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WRITE PLAINLY—USE UNFﬁBRQ?LACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

JAN
FlLED W7

Bureav or 1HE CENSUS 2 1 194BSTANDARD CERTIFICATE OF DEATH State File No.
Z-

°T " THE STATE BOARD OF HEALTH OF MISSOURI . 1153

2440

Registration District No.... Primary Registration District No..._...... / é onl Registrar's No
1. PLACE OF DEATH: 2, USUAL RES[DENCE OF DECEASED:
J on
((‘;; iotumy t acksop Kangas Cit Yy © s Missouri (%) County. Jacks on,l.
Ity or town
(If outside city or town limits, write "RURAL’" and name of township) (¢) City or town.... ... r_K_mg_e.ﬁ C j_tv . j
{£) Name of hospital or institution: "Uf outside city or town limits, write “RURAL")
St. Joseph Hospital @ Street No 865 Newton Avenwe, F(
(If not in hospital or institulion, wrile street pumber or location) (If rural, give location) L]
(@) Length of stay: In hospital or institution .. . 0 _WEEKS_ no 1)
(Specify whather (¢) Citizen of foreign country? hd {Yes or No)
In this community......... Since 1903 x '
years, months or davya) If yes, name country.
o MEDICAL CERTIFTCATION

Full Name, Mrs, Lillien Anderson,

3. (&) If veteran,

name war. no .

3. (&) Social Security
Neo Nos

5. Color or
4 Sex fevéJ ““whi

race.

te

6. (b) Name of husband or wife __

6. (a) Bingle, widowed, margied,
Married

6. (c) Age of husband or wife if

Dre W. Connelly Anderson alive._ MDIION,

7. Birth date of deceased September 9 1875

20, DATE OF DEATH: Month D@CEMbEr day 29

-. 1948 hour.._8.2.30 t minate_E.® M.
21, I hereby certify that I attended the deceased from
Novembher 2 _ 1w45.December. 29 1045
tMHhmmwheraMWn December 29, 1945.9

and that death occurred on the date and hour stated above

Immediate cause of deatn. CAX.C INOMA_0f Rec tum ,,fIB’f?_’ino ?

Illinois /

—Pa
-
I7 [

. Birthplace

-
&

o~
=)

prd

(City, town, or county}

Informant.. Dre We Ce Arderson, '

{State or foreign country)

=
Z

Address 805_Newton, Kansas City, Mo,

burial

i7. (a)
(Burial, cremation, or removal}

{c} Place: burial or ¢remation

' () Date thereof

1~2+46

(Month) Day) (Yeer)

Mt, Moriah Cemetery

18. ‘(@) Signature of funeral director..’ _ - 8tine & Mcc.lurﬂ’ ............... .
3235 Gillham Plaza, K. C., Mo

()]
19. {a) /FE -3/ G/f'(b) ’

(Date recrived local regd

{Registrar's signature!

(Month} (Day) (Yoar)
8. AGE: Vears Months Days If less than one day Due to. R Eac tlon. following in trﬁ- ..
70 3 20 y _ || xenous medication. postoperativelymw
- : Duye to [
. 9. Birthplace Illincis, / L. ' & L
{City, town, or county) {State ar foreign conntry) - j ; 1 Q ,er %
10. Usual occupation at home, . 0(}3:!:‘1;::12;:::1 within 3 months of death) e
11. Industry or business x T PHYSICIAN
B( i mome...= .~ Modglin g "Of operations. - Adenocarcinoms. of the | —
[ ’ Underline
S\ 15, Bistnptace __Illinois / Rectum (empullar) the cause o
N " 'which dea
E  Maiden name m éy:ougﬁirkl, . (State oz foreign r-ol.mtra') topsy No t a On% : :ll;:rgelgsge
s ....|tistically.
g
=2

22. If death was due to external causes, fill in the following:

{a) Accident, snicide, or homicide (specify)

(b} Date of occurrence.

{c) Where did injury occur?.

{City or tawn) {County)
(4) Did injury occur in or about home, on farm, in industrial place, in Dllbhc 91309?

type of place), : . .
Means of i :njury S

Grand . Avenue .- . Date signed.. lz 31-

{Licensed Emlmimer s Statement on mﬂ&) CI1t y’ Miss Outl . 5




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...._

working under my personal supervision,

J—
icensed Embalmer No. / 4 /J

P. 0. Address.. / ‘)/1 @ W

iire to comply with

.

Note: The above MUST BE SIGNED BY THE LICENS

the above constitutes grounds for revocation of license.)

If this body is nat embalmed, fact should be so stated above.




