No, 2
1-10-39

—MAKE A PERMANENT RECORD

[

WRITE PLAINLY—USE UNFADING BLACK INK

t
+

1
yemutmtlon J.m ...,.,_..____...__.

DEPARTMENT OF COMMERCE
Bukeay o7 THE CENSUS

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.. _1£)_Qj_

21224
Regisirar's No. ... ﬁ 2“6._

1. PLACE OF DEATH:
¢a) County. Buchanan

(b) City or town.... Mﬂﬂ.ﬁnh <}

If outgide city or town Hmibta, weits “RUNRAL" and name of mwnllrlp)
() Name of hospital or inaddtution:

_ 1510 Buchanan Avenue

(I not in hospital or tnstitution, write sirest number or location)
(d) Length of stay: In hospital or institution
25 years

(8pocify whather
In this community.

2. USUAL RESIDENCE OF DECEASED:

) sate__Missourl ®) County... Buchanan "~
(‘) Chy or town St' Josenh
{If outgide city or towp limits writa “IIUNAL")

(d) Street No.._.__lilo_

{If rural, give lecation)

{City. town, o * {d1ate or foreign country)

18, (2) Informant

- s .
@ Addrem_.._dondpen Ty D74 -
17. (c) burial [(b) Date thereof_June__ J?Qlta
{ mﬂon or remavel} {Month) (Du Yoar}

S, “’J%&%ﬁff“’ BT

18, (a) Signatire of funeral director.
{ dress,
19. (

(Ra‘zistrn'c almlure-i

=i received Iomqui-u-u)

yenra, monthe or daya) {2) If foreign born, how long in U. S. A.2 L years.
: h MEDICAL CERTIFICATION
3 R Te  Artimicia Johnson 594 i 4
= 20. DATE 0:-‘ nm'rm Month  JUNE  day
8. (&) I veteran, 3. (¢} Social Security N . 4 . a M
ear, O, mnoute " -
name war.__ NO No....None v Y ? ed
21. I hereby oénl ilthat Ial d 4 from
§. Color or 6. (0) Single, widowed, married, tp 1o
L ]
a. safemle | mee.white. divorced.married- || mac11as sﬁﬁﬂ%dﬁe# 19,
8. (8) Nameof husbandorwife_______..______ 6. (¢) Ageof bt&and or wife if {| and that death occurred on the date and hour stated above. Derati
aiion
Marion alive__ years|| Immediate cause of deatb ACULE  COX ONEL Y e
7. Blrth date of deceased_AUZUEL 14, 1876 Throrhosis
(Manth) {Day)} (Year)
8. AGE: Years Months Days If {ess than one day Due to 0 L ;.i;‘
63 9 20 hr. min T
Due to
9: Birthplace-. L Xinceton _m_l\ﬂiﬁ.soux:i._q
(City. town, or country) (State or forcign countr; -
Other conditions one
10, Usual occupation, Housewife 0 e withi S momthe of oaih]
11. Industry or business_ OWn _Home PHYSICIAN
ar Maijor findinga: .
2 { 12. Name__John Wiggins A e asionn —
nderiine
= | 13, Birthplace. Unknown ) the cause to
: uRn ar nnnnu) (Stato or foreign country) Of antopey. none :’m]‘aﬂﬁ
g { 14. Matden namL.....&..nna charged sta-
tistically.
E 16. Birthp! mce__Unkno. ——m*@m‘“"‘“ 22, If death was due to external causes, fill in the following: -

{a) Accident, suicide, or homicide (specfy)

(b) Date of occumrence.

(¢) Where did injury occur?.
(City or tawn} (County) (State)
(&) Did mm.rr occur in or about home, on farm, in industrial place, In public place?

K e
o somd Al Tl G ©

(Spudl‘y 1ype of pisce)
() Means of injary. o
Cor oner )
......._...._ (M. D. or othenZ.____

King Hill Building — Dae smdf &

Address..

(Litensod Embplmer’s Statement on Heversa Side)

St. Joseph, Missouri
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STATEMENT BY LICENSED EMBALMERV.-__'.__. )

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0 BY.ooeoeeeeeeenee

. Registered Apprentice No

working under my personal supervision,

Notc: The above MUST BE SIGNED BY THE LICENSED EMBAL‘\[ER in his OWN H_ANDWRITI\G (leurc to comply v
the above consututes grounds for revocation of license.) .

If this body is nol embalmed, abave space should be left blank.

w




