01010? FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH 1001 5
B . - [ ]
-17.39 Nai'-OEnal aﬁee_‘ff v'taisﬁumc STANDARD CERTIFICATE OF DEATH State Pile No :
I 3306
Rng'llsu'atinn Distriet No..._..% _Z..... Primary Registration District No....é_é..gg-_. Registrar's No, ..391)2___
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: -
8 || @ County Jackson sate. Missouri Jackson %
Z || @ cityor town Kansas City () Stat () County.
O (If autaide city or town limits, write " RURAL" and name of township) (&) Clty or town Kansas Citv e
= (¢) Name of hospital or institution: J (1€ outside cily or tuwn limits, writa “RURAL") hadl
= General Hospital No. 1 ¢ N & street No. 4127 E. 14 terr.
{II oot in hospital or institution, writs strest nnmber or Jocation) (If raral, give location) v
E {4} Length of stay: In hospital or institution....... days._..__._ e No- s ]
(Specify whether (¢) Citizen of foreign country? (Yes or No)
| - In this community 3 5 Yrs ) .o
. :’1 years, months or days) _ 1f yes, name cottntry.
& MEDICAL CERTIFICATION
8| b ST Etta Bt tMﬂdleJh alias Welch ‘ Sent 5
20. DATE OF DEATH: Month ept. 4y 3
L 3. (&) M wvererarn, 3. {¢) Social Security No. 19 2 15 P
= name war NO None year. hour. minute, * M
E 21, I hereby certify that T attended theB deceased frsnm s
/| 5. Color or 6. {6) Single, widowed, married, |7 / Sept. 17 10840 4 ept. 23 1940 .
I 4. Sex Fem&lle | mrpwh 1te divorced wi dOWB d that I last saw h er alive on ept . 23 ‘ 19"‘4'5.;
E 6. (3) Name of husband or wife....._ . 6. {c) Age of husband or wife if || 2nd that death occurred on the date 2nd hour stated above. Duration
Yincent Miller Immediate cause of death :
B 11 7. Birtn date of deceased September 17, 1884 Larcinoma of breast with metastaseg .
j (Month) {Day) (Year) to lunes
, ‘; 8, AGE: . Years Months Days If less than one day Dite to
E 64 0 6 hr. min
[ Due to
< [ o, Birthplace - M_@m o
E {City, town, o2 o(i;nty) {State or forcign country)
. - Other conditions.
= 10. Usual eccupation 00 . .“n:‘rm wws‘n-my ko s T of deatl ( D
& || 11. Industry or business._mgzg_g@;l__ Hi Eh S ChOOl —— PHYSICIAN
] .. L R Major findings: . - ) . —_
I a 12. Name James Sibert - - A Of operations__ - Crunid T
7 1Y 15, Disthoiace Penn, / : [,,nggﬁrgn to
A ' ; : : . .See ahove whichdeath
1
g 5 14 st e LEVIBE Tloge | SHETERT || of s . , thosid be
5 = Ind F; : : : tistically.
R Birth T . i P
§ 15, Birthplace P —— i . ixi or m“” 22. If death was due to external causes, fill in the following:
E 16. (@ Informan 00€888 Galbraith . (&) Accident, suicide, or homicide (speciiy)
g @ adaress__ 4125 E. 14th St, T /ﬁl' || ¥ Date of occurrence
17. (a} Burdhl (b) Date thereof () Where did tnjury oecur? (City or town) (County)
(Burial, cremation, or removal) (Mooth) (Day) (\'w) (d) Did Injury occur in or about home, on farm, in industrial place, In pu.bllc place?
(c) Place: burial or cremation FPorest Hill Cemetery .
. ; [
18. (s) Signature of funeral directar. Earp & Sons ; While at 'work? L _(iw_";"‘(ﬂ)” °"‘h°‘”)°f Smjary
() Address 413 9 East 15th St. m ' y
) BlrprseniZ . ognge
19 42) {Date received ml-nr) T (Registrar's signatufe) o Address MEd' Dlr.s.._gﬁ_n_'..l._ﬁgﬁip_e ..... te B?Z* ......... -
(Licensed Embalmecr’s Statement on Reverso Side)
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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 .

& Lo

‘ Licensed Embal
+ . P.O. Addl’WﬁZ

v‘v.crrking under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI G. (Failure to comply with{
the nbove constitutes grounds for revocation of license.)

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




