P
H
. No. 2 BEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI ' 985

:57:,; BUREAU OF THE CENSUS STANDARD CERTIFICATE OF DEATH State File No

2| FLED JAN 271 —
Registration District No____ /. 7___ Primary Registration District No.__ /& O X Registrar's No.-_i.:.:._..__,__._..:‘)j g -
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED; %
. {® County Jackson o sae..  Missouri - Jackson 7
5 Cil Yangas-City
f @ ty or town {If oulzide c:!.y or town lunn.s. wnﬂ "RURAL" snd pame of township) (¢) City or town I{an s&as C i ty .
, (¢) Name of hospital or institution: (It outside city or town limits, write “RURAL")
) General Hospital No. ] (& Street No 812 Benton &
P {Lf pot in hoapital o institution, write ptrect nomber or localion) (If rural, give Jocation)
(d) Length of stay: In hospital or .mmuuon,..m._..l_Q_.ﬂg..Iﬁ .................
Goecify wiatier || (&) Citizen of foreign country? e - (Ves or No)
In this commurity 5 2 _#244 A
yeozs, montha or days) If yes, name country
MEDICAYL CERTIFICATION
3. PRINT 3
Full NAME Susan Boyd Jan. 12
3. (b} If veteran, 3. (¢} Social Security 20. DATE OF D]l_ga?é Month 3 day. 5
: ’ ’ ) ear. . hour. minute l 0 . M.
name war...... M__ v *
21. 1 hereby certify that [ attended the deceased from
5. Color or 6. {a) Single, widuw.ed, married, || J:an . 2 19_4:_@. to, Jan . l 2 lg%_a:
4. Sex.. ;.ﬂ,l/ m&'Lth leOfmd—wM- that I last saw b @17 alive on Jan. 12 i 194 8;
6. {#) Name of huspand or wife.. ... ooeerre 6. (¢} Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
ME)«W W - alive._._.. ______________ Immediate cause of death.
7. Birth date of deceased MJ VA z’ Generalized arteriosclerosis
) T (Mouth) (Day} xetH T Arterioscleroti¢ heaTt diseasd
Tosyibhle
B. AGE: Years Months Days .l . If less than one day Due to.; carci noma o f Ovary

Hydrothorax 181t

q? ? &a— - o, min Due to
9. Birthplac&.......& . /

{State or forcign country)

Other conditions
" {(Include pregnaney within 3 montha of death)

10, Usual occupation........f

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

11. Industry or business o PHYSICIAN
et 0 e j Mmgtg findings; . L . }‘.L .
- - perations. [ Y . :
E 12. Name. oo BT - g f“l m b i h Underline
= Birthpl b o, thecause o
= \ 13. Birthplace - - i P None | lwhich denth
(State or fofeign country) Of autopsy should be
E 14. Maiden name._ B E f [charged sta-
" - : tistically.
=
% 15. Birthplace iRy e ——ey P P e miy S If death was due to external caases, fill in the following:
16. {a) Informant. ﬂ?m P4 Ot/ -”%JLQ) Accident, suicide, or homicide (specify)
(b) Address - 13—/ _Md._-_,_ I (8) Date of occurreace.
- {¢) Where did injury occur?
17. (a) e {City or tawn) (County) (dua1e)
(Bmal,mmuun.o: removal) () Did injury occur in or about home, on farm, in industrial place, in public place?
() Place: burin! ss-eremertion L A- —
. . pecily t f plece ! .
12, ()" Signature of fimeral d:;tgr- While at WOTLP. e __i_ﬁ___’_(i? Mo of igjury. . </
% Address. 20 A # : -
® 3 23, S:gnatur = -Z(_J_ ar = (M.D.orot

19. (a) .“/L—.-_ . b)

(Drme recalead hmon 14 catrar) T (Registear's signature)

i Mede DiT. Gen'l FOSD.pdbsdea=4

{Licensed Embalmer's Statement on Reverso Side)




g

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..

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

s FoL e & Do

Licensdd Embalmer No. 3 é 51 R—

P. 0. Address .......

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN IIANDWR[T[NG. (Failure to comply with
the above constitutes grounds for revocation of license.)

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

working under my personal supervision.




