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WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMNENT RECORD

.

' THE DIVISION OF HEALTH OF MISSOURI . .
FILED APR 16 1948 TANDARD CERTIFICATE OF DEATH e i o L2 T8

BIRTM NO.______________________ REG. DIST. NO. 289 sriusay rec. orst. wo. Al B Registrar's No,,i;l&s

" Bessie M. Sears

Unknown

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If ingtltution: residence befors
. . . . . . adicisaion},,
& CONTY  Jackson o STATE i ggouri b-COUNTY Jagkson )5 i
b. CITY (I outside corpurats Uimita, writs RURAL and (in ¢, LENGTH OF ¢. CITY (if outside corporata limits, write RURAL snd glve townsbip) r‘ Y
ST%Y In yhie place} OR 3,
TOWN Kansas City 4 Ye'ar §. TOWN Kansas City
d. FI':I,(%‘SLP?"FF{':.EOORF (If not in hospital or tustitution, Eive streot sddrews or location) d'As[-’rDRREErSS {i1 ramal, give locatlon) g
INsTITUTION 427 South Jackson 427 South Jackson
3. NAME OF . (First, b. (Middle e, (Last
aME O a. (First) ( ) ) 4. 03;1-: {Month) (Day) (Year)
.‘fﬂmc or Print) Ade Gertrude Yooum DEATH Z.TP-1949
6. CCLOR OR RACE | 7. MARRIED NEVER MARRIED, | 8, DATE OF BIRTH 9, AGE (lo years| I¥ UNDER | YEAR | IF WOER & mas,
DOWED. DIVORCED {8pecity) last birthday) Mmh-’ Days | Howrs | Min.
Female White dow P, 6-25=1865 83 |
“10a. USUAL OCCUPATION (Gwekindof work | 10b. KIND OF BUSINESS OR_ IN- 11. BIRTHPLACE (8tate or forelgs couutry) 12. CITIZEN OF WHAT
dona during most of working life, evea if retired) DUSTRY & COUNTRY?
Housewife Unknown U.S.A.
13a. FATHER'S NAME 13b. MOTHER™ S MAIDEN NAME ;4'. NAME OF HUSBAND OR WIFE

Thomas D, Yocum

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Yes, no,or unkuown) | (If yos, xive war or dateas of service)

No

6. SOCIAL SECURITY
Mone

T INFORMANT S SIGNATURE OR NAME  ADDRESS
Mr. C.E.Gunnels , 425 South Jackson

18, CAUSE OF DEATH

line for (a), (b), and (c)

*This does mol mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any,
ce. It means the cis- the underlying canse lost.
case, Infury, or complica-

1. DISEASE OR CONDITION
- Enter only onecausoper | T, pPEFLy LEADING TO DEATH® )

gising DUE TO (&) MMM

as heart follure, asthenia, rite to the above cause (a) stating

MEDICAL CERTIFICATION

DUETO (¢} "~

INTERVAL BETWEEN
ONSET AND DEATH

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing lo the death bul 2ol
related to the disease or condition causing death.

s B 55N

13a. DATE OF OP'II::I%AIG 196, MAJOR FINDINGS OF OPERATION

& AUTOPSY?

Y!SD NOD

- INJURY m.

WHILEAT NOT WHILE
WORK AT WORK

21a. ACCIDENT (Bpacify) 21b. PLACE OF INJURY (o.g.. inorabout | 21c. {CITY, TOWN, CR TOWNSHIP) (COUNTY) - (STATE)
SUICIDE home, farm. fastory, strest, offce bldg. ete.) .
HOMICIDE o

21d. TIME (Moath) (Day) (Yesr) (Houn) | 2le. [INJURY OCCURRED | 21t. HOW DID iNJURY OCCURT

2.1 .hereby cerufy hat I attended the deceased fro;nﬁ&aadl__f 195[53_ o _M_QL 18 , that I last saw the deceased
alive on MLZ_ 19%4 and that deafh oceurred ot AL ¥5B m., from the causes and onfthe date stated above.
f

Za. SIGNATURE . ROse MIIkbegres ortitle)
(Mv&v W, 5 7]

23b. ADDRESS b DATE SIGNED

/)8 ¥ tpeer, ey

24a, BURIAL, CREMA- | 24b. DATE
TION, REMOVAL (Bpecifr)

DATE REC'D BY LOCAL

P -F0-V%

Removal 4=1-1949 | Beviler

RAR'S SIGNATURE

2¢c. NAME OF CEMETERY OR CREMATORY

244. LOCATION (Oity, town, or conntyf é/s(m),
Bavier Misgs ‘

(tcmschmln!mn-

5. FUIERAL DIRECTOR"S S} GHATURE ‘AbDRESS

Sm:mzm on Reveru 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, o1 by — oo

Student Embalasr No.

SEUGEMYE oo vennseseaserannnsaseennnnne Signed uﬁm M

working under my personal supervision.

Student Embalmer
Licensed Embalmer No 1’/ o y 0

P. O. AddrP“ 7 ?ﬂ ; }<. C:

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply wi
the above constitutes grounds for revocation of license.)

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




