) —
V. 8, No.2 DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI I 7 2 0 )

5"“.‘;5;‘45& T A STANDARD CERTIFICATE OF DEATH s e o

Reglstration Digtrict Noj.yf Primary Registration District No/d_az.- Registrar's No............ ‘-? f:"“_“
1. PLACE OF DEATH; 2, USUAL RESIDENCE OF DECEASED:; ¢
{a) County Jacks on, i R Jack /
' Kansas City (a) State fissouri @) County ackson 9
(b} City or town..... 72" :
{If cutaide city or town Hmits, write "RURAL" and name of towaship} (¢} City or town KBJlBaS C 1ty 3 "
{c) Name of hospital or institutlon: (It outslda city or town limits, write “RURAL™)
3337 Tracy / @ Street o 3337 Tracy S
(If pot In haspital ar institution, wiits street nutber or location} {1t rural, give location)
(d) Length of stay: In hoapital or institufion X no
(Spacify whether || {¢) Citizen of foreign country?. . (Yes or No)
In this community.... 9. Weeks
yoars, monihs or days) H yes. name counitry. X
3. {a} PRINT MEDICAL CERTIFICATION '
Full name_ Mrs. Ketherine Sophrinia Williams Ma 27th
PRITRT T S Soon 20. DATE OF DEATH: Monh B8Y day
. veteran, N 4l curit .
N0 (3 no .Y year. 1943 hour, 2 H 00 minute P .
name war. No.

1. 1 h;i Zcerui’y that 1 at:ended ed from.. £.7 Seet -
‘| 5. Color or 6. (o) Single, widowed, married. L){ meew_"l ?‘ ﬂ
.| 99 Single, widowed, married. || ZF o—=m 197 y
4. Sex.Female/ race...yinite onorced T'Ii dowed that T last saw h J(./ alive nn%"‘l b A y'a

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

6. (&) Name of husband or wife...... o 6. (¢} Age of husband or wife if || and that death occurred on the date and hofir stated nbove Duration
Levi Williams ; x Immedint f death ,
g alive......2%.. 8'}‘:’?[3 mmegmie canee of dea X S 7
7. Birth dute of deceased eptember 1 1 M (v iny, i “’ ’
(Month) (Day) {Year) M E_WM JM h :
8. AGE: Vém Months Days If less than one day Due to....0
85 2 26 hr. min
Indi Due to
9. Birthplace. n ana -~
(City, town, or county) (State or furelpn codniry) / j\ ”
et home Other conditions 1 A
10. Usual occupation 3 - {lm:tuslc preguancy within 3 montba of death) Vl J *
11. Industry or business x PHYSICIAN
= Major findings: . ——
8§ 12. Name Ove r Be Ck . E agfro:emuhgrsmq
. E . ; ) l i LT e : Underline
=L 13. Birthplace Indiana ;tﬁc@glé::g
o {City, tawn, or county, . . (State or foreiga country) Of autopsy........ should be
=] 14. Maiden name - dkins charged sta-
E Tndj 0 tistically.
g i5. Birthplace A ————"1 I 1an(as'““mfaulm ‘fmu’) 22. If death wag due to external causes, fill in the following:
16. (2) Informant Lillian Hird N {a) Accldent, suicide, or homicide (specify)
(b) Address 3337 Tragr, Kensas City, Mo, (&) Date of occurrence
17. {8 Removal _.. {b) Date thereof._ =27 =43 () Where did injury occur? . T e [CTen]
{Busial, cremation, or remaval) Ft, (Mentk) (Day} (Year) (d) Did injury occur In or about home, on t'arm. in industrial place, in pubhc place?
{¢) Place: butial or eremation SCOtt Kal18as 2
S ) f: f ph
18. (a) Signature gf zf%ngnl (‘;ﬂmfbf;} t:u{a & M}‘éCl ure., i While 88 orklero Ao et 0 e Of LY. £ e
1) Address 1 anPleza, Lo, Vo ¥ %

747 O rrarenstty: Swaue,
1. (ﬂ) n. r&.dvnd loc-lggunr) W) * Address [75 ’V

D orother), %g
{Hegistrar’s signature) tc signed...

| {Licensed Embalmer’s Stntement on Reverse Side) l




9
<H
1
=]
o2 .
[AS I | .
.8 ‘6
G g . o YAT
Ca
o
-
g A
o
w
;,
-]
=]
L ]
L
=] .
STATEMENT BY LICENSED EMBALMER )
. .. [ 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,

Note: The above MUST BE SIGNED BY THE LICENSED LMBALMER in his OWN HANDWRITING.
the above constitutes grounds for revocation of license.) .

(Failure to comply with

If this body is not embalmed, fact should be so stated above.




