside city or town lifits, writs “RURAL" and pams of township)
(c) Name of hospital or institution:

Research Hospital
{If not in hospital or instftatian, write sireet number or kocation) ¢

(d) Length of stay: In hospitalor {nsti dayv

(Specify whether

In this community.
years, months or days)

Missouri / Jackson

{a) State. {bd) County.

Koansge Citar
{If outalds city or t¥wn limits, write “RURAL")

2505 E.. .21 .5%.

(1f rarul, give locatlon}

() City ar town

{d} Stroet No.

(#) 1f foreign born, how jong in U. 8. A.Y. Yyears.

3. (a) PRINT

FuLL Name. Mrs. Mary Binasgein .('\’l

8. (b) If veteran, B. () Social Security

name war, No, huapbomd
5. Color or | 6. {a) Single, widowed, married,
4, Sox Fe race. hite d:vorced,.....a.:..l:.‘..r.: ied
6. (b} Name of husband or wife.. .. 6. (¢} Age of husband or wife it
Rocco Binaggiaq .. alive...SY____ years
7. Birth date of d o August 10 1912
(Month) (Dry) (Year}
8. AGE: Years Monthy Days II less than one day
27 4 4 o, in,
9. Birthplace__._____MlONroe, Ta. [
{City. town, or county) {State or lorelzn ecuntry)
10. Usual cccapation___HONSewi fe L ¢
11 Industry or business, J«,
{ 12, Nm.LQm,LQm.ha.r.dJ.nn_.___________,l
18. Birthplace Italy

:
E

Ttaly

(Civy, town, or county)

15. Birthplaca

{City. town, or cotnty) (Stata or forelgn country)
{ 14. Matden mmebEovietfie. Znmma

(State or foreign conntry)
18. {(a) Informant's own signature. Roceco Rina gg‘l 0
 Address..2200 E, 21 St.

m @ surial ® Date theroot L2/18/39
¢ j {Moath) (Day) (Year)

Barial, cremation, or remaval)
{¢) Place: burlal or cremation \-S}:-

18. {(a) Signaturae of funeral diresterPe b er B,
@ Addrens. 9.38. Camphell St.

19, (a) _._.__.Dﬁ._l._l..:_.la;s g

{Data recaivad local registrar)

Ilanetina

{Negivtrar's signatore)

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month.“m____.____daﬂz_’.jﬂ.:é!._.._

deconsed from_.__.; ol WL KD
19

18 ., to.

th 19
anff thot death occurred on the date and hour stated above.
Duration
te cause of death
Due to.
Duge to. —
Other condition=.. ¢
{Inctads within 3 hs of death) e
PHYSICIAN
Major fndings: —_—
operationa Underline
the cause to
Thould b
shou .
Of autopsy. b dutae
y.

(&) Date of cccurence
{¢) Where did injury oecnr?__&

{City or town)
{d) Did Injury oceurin o

nty)

.__@.a._____
hout home, © ﬁnrm. ﬁuﬂmﬂ place, In puhllc pfm‘!

(M.D.orother)_
Date signed

(Licensed Embalmer's Statement on Reverse Side)




~

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.....cceccreeeeencnee-

, Registered Apprentice No

working under my personal supervision.

Signed

Licensed Embalmér No

o P. 0. Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failurc to comply wit
the above constitutes grounds for revocation of license.) '

If this body is not embalmed, above space should be left blank.




