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

DEPARTMENT OF COMMERCE
UREAU OF TEE CENSUS

MISSOURI STATE BOARD OF HEALTH

4870

{w ABR 25 STANDARD CERTIFICATE OF DEATH State Fite No

Registration Distriet No. __mgﬁzm Primary Registration Distriet N o___/a_a__L Registrar's No._.__j:}..g,%..

1. PLACE OF ‘:]_EA“;; 2. USUAL RESIDENCE OF DECEASED; 9, /C:

(@) County_JACELIQN Missouri B C Jackson ¢
CfE {a) State..... (¥} County

O Cl or owaKanaa s GLEVL Mssounl ool oo, Kansas. CLty 3

(¢) Name of hospital or institution:

Menorah Hospital

{If oot in hospital or institution, writs strest number or location}
(d) Length of atay: In hospital or institutfon ...

In this community___.
yours, months or deys)

{[f outside city or town limits, write “RURAL"™}

) StreetNo. 2018 _Tracy ’

{[{ rural, give location)
{e) Citizen of foreign country? \-r S (Yes or No)

If yes, name rountry..._......_._._......_é._...@:...mm&lq..q_.....f:f‘:

MEDICAL CERTIFICATION J
+ull Name . Mlss ILine Schwarz
20. DATE OF DEATH: Month. ADDLL. .. ey Bth, 1942
3. (b) If veteran, 7‘: 3. (¢) Social Security N - .
ypnr our. minute, -

name war No._.. /£ b abi bt

r

5. Color or Elﬁ (a) Slngle, widowed married,

21, 1 hereby certify that 1 attended the deceased :mm..A,p:c‘.il....[’m.d..._.._..

19.420._Aprll 5th. .10 48

. 4] .
4. Sex ndl_GOTM divotsed......3. M ¥ that I tast saw KO _ alive m__A,pr_Llﬁ_tll;_lQ_‘lB, 19..c;
6. (4) Name of hughand or Wif€......oceemreeseee 6. (€) Age of husband or wife if || 2and that death occurred on the date and hour stated above. Durah‘on
— I Wa . _yeara || lmmediate cause of death .. Rt gb.t nﬁptu:ca tor.. g
(Moath) (Day) {Year) -
[4 \
8. AGE: Years Mouths | Days If lesa than one day Due to 1M (IJ ; t;i"
— |~ LA
S e e M T S N ] v
Due to
9. Birthplace Germany Lf’ :
{City. town, or county) {Stats or fareign country, mmeses - - M
- cute Intestinal Obstryction
10. Usual occupation q Bl €. . Pu tC‘-’& %}E{nﬂngi‘ﬂmfgﬁ;{;w@":‘"'"" R i
t1. Industry or business 18 in. Terminal Tléum PHYSICIAN
o Major findings: —_—
%{ 12. Name_._ &SQ.L .- 5 <. ‘I W&r-vz-r ------ Of operations, Underline
=4
- the cause to
= { 13. Birthplace e G e _Iwhich death
ty, town, or county) tate oe forcign ocuntey) J of amopy S LTARLUlAaLed Hernia,. hould b
1 . opsy. 3. .[shou [
g{ 14. Maiden nam&“f.ﬂ-.“'\-.l’l.l B Bl q'_._ Optur‘ator tm;}a.
§ 15. Birthplace Freri— wm“m Ttotn o rnmm ' 22. If death was due to external causes, ill in the following: P

-:34#'»/:« h .
K.Cﬁ Ml_....

Hm 2= 2
Month) (Day) {Year)

tunered.

16, {g) informant........... S0
&) Addrea.s ............... AT W~ “=vore .
17, (2 “'_(, - (8} Date thereof

thm:‘amm___ G

18. {a) Signature of funeral director.
(b) Address

19. (a) _..__6_/_:_7 (B () / 4. / A.

{Date received local Lrar) (Reglstrar's ﬂnatuﬁ)”-w.ﬂ

(8} Accident, auicide, or homicide (specify)

(b) Date of occurrence.

() Where did injury occur?.
{City or town) (County) &Snu)
{d) Did injury occur in or about home, on fan-n in industrial place, in public place?
L -
While at work?,

)
N 7y
(M D.orother)......... .

Date signed «....‘....jre

{Specily typu ol' place)
(e) M of injury.

23, Signatute . A WAL TWRL S AT
Address

{Licensed 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, or by

. ' , Registered Apprentice No,

working under my personal supervision.

Signed

Licensed Embalmer No, : :

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN/HANDWRITING {Failure to comply wit
the above constitutes grounds for revocation of license.)

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




