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

*
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wleg J1 151340

DEPARTMENT OF COMMERCE
Bungau oF TER CENSUS

Reglstration District No............s.,g_g_.____

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Pritnary Registration District No...______l.QQ.a__

20048
Stote File No.
Registrar's 'No.__25.65-___..

1. PLACE OF DEATH:

(o) Commty__Joclkaon G
(8) City or town_... 1t A_
{If outaide city or town HenitaVwrits “RURAL” and name of tawugp)
{c} Name of hosapital or Inatitution:

3424 Garfiald Avenue

{If Dot in houpltat oz Institation, write street oumber or location)

2. USUAL RESIDENCE OF DECEASED:

{a Stale...mi aaonri (€] Caunty_lacks.on_.._m_.__

Kensas Citw
(if outside city o town limit: write "RURAL"}

(¢) City or town.

18, {a} Signature of funeral director.

@) AM&%
una 24, 194Q, -/,

18. {a)
(Datareceivad Jocalregisirar) (Registrar's sirnature)

(d) Length of stay: In hospital or institntion  s===wsme e o = (@ Street No. 3424 G
(Smf, whi (ll rural, give location)
In this community.. b2 _XYears
years, months o days) yll 7 -t (¢)- I forelgn born, how long in U, 8. A.2. Aadivsbvoolorndmiheston) vears.
=
MEDICAL CERTIFICATION
‘8, (a) PRINT
FoLLName. Mr, Williom H, Shoemker 5
20. DATE OF DEATH: Month  HUING  day 22nad
8. (b} If veteran, 3. (¢} Soclal Serurity ] 9 ! Q IS
name war_.. NOIA No.404.12-2286 year- bour.. utezlo....A...._' _n-:li.":
21, I herchy certify that 1 attended the deceased fro LR
5. Color or 6. {0) Single, widowed, married, 19 / to 3 4 .19 d
4. S:xMB_-_._ raoe_MJ,i.te divoresd _Marriad that I fast gaw h im allve on _ g ;', .
8. (5) Name of husband or wite MT'S o 6. () Age of husband or wife if || and that death ocewrred on the date and hour stated above.
Hattle Bubficher Shoemakeraive_. 48 yean
7. Birth date of d d April 4 1888
{Month) (Day) (Year)
8. AGE: Years Months Days If tess than one day
hr. mln &'
52 2 18 =5 e G L%
9. Dirthplace.. _Ind.ependema_ o .- Mlas - - (B
City, town, or county) (Seote or famsn eounu'yb ad
Other conditions
10. Usual mumuon_ﬁlilding_c_antmc_tor iR ghaaser oy pmrerrep Frerre
11, Indusiry ot busdnesa Q P PATTE T PHYBICIAN
-1 ajor findings: ——
g{ 12. Name. Paward _ _Shoem ker . 4| - Of operationa._ L . o
nderline
z L. mnpiace._Endopendence. Mlasonri the cause to
, town, aty) . (Suate or foreign country) of n///(é — o
o - antopsy. t should be
g { 14, Maiden pam / . Msm.
pendence . __Miasour vz -
8 | 16. Birthplace... I‘nd(gm town, or county) (Btate or mn%,T || 22. 1f death was due to external causes, fill in the following:
'\6. (e Tnformant... o () Accident, sulcide, or homicide (specify)
(%) Address. __3 =3 ;z. )‘ @) Date of occur ‘
17, (@) 1 Juna_24 th- ere did injury occur? [Gity or vaws) oty
=" {Barlal, cremation, or remaval} oodl awvn Gens ﬁyp - (4) Did injury occar in or gbout home, on farm, in industrial place, In public p!aoei'
{¢) Place: buria} ne P iss o

=
\




-

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, or by

working under my personal supervision,

- P.O. Address.. /‘%/CD W o.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HA\‘DWR]TH\G. (Failure to comply wit!

the above constltutes grouuds for revorutlon of license.) P ,

- If this body-is not embalmed, above space should be left blank. . i '




