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

o2V Arie L2 1530
DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

Regiatration District No.__ﬁ%_]

MISSOUR! STATE BOARD OF HEALTH E:) 4 4 6

' STANDARD CERTIFICATE OF DEATH State Pile No
Primary Redslmtlon District No._.___j_g_o_g

Resistrar's N %

I. PLACE OF DEATH:
(s) County.

gt.Loulse

(b) Clty or town

(If ontalde city or town limits, write “RURAL” and name of toweakip)
(¢) Name of hospltal or institution:

Mo.Baptist Hospital /

In this community.

{If not in bogpital or [ustitution, write sirest number or kocatlon)
{d) Length of stay: In hospital or Institutlon

{(3pdcify whetber ||

years, months or days)

2. USUAL RESIDENCE OF DECEASED:

@ state. MisgsOULY ) comty_._JBCKBOD
@ g town . KONGEE City /1/ K

{1t outalde city of town lmits, write “RURAL™)

(@ Street No_._ 004 West 70th,8t,

{If rural, give location)

{e) 1If foreign born, how long In U. & A.7. years.

% FULL NAME Elizgbeth Erickson
3. (b} If veteran, 8. {¢) Social Security
name war. No, Ne, Kone
6. Color or 8. (&) Siogle, widowed, married,
sz Female | n.White aworcea_MBTTiEd
8. () Name of husband or wife ... 6. {¢} Age of husband or wife if
E a-rl allve_.___ %24 ___years
7. Birth date of deceased . QCE 12 1898
{Month) {Day) {Year)
8. ACE: Years Months Days If less than one day
41 5 17

10. Usual occupation

o, Broplace LB fBYELLE Co,

hr. min
Misgourtf)

(City, town, ar county)

Housewlfe

(State or foreign country)

-

1. Industry or business.

John Carteon

7)

14. Maiden pame,

12. Name
{ 18. BmhplacL__L_agfg-y et t e c Qe

Miasourim

(Clor. LT i td Mg

rdRR1T™ 74

_Missouriy/

MOTHER FATHER
e,

16. (o) Informant

15. Binnpiace_li8f8vette Co,

~ (Cluy, town, or connty)

Barl Ericks

(quu or luuln country}

on

Kan_jge City,Mo.

(5} Address,

(b) Date thereof 3-30-40

17, () Removal
(Barisl, cremation, of removal)

{c) Place burial or cremat!on_,,,_lgeX1nE ton HO.

18. (a) ciznatum of funcral director___AYDE Tt H,HoOppe

{Montb) (Day) (Year)

4700 Waghington Ave.
/‘_i

MEDICAL CERTIFICATION

20, DATE OF DEATHy Month —tay.

242
vear—... /. ’4_ 4,/ & ho -7 minute 20 A

21, T hereby gertify that I attended the decensed From?2

...... 7 2~ &N 19 tg P — , 18427
that I last saw h T=%_alive on }/‘ - o I 192
— i
and that death occurred on’the date and hour stated abave.
Duration
Due to
o . Py - e .
i
Other conditlons - B
(lw thin 3 mduthy of dsa “ - ————
- = e~ _ A - _|pnysiclan
Major findin, ——
Of operationa
Underlina
the cause to
é [which death
Of autopsy. B nhould‘&g
&..;Q ) tistically,

22, If death was doe to external cauges, £l In the fellowing:
{a) Accident, suicide, or homidde (specily). d

(6)" Date of occurrence
{c) Where did injury occur?.
{Clty or tawn) {Stata)
{d) Did injury occur in or about home, on l’ann. in {ndnstnal plam in public place?

- 3 (Specify Vype of place)
While at work? {¢) Means of Injury...

(Ml'. D. or ather)
Date dmdﬁ
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-STATEMENT BY LICENSED EMBALMER:

I bereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, OF by oo ceer ]

: - ) : . .\, Registered Apbrcntice No

working under my personal supervisien.

' ’ Ltcensed Emb;h;xer No / 1? (P /

R P 0. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBAL]\iER in hls OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.) L

- If this botly is not embalmed, above space should be left blauk : . - .




