8. No. 2
M—5-42

. 5:-17-39
o1 - %32873

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

“DEPARTMENT OF COMMERCE
Bumuu OF THE CENSUS

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

- Primary Registration District No...

State File No.

36125

Registrar's No................

..o

‘NOV. 1 9
Remstrauon District No
1. PLACE OF DEATIL

Jackson
Kansas City

(6) City or town......=

(g} County

2. USUAL Rl-.SlDl-..NCE OF DECEASED:

(g} State Mi S g Ouri {#) County.

Jackson

» Kansas City

If vutside city or town limits, write "AURAL" and name of tawnship) (&) City of town
(¢} Name of hospital or institution: ' bfum.nda city or lown limits, write "RURAL™)
General Hospital No, 2. ¢/ @ sweetNe.. 007 Charlotte :
(11 sot in bospital or inatitution, write sireet number or location)} '?‘ © " (If rural, give locution)
(d) Length of stay: In hospital or institution.. 10-27-43—11-2.-5:3 . No
(Specily whether [| (¢} Citizen of foreign country?, (Yes or No)
In this community 50 years A -
yeara, months or daya) Il yes, name country.
. MEDICAL CERTIFICATION
3,9 FRINF  SARAH BROWN 7
FU::)‘ :'\MF PRy 20, DATE OF l:iEa’l“ql:!z Month Novemger day 2 20
3 veteran, . (€] i urity X 8.
¥ hotr. minute. M
2 e T N o year
T ° 21. I hereby certify that I attended the deceased from .
B, Color ot 6. (c) Single, w!dmd maried, || October..2%...1942, o....November. 2., 1942;
o s female  |¥ o ] Negro ozdwom:d idow. that I last saw h QLI aliveon November 2 1048
6. (b) Name of hushand or wife.._. . 6. () Age of husband or wife if and that death occurred on the date and hour sEated above, Durati
M' AUV years || Immediate cause of death......... Genel‘&l.lzed. um"m
7. Birth date of deceased, . CBODET 4 1890 Carcinomatosis
{Month) (Dny) (Year}
8, AGE: Years Months Days If tesa than one day Due lo....:Elfim&..rym.A.denQ.:.Q.ar.Q_iana ................................
28| - of cervix
52 O =49 hr. min Y74
Due to.... . A
9. Birthplace S t‘ e JO se Dh MiSSiSS 1;9:[,?1/ / 0
(City, town, or coanty)} (Stataor foreign country) . 7
- - b ions
10. Usual occupation NOIle O(:I‘l:]l:‘:gl;del;m, witbin 3 months of dunl.h)
11. Industry or business Wi i FHYSICIAN
E o name. AATON Braxton y: “Bf opertions —
) ) Underline
=\ 13. Birthplace m[isj_s_si _S_Si‘DDi ; :vhheigl'lné’:at;
L) Late or foreign codntry hould b
5 14. Maiden name C:TI;O'L'T 1 ersaon / Of autopey :h:m:;ﬂ gu:
=9 B Y A | e— tistically.
§ 15. Birthplace (City vomnar emamin) %m?.ﬁ:!;%g&u%}}]i 22. 1§ death was due to external causes, fill In the following:
16. (a) Informant Re COI‘d CIGI'k {s) Accident, sulcide, or homicide (specify}
@ adares. General Hospital No, 2 (8) Date of cccurrence
. (@ ! () Date thereof e 7 ;,f 2 {¢) Where did Injury occur?. iy e PR

Month) (Day) (Year)

Bnnll cromatifu, of 'moval) -
¢ ace: Or\Cremation....

) Addrcss - WA p -
| 23. Signat
0. @ Mol (ireciires's sigarvere) Address.. &nfm A2-_Lal é Z. 1/ Date dgned. l/ A= 4

(County)
)’Ld] Did injury occur in or about home, on farm, In industrial place, in public place?

~

While at work?.. ...

{Licensed Embalmor’s Statement on Reverss Snde)




STATEM ENT 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

................. , Registered* Apprentice No.

-

working under my personal supervision, |

Signed.. o e G o X (22 s

Lice Embalmer No..Z /ﬂ .................................... '

P. O. Address. %a ....... 'f ..........

Note: The ahme MUST BE SIGNED BY TIHE L ICE\SFD E\IBAL'\ILR in his OWN IL\VDWRITH\G (Failure to l_:omply with

the above constitutes grounda for revocation of license.)

If this body is not embalimed, fact should be so stated ahove.



