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WRITE PLAINLY—USE UNFADING BLA

CK INK—MAKE A PERMANENT RECORD

v

DEPARTMENT OF COMMERCE
Bmuuu of THE CENSUS

FIEL [IADsR 1 1940

Registration District No.___ &

STANDARD CERTIF

MISSOURI STATE BCARD OF HEALTH

Primary Reglstration District N°-1Q-@:1—————

D N
N DYe:

e 4 -
Registrar’s No.r’ﬁ__._..]_as__

ICATE OF DEATH

1. PLACE OF DEATH:
(a) County___BUChanan,

@® Cityortown_Saint Josenh
(I ontaida clty or town limfta, wiits "RURAL" and name of township}
(¢) Name of hospital or institution:
ital /

Missouri Methodist- Hosp

(If not in howplizal or Inatltution, write strost cumber or location)
(&) Length of atay: In hospltal or institutio Y

1l years,

(8pocifly whether
In this community.

2, USUAL RESIDENCE OF DECEASELH

{a) State. Missouri, &) County. Buchanan

Saint Joseph.
(If cutside city or town limit: write "RIJHAL™)

(@) Street No._ 2004 Lovers Lane,

(Tt raral, give lnealmn)

(¢)_City or town,

22. If death was duc to external couses, fill io the following:

Yyears, inonthy or days) {e) 1f forefgn born, how long in U. S. A2 years.
MEDICAL CERTIFICATION
8. {6} PRIN'L.
r Namims_a rah. Ellen Goodwin,.. ... ,
PRTTg Ton o o~ 20. DATE OF DEATH: Month _ Foh'ly | gy 3rd,
. veteran, . {¢) Social
¥ vear. 1940 hoar. 8 . mlnlltl:..._..i.._......!__.zn
name War. No. / Pm
21. I hereby certify that I attended the deceased fm:
. 1c 5. Color or :‘s. (a) Single, w::lowaa. married, - 3 10w K2 -3 .40
4 8ex. LEMALE | 1 2 divorced__'iﬂ.r_nlmli that I last saw b &4 allveon___ = * 3— SO 19,
8. (8} Name of husband o Wif€uoseeceoceecae. 8. (€} Age of hushand or wife if || and that death occurred on the date and hour stated above. Durati
William Goodwi n, alive__ Immediate cause of degth u‘r!mn
7. Birth date of deceased_ __Aprj.l_Bb,_laﬁA__% —_ litrovig | [ Ny,
{Month) (Day) {Yoar) o~
9
8. AGE: Yeara Months Days If leea than one day Due to. 5 Al -
7 5 9 7 hr. min. 7 - 0
o _ . LG Due to.. 2 - - -
0. Birnnomee Marion Couhty Towa-. / e 22 f ,: : toee o dt
{City. town, or conaty) {State ar foreign eolntry) AV
. ﬂ t Hszm o .ot . ’ Other conditions. )
10. Ueual occupatio ra : 5 (1nelods pregnancy within 3 months of death) f ;{ V
11, lnduul}'y or husiness S i i Tf{ ;)/ PHYSICIAN
E cm e ajor findings: .
2 § 12, Name Milliam-Capr J -'Of operationa v
B LA IOWE [] Underline
= \13. Birthplace. lﬂ / &hﬁg g:::.g
o ][ Eh"am“'}f)gx Baadid wn m?”"’) Of autopsy should be
E 14. Maiden nam —]__. ;m sta-
g _ = Towa, L
=

{15 mnhplac{jJ_nﬂ
{Civy. l.own.ormumy)
k]
18, (a) Informant Of 277, M';M‘
o). aadrens__ 2304 _Lovers lLane,

. @ Burial (8) Date thereof=2 £
Lmtﬁm.mml) {Mozth) (Day) {Yeer)

ﬁc) Place: buria! o.St.Jo Memorial Park

‘(Eun or forelgn country)

(a) Accldent, suicide, or homicide {specify}
(b) Date of occurtence

{) Where did injury occur?
(City or tawn) (Coanty) (State)
(@Y Did iniary occur in or about home, on farm, [n [ndustrial place, in public place?

{Specify type of plnce)
(o) M

of in)
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(Registrar's signatore) 2

M. D. or othcr}/

Add

(Liconsed Embalmer’s Statement on Reverse Side)

Date -!gned_ 3 ‘/0
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STATEMENT BY LICENSED EMBALMER-" ' 7 -
1 hereby certify that the body whose name is recorded on the reverse side of th:s certlﬁcate was embalmeéd by me, or by/

¢ . Reglstered Apprentlce No

. 1‘ \., £

”

. \ ..
working under my personal supervision.

- . -

" - ' ‘r
-, 1 .t . 1 Licensed Embalmeg No... et

e —pow;‘/dq

Note: The above MUST BE SIGNED BY THE LICENSED EMBAL‘\IEI{ in his OWN HANDWRITING.
the above constitutes grounds for revocation of license. ) : S f Foo

[ . -,,._v.- e

If thls hody is not emha]med, nbove spare should be left blank T -




