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

(¢) Ptace: burial or ¢ ton 33hley. Illinois.

18, (a) Signature of funeral director. Albe rt H Hop,pe.. HIIIQ
) 47 1 ¢ BlVd, -

- a3 I
{1}ata r-::nred local ¢

w(ﬁ;“ill;ll.l oign;;m) i

DEPARTMENT OF EOMMERCE STATE BOARD OF HEALTH OF MISSOURI
BUREAU OF TEE CENSUS
Ky OCT 1 ‘9‘%1 STANDARD CERTIFICATE OF DEATH soe a0 29032
Registration District No.... Primary Registration District No.._........]..Q.Q..B Registrar's No....._._. _qum
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: V?;/
(a) County »
@ state........11LINQ18 . ) count 17
(b) City or town.. Btt Louie Miﬂ EOuri - .. ) 4 T )
foutudl city or town hmu.-, writs “"RURAL"™ and nnmn of mwu;h:p) {c) City or town.. Aﬂb I 8 B - R A.. _ﬂ/ .
(¢) Name of hospital or institution: ?:mtude c:ty or tow its, writs - RUR.AI.. T e
park Lane Memorial Hospital /J @ Street No
(11 not io hospital or [ustitution, write street number or location) {If rural, give location)
{d} Length of atay: In hespita) or institetion
{Specify whether {¢) Citizen of foreign country?. ~ (Yes or No)
In this community........ °<./
years, months or days) if yes. name country.
MEDCAL CERTIFICATION
Yull Name....Agnes Mollick o 14
3 o If 3 Social Secarl 20, DATE OF DEATH: Month day. y;
. (&) If veteran, . . e} El urlty gear 1942 hour, 2 it 10 M.
name war. - No
21. I hereby certify that 1 nttended the d d from
5,.Color or 6. {¢},Single, widowed, married, -30- =42 19 G- 1‘;:"42 19 ;
o« suFemale |/ wdbite |  fuocedarried o e YT o
6. (b} Name of hushand or wife............- 6. (c) Age of husband or wife if || 20d that death cccurred on the date and hour stated above. Duration
alive........o.years || Tmmediate cause of death
7. Birth date of deceased M / fy 7
(Month) (Doy/ (Year) Degenerativs "rwocﬂa H’J
3. AGE: ears Months Daya If less than one day Due to o) Xi c.e0 i\t ern
ul % 55 hr. min 5 =
- - = Due to 1 f;y'\! [ VL
9. Birthplace LVVV‘ Loty VZ- ‘ A v
(City, luwn, ur county) {State or fureign country) ‘ ﬂ! LV s L)
10. Usual secupation HOU.BQWife Oehe‘r sn"dhmm within 3 hs of deatb), £, I
11, Industry or business ‘t PHYSICIAN
= Major findinga: ‘\l\ 1. R
E 12. Name_....IInknown . c Of operations % wh Underiine
Lt
Z 1 13. Binhplace_ [INknown / . . the case to
{Clhy, town, or coanty) (State or toreign country) Of autopey - should be
2 ¢ 14. Maiden mme.. }Inknown ;,,, charged sta-
= tistically.
S 15. Birthplace —........ 1] nkn.an_ 22. If death was due to external canses, fill in the following:
{City, town, ar county} (Stete or foreign country)
. . : iy = = -
| 16. @ roformene_ Maxgaret Molliek . [ @ Accidest. sulcide, or homicide (specify).w. .
o adaress_ Ashley, Tllinolse ., . ... || ) Date of occurrence
17. (@ Removal (&)} Date thereof g/ 5; 42 () Where did fnjury occur? (_ - _;. ) {Cornty) (State)
. .}
(Barial, cremation, or ramoval) (Month} (Day} (Year) {d) Did injury occur in or about home, on fsrm. in industrial plaoe in public place?

While at

.23. Signature.. f4 .
Address

(Licensed Embalmer’s Statemeont on Reverse Side)




STATEMENT BY LICENSED EMBALMER -
A

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

Licensed Embalmer No:

- P 0. Address_.._.,......._....@

Note: The above l\‘lUST BE SIGNED BY THE LICENSED "EMBALMER in 1us OWN HANDWRITII\G. (Pailure to comply with

the above constitutes grounds for revoeation of license.) L ghl v e

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




