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WRITE ‘PLAINLY—USjE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

JU N IiUTA‘% CENSUS

Registration District No._,,,"v’_?,?__m

MISSOURI] STATE BOARD OF HEALTH 171)89

STANDARD CERTIFICATE OF DEATH State File No.

Primary Registration District No........].'..(.)_q__z_...._...... Registrar's No%

1. PLACE OF DEATH:

{a) County J aGkE.D n
{8} City or :omKanaa 8. City

(If outside city or town limita, write “RURAL"
{¢) Name of hoapital or institution:

. Lansas City General Hospital _ .

and name of tawmy;)

{If not in haspltal or inatit: nnm.bur ar location)
{d) Length of stay: In hoepital j?q]z;n; (‘n]?’q -

In this community 39 Yaars

{Specify whether

2, USUAL RESIDENCE OF DECEASED:

(] County._JaGkS.O.n__m

(¢} City or town Kans as c lty-
(If cutaids city o town Hmite, write “RURAL™)

@ sweet No._L 226 Troos

{If rural, give Jocotion)

(@r:m, Migsouri

18, (s)

(c)
18, (a)

LR o IS ]

’ {Cityghown, or n:nl.y)

Informant

18.-Birthplice:. -Springfield.. - Tilinois

Rate or foreign coumtry)

I(Y“-')

Signature of funera! director.

’ (b) ’ % *

Barial, crema!
Pta:‘.;l ‘l‘:uﬂ;jl .c;r rr—mmi‘nn Mount MOI’i ah Geme Wr v

years, months or dnys} 7 N || (&) ‘I {oreign born, how long in U. 5. A.?2. - Vears.
TFv MEDICAL CERTIFICATION
8. o) PRINT  Mr, Albert 0liver F, Teske
20. DATE OF DEATH:; Month. MAY. __ __day D
8. (& If veteran, 8. (¢) Social Security 194 N 7 j 4OP OMM
' 6 (el O, minnte L
name war. No Nu....q‘.g. -Ql:lf).ﬁh. year .
- 21. I herebyTcertify]] ol the deceased {rom
5. Color or 6. (a) Single, widowed, married, 19 .
vsex. B | neWhiteq  avicedDivorced| ..imssawh alive on 5
6 (b me of huaband e s (.;) Age of huaband or wife if | and that death occurred on’the date and bour stated above.
BreIya "B fgSEe o : Duration
7. Birth date of d 4 August 29 1900
(Month) {Day) {Year)
8. AGE: Years Months Days If less than one day
AN . Y Y .
Sq ‘8 7 hr. min,
9. BihpeeKanisng City = Missourtalleaoiric
(City, town,%or eotmly) {Btate or foreigm country}
10, Usua.l occupation Baker Other conditions — .
. T T F O R R A S L LN R B R VPR o gy actude progsanay T’a‘i"ulf':s?ﬂ?}'f;rafm%).l il wdwini 3
11, Industry or business. PRYSICLAN
5 . Ma]or Gndingn: ——
B { 12, Naine____ﬁuﬂ__E..__T_Qﬂ.‘_ke__..__...__. S operations Undertine
= Lis Bmhmam____..T_;Bﬁnliﬂ_’LﬁL) G ermany .. i mcimrt ey s U o
ty. oounty) or g0 cown! O'f AL
E { 14. Malden name TaS T avall of auwmvu-ﬂ'u‘ \ should be
tistically. -

22, If death was doe to external causes, £l in the following:
(s} Accident, sulcide, or homlicide (s v)

b i

(8) Date of occurrence
{¢) Where did injury occur —4-.
(City or town) County)

:{d)} Did injury,occur in or about home, on furm.in dmtrlalmace Inpublic placc?
(o nait om0 Sek e hnreer oy :——ﬁ-:'f""rma caoile it

(Dateroceived iotal registrar)

(Registrar’s signatare)

(Specify type of place ) .
At Whllca:w T o ,—.- 2 l)iMeamalnjnry
23. Stgaatw 1 . .. LA P (M. z ;r g‘zm
Address S Date sign .

(Licansed Embalmer‘s Statement on Reverse Side)



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, ;r DY e

" b

, Regiatered Apprentice No

working under my personal supervision, - e

T o S,WMMW

Ltcensed Embalmer No D é Q Q
7 e A G M
Note: The sbove MUST BE SIGNED BY THE LICENSED E\IBAL\IER in his OWN HA\IDWHITHNG (Failure to comply wit
the nbove constitutes grounds for revocation of license.)
If this body is not ermbalmed, above space should be left blank.

- . . - . K - ema

=




