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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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BuREAl OF THE CHNSUS
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STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

1182

State File No.x

Registrar's No..._.

39

1, PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

74

(@ County % Ja(’k“-"g’;t o swe... Missouri o Jackson ‘.
b) Cit. town........ ansas ¥ " 1 —
@) Cityor uwn(" oulside city or town limits, write "HURAL’ and name uf tawnship) () Tity or town Kan sas C’ 1 tY &
(<) Name of hospital or institution: (rr n!gu de city or town limits, write "HURAL™) wr
5001 _Indiana / (@ Street No 3 Indiana
(If ot in hoapltal or institution, write street number or location) T {17 rural, give location}
: i institution
@) Length of stay: In htz%lal :}rén;];ls (Specily whethor || (¢) Citizen of foreign country? NO (Yes or No)
In this community........ e
yeary, months or doys) 1f yes, name country.
3. (a) PRINT Ch 1 F d MEDICAL CERTIFICATION
; E arles Fredric Laster
FULL NAM o - 20, DATE OF DEATH: Month Jan() OO day. 4th
3. b}y If veteran, / 3. {c) Social Security 1g 45 : i A .
., b hi ute M.
rame war...... O No.2Q0~03=1445 vear our it
21, I hereby certifly that [ cnded the deceased from.
M 5. Calor or W 6. (a) Singte, widowed, married, /
4. Sex a d race. h / divnrcedmnrrj:eg that I last saw by nhw- on
6. (3) Nameof huaband or Wlf? e 6. (£) Age of husband or wile if and that death occurred on the date and hour stated above. . Duration
rsS., Linnie Lq S t ar alive. 2 _years || Immediate cause of dﬂ?é
7. Birth date of deceased January 12 1883 e W L
(Mooth) () e || cieecds Igﬂ“&'ﬂm‘”ﬁ; Clorzra ).
8. AGE: Yenrs Months Days If less than one day Due to
- .
59 11 22 i
- br. S Due to /;—" Pf ﬁ\
9. Birthplace Brun swick MQA d._ { / O’ (} N \
- L ——- City, town, or county) Cize e (Suats or foreign country) . - , - A b
Oth ditions.
10, Usual occupation. HEDOTET . A s posrepr Ty
i - et PRI RN
11, Industry or business Goldman Stadium p— PHYSICIAN
g 2. Name.90hn Laster I 05 operations Undertine
TR : - e Lo \ Jnderlin
£ { 13. Birthplace (mNO Rec ?I‘ d’ - ?‘: = VA ¢ wiﬁgl“%:gg
oty) e foreign country) || Of qutopsy ... L w— shou e
é 14. Maiden name PAMTLE }39 rrvh ftfa O sutopey- ) ; cfhafgeﬁ o
I o : tistically.
5{ 15. Birthplace ? ?n"r{m m(:n?{‘ d (‘llnleor PP 22. If death was due to external causes; fill in the following:
=1 ¥ unir.
16, (o) Informant (l“’ o. Linnle Laster {6) Accident, suicide, or homicide (specify)
(b) Address 5001 Indiana cet (¥} Date of occurrence T ——
1. @ ....ourial (%) Date thereof 1-7-43 {e) Where did injury accur? P P i
{Burial, cromotion, ur rcmovnl)G . 1_ " (Monih)} ("::V) (Year) {&) Did injury occurierdr about home, on farm, in industrial plack, in public place?
(¢) Piace: burial or cremation....... recn lLawn C emcter KA

18. (o)
(2]
19. {a)

Stgnnture ot’ funera] director.

Addreu

#hraas % a MO.

(Specily typa of place)

While at,

2.

23. Signature _,._

Address

eans of injury...

(M.D.or othe

_Date signed/, ‘l‘ “5

(D-u rwe:ved lcal Znér) .

{Licensed Embalmer's Statement on Reversa Side)



vy

STATEMENT BY LICENSED EMBALMER

vo.

S hereby certlfy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by....

Regnstered Apprentlce No et et s cenneenney

working under.my personal supervision. : .o .

. P 0. Address

Note: Theabove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWIIIT]NG (Fallure to ¢
the above. constitutes grounds for revocation of license.) ’

I Lhis body is not embalmed, fact should be so stated above,

o




