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. AGE ghould be stated EXACTLY. PHYSICIANS should state

™

TOgele 2 AlES1

N. B.—Every item of information should be earefully supplied

CAUSE OF DEATH In plaln terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

DEPARTMENT OF COMMERCE
BURBLY OF THE CENSUS

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No_ o 0 O Z2_

Registration District Nt'.~~.¢L~

1. PLACE OF DEATH: RIS
Jagper A R T 10y,
JODPLIN R

{IT outaide cisy or town limits, writs "RURAL" and pame of tawnahip)
{¢} Name of hospital or Institution:

Freeman Hospital

(If not in bospital or fnstitution, write s locati n)
(d) Length of stay: In hospital or inatitution "TB“ mT'l

(a) County.
(b} City or town

s 00041

Repistrar's No.

2. USUAL RESIDENCE OF DECEASED:

(@ Ste. MiSsOUT] i

{¢) City or town

(b} County.
Xansag Clty

(If outalde city or town listits, wrlte “RURAL"")

(@ streat o218 E. Meyer Blvd

(If rural. give location)

i

16. Birthpl ,‘U nknown

[ il.' hetber
Inthis community. 2 d&ys T
years, monihs or days) ™ j g (#) If foreign born, how long in 9. 8. A7, Vears,
L MEDICAL  CERTIFICATION
8 (o PRINT Edgar Foster Staffelbach 2 ? —_
20. DATE OF D
8. (b) Il veteran, 8. (¢) Social Security EATB. Mont
year, .. _. __._....hour ;..._ ..____minute_ M
name war. No.
21. I hereby cortify that I attended the deceased fro:
5. Color 6. (¢} Single, widowed, married, . %__ L to__
4 Box M ale J PWh . T divor “d—-m—a-r—u—e—d that I last saw h.a;c-:_ alive on_mﬁ_h_. I@f:l
8. (d) Nama of or wif €8I, & (c) Ageof hushand or wife if || and that desth ocenrred on the date and hour stated above.
4
g% f ?e QD I’l alive Immeﬁ Vs / FI;L Durotion
1. Biet dato of docemsed__OCt._14, 1889 >3 - /i
{Mooth) {Day) (Ywar) " B} — 0
8. AGE: Years Months Dayn If less than one day Due to (bvvoﬁ—n-&/t_———— /
50 0] 14 br. - ;~>££Lﬂpﬂ#; #
- ue to.
9. Binbpace____Wellington Kansas ¢ - =
. (Cily town, or coanty) (Btats or fovslgn conntry)
10. Usual oceupation alesman { O:f::‘::_nditlo LoV p——— v :/
II Indm or busihess Fi qk RUbber COmpany ’U! PHYSICIAN
~f M findings: 4 e
E { 12. Name ¥m. H. 8 taffelbach E .jfg: 09&“.?’. el Underline
= L1s. Birthpiace I(Jcll'iknow ) 5 ) ; - i Aeath
tRydgwn, or 1 tate or foreign country houldb
E 14. Malden name Wil Ot autopey. |l.:hu°r:ed sto
g tistically
-]

{State or foreign country)

() Date thereot_ OC T+ 29,
(Moxnth) (Day) (Ym)

Wellington Kanaas

17. (a) Rpmnvn1
{Burial, cremation, of resnoval)

A {¢) Place: burlal or eremation
18. {a) Signaturse of funeral director.
Jopl

3D () Where did Injury occur?

{4) Data of occurr

22, If death weas due to external causes, fitl In the following: M

{a) Accldent, suleide, or homicide (speciiy)

—

{Dats received local regls ‘ (pgnéu

(Cicy ‘) (State)
(d) Didinjury occur in or about home, on h.rm. n indmtrh! phee in publie pl;.e.'.'
— 1
- 8 3 f placa) .
While at work?, ¢ Mﬂ,( n’)wlge:n:::f {nfury o v

(M. D. or other).

to umdza_-zﬂ«b‘f:




RECEWED _ h . ' : SR A

Jdistrict Hen. b Ofncer No 6,

Dr::ractf Fre fowoor //Cgf ?.\793&/_

STATEMENT ‘BY LICENSED EMBALMER

+

I hereby certify that the body whose name is récorded on the reverse side of this certificate was embalmed by me, or by

: , Registered Apprentice No...:

wlF IV P

1 . LlcensedAalmer Nq—z e el aeeeeinnn T ‘
P. 0. Address., KL 7%1’

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN.
the above constituteés grounda for revocation of license.)

If this body is not embalmed, ahove space should be left blank.

working under my personal supervision.

r.




