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. “’/_i{lTE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

EED Jal 15 1943 o

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

Registration District No.... /... ..

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District Noytzég

4 g
State File No, 1 1 2 7
Registrar's No d 7

. PLACE OF %\Tll

(o) Conmty...... .
{d) Cityor town Novelty

(Il outside cily or towno limits, write "RURAL"™ ond name of towaship)
{c) Name of hospital or instimtl_on:

{If not in hoapital or institution, write atreet nuber or location)
{d) Length of stay: "In hospital or institution

43 yra.

{Spocily whatber

In this community.
years, months or doya)

2. USUAL RESIDENCE OF DECEASED:
Missourl

(a) State

Enox 5:2

{#) County.

{¢) City or town,

a
d

{d) Street No.

Hovelty

{If outaido city or town limits, write “RURAL™)

{e) Citizen of forelgn country?

If yes, name country.

{If rural, give location)

(Y&or No)

3. (&) PRINT
vulh name,. Agnes laah Kaaer

3. (&) H veteran,. . (£} Social Security

name War. No
5. Color or 6. (o) Single, widowed, married,
4, Sex F /mn- W -2d1vorcedw ....owed

6. () Name of hushand or wife ., ... .oorerperee

Theodora }Y. Kaser

6. (€} Age of husband or wife if

20.

21, I hereby certify th;

that Ilast saw hge— ... alive on........4
and that death occurred on the datg a

DATE OF DEATH: Month.

ok DLD o T

MEDICAL CERTIFICATION
.day i 9
...minute. Jo ..... PM

t I attended the deceased from...

198210 9.
~. J G atm e A8 19

.....rz‘. A g 19.9 ¥J
r staf abo‘r'e.i’ #E -

ative................years || Immediate cause of denth.
- .
7. Birth date of d d Oct - 11 - 1869 et
(Month) * {Day) (Year)
8. AGE: Years Monthg Days if less than ane day Due to.....
?3 I Ia hr. min- b {/ (74 -
e to. 'Y
»
9. Birthplace......... Elllﬂﬂtcm e ememmmnns | mezeanan Ill! / * \
. (City, town, or ‘county) “(Stato or foreign country) A h
. Other conditions. .
10. Usual occupation HOU.E.QKBGDGI‘ lnetade brapnaney witkins ot oF donth /} G}
11. Industry or business YT 7 PHYSICIAN
o ajor findings: —
4 { 12. Name. Pater J .. S:lnele evemaes || OF operations Undenti
B -’D nderline
Pl QKA Blrthnlace i b rance ; :E:glésegtg
- {CiL W0, COl Stnte or foreign country, Of autopey....... hould b
{18, Maiden s 7.°7814d0n i’ Shosid, e
t
S 15. Birthplace Franced : R ey
2 - B NN Brate or Toveizrs coimieed 22. If death was due to external causes, fill in the following:
16. (a) Int’ormant.$ . j MW ) e (8} Accident, suicide, or homicide (specify)
© st 2818 E. PHE Al Tpos B ® Date of xcurece
17. {a) Buria.l (4) Date thereof. DQC (c) Where did injury occur? iy or i) (Comin) T
. - - A .
{Burinl, cremation, or removal} (Mf’ﬁh) (D"’) (Yoar) {d) Did injury occur in or abont bome, on farm, in industrial plage. in public place?
() Place: burial or cremation Locuib Hill, L
18. (@) Signature o‘f;ﬁ director. /(',td‘,#weﬂ-_dﬁ— While at work?....,..... '(Sm.'r’ ‘}""ﬁ'm.% tnjury, ,.;F\
{#) Address._ - ; : - . <Z ) sl
. @ ra‘. oy — yzﬂ") W 23. Signgture o~ - .,...._@);orolh(er)...._._._...
! Date received local ra'..'ulrlr) ’ - (R;is-t'.rlr'n:i;;a‘tnr-e-j o o Address .. ..

/lyc;=—\-

(Licenscd Embalmer’s Statement on Reve

A L Date sighed.... ...

\



. Distriot Heafth OmoerNo.u |
Oistrict Fle Noaber o/~ 4.3 ./ #F

Dte Plled ccmrmgpetltie oz - 173
. SATREE

— o e

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............ et etemeeme e ennnam e

- . , Registered Apprentice No...oooooeeerees ,

s N2z e i Al

' T Licensed Embaliner No...=% 5//...5
' P. 0. Address. Z;’?A—ner P2

Note: *Thé above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leure to comply with
thc ebove constltutes grounds for re\ocatlon of license.} )

- - . —_ = - —— e - —— - - - . -
- - PR,

If t-hm body is not eml)almed fact shou]d be so stated above.

working under my personal supervision.




