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1. PLACE OF DEATH:
(a) County. uchanan
(&) City or lown__ .S.a.lnt ;IQS.&,D.'CL e e e et A e

(if oataide city or town limits, wriu RURAL and oarme of townahip)
(c) Name of hospital or institution:

ssouri Methodist Hospital

(II' nnt in hmmull or institution, writs atreat aumber or loc.nl.mn)
(d) Length of stay: In hoapital or Innﬁmtiuu__.._....g.....

'(s%éi'r;'?i{;ﬁ;}"

2., USUAL RESIDENCE OF DECEASED:
(@ sate Missouri, @ comy Buchapan
Saint Jnsenh

(1f outaide city or town liflits, write “RURAL"™)

2245 Jacksan

{If rural, give location)

(¢) City or town
3

(d) Street No

/BLACK INK—MAKE A PERMANENT RECORD

|

Il

~.Lharles F..0Ochs,

In this community. 2.years 2.
yoars, mouths or daya) {¢) If forelgn born, how long in U. 8. A.? YEArs.
MEPICAL CERTIFICATION
3. (a) PRINT
SollNAme. Maura. Mamc_Qchs,___. ) T o5ih
20, DATE OF DEATH: Month__ JULY _ day .
3. (0) 1f veteran, None 3. {9 Security year......lm.m..._hour......_..I._;.QO..........__minute__S.O.a.‘.....M.
name war. h | No. ]
21. I hereby certify that I attended the deceased from
5. Color or 6. (o) Slngle, widowed, marrded. {} Sl O £ 3 19at LS ¥
o sex_Female | neWhite djvoroed.ﬂidQ.WEd..,. thnk T last saw b A alive on 2 o< L 10,
6. () Name of husband or wife . 6. (c) Age of husband or wife if || aud that death occurred on the datf and houf stated above. .
o . Duration

(City, town, or count (State or forelgn enanl-rr)

At _Home,

10, Usnal occupation

-

n

11. Industry or business

12 Name_.___Be.nJ Mmjm.,
. Birthpl Unknown,

Ly, o, pr ty. M)
. Maiden name_.Aa .M_Mar ti. - S

. mnhpm.,wCa‘Pe__GJ.ra;deaJ pMissourd,

:% county, Sinte or foreign mnu':)
16. (a) ln!omut_%g '{t’ﬁ"”"«WM

® Adam.ﬁa&&.._la.g}ssgn._uee {:
17. (o} M._.J.LI!J.&.'LM . () Date thereof. £

urfal, eremation, or remaoval {Month) (Day) (Year)

St Jo Mem,Park Cem,
(3] ce: burd tion .
?8;{&) g:nature ?’%ﬂ

,,Zt. PRy ey 4
) Address 315 )
19, {a) (_?_"'.;2 &~ 0 ()]

Date received local registrar)
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-
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-
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MOTHER FATHER
tn

o

- alive +enn YEATS Immw cause of death
7. Birth date of deceased.. ..__Mdrcll 21 B RS ¢ N | o / oV O 0 3"’&7-
(Month) (Day) (Yozr)
8, AGE: Years Montha Days If less than one day Due to.
69 4 4 Lr, min,
l Due to
o Bithpee __Greenville, . dIllinolis,

Other conditions. ané/\.d—o— &W

(Include pregnanay within 3 monthe of death)

PHYSICIAN
Ma{_;:fr ﬁndlnxls: - J—
operationa
’ Underline
which death
W, 2
Of autopsy. should be
charged sta.
: tiatically.
22. If death was due to external causes, fill in the following:
(o) Accident, suicide, or homicde (speciiy)
(&) Date of occurrence
{¢) Where did Injury occur?.
{City ar town) Couacty) (State}

{d) Did injury occur in or about home, on farm, in ind

- pod.l' t f place)
KVhﬂeat work?. —/{{ Y@ Mea

{e) Means of injury.

23. Slgnature é 2”( S\/Q«-—o-‘l—&-«

place, in public place?
=58
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STATEMENT BY LICENSED EMBALMER L.
I hereby certify that the body whose name is recorded on the reverse mde of this: certlﬁcate was' emba.lmed by me; -"-’5? ....... 7]
- ' .t J 1o
L S - - L
s ,Regtstered App_r;ntlce No.
. e - T .
working under my personal supervision. e - L ,
T - ' A LT :
AR gt
i \b,.\'n Licensed Embalmer No: T e 2 :
’ . ' LEOV T POAddras f’cr'é::u- C(prﬁ';ﬁ—o——ay
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWRITING (Fallure to comply
the above constitutes grounds for revocation of license.) T R -

If this body is not embalmed, fact should be so stated above.



