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DEPARTMENT OF COMMERCE
Bureav oF THE CENSUS

STATE BOARD OF HEALTH CF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.._....

23930

State Fils No.

LRo2

Regisirar's No,

1. PLACE OF DEATH:
Jackson
Kensas Citv

(I{ catside city or town litnits, write “RURAL" and name of township)
(¢} Name of hogpital or institution: /

3010 E, 8th St.,

(If not in hospital or institution, writa strect number or loeation)
(d) Length of stey: In hospltal of institution

20 Yerrs

{a) County._
(b} City ar town

{Specily whether

1o this community
years, months or days)

2. USUAL RESIDENCE OF DECEASED:
: s L
Missouri ) County._d0Ckson

Kansas City
(If outside city or town limits, write “RURAL™)

3019 E, 8th St.,

(I rural, give location)

Tio

(a) State

(¢} City or town

(d) Street No.

Citizen of foreign country?

(Yes a No}

If yes, name cottitry,

3. {a) PRINT
FULL NAME LS B OOV

3. (B If veteran, 3. (c) Soclal Security

mame war. No No Haona

6. (a) Single, widowed, martied,
/ diverced ST ied
6. (¢) Age of kusband or wife if

Color or
BT _I. l.a._].-.g — 0mce_lﬂh 1 tﬁ_..

. (B) Name of husband or Wit ccieierinnnn
Scrah

. Birth date of deceased

alive...........,....,é..'.z...years

1870

(Day)

Oct. 15,

{Month)

{Year)

MEDICAL CERTIFICATION
2l

minute

. DATE OF DEATH: Month..J91Y. 2L, 4o
Year ... 1 9}_ = . ottt 11
tended the deceased from

. Ihereby certify that

that I last saw h alive on
and that death occurred on the date and hour stated ahove.

. AGE: Months Days If less than cne day

9 hr. min

Years

72 9

.5/

{State or foreign country)

Sweden
(CiLy, town, or county)

Clexk
Drug _Store

9, Birthph"

10. Usual occupation

-

Industry or busi

Other conditions. Y

(Include pregnapncy -{mmw""’/

PHYSICIAN

Unknorm
Svreden

(City. Grgiorqanoty)
14. Maiden name. e

12. Name

13. Birthplace.

o,

(Stats or forcign eogntrt)

Sweden %

{City, town, or county) {Stats or toroign country)

Informant___ WrS. Sarah Lindguist
Address 3010 Ly Bth St..
Removal

{Barlal, cremation, or remaval)

o
-
©w

. Birthplace

MOTHER FATHER —

..

&
O
Tz &

July 27, 19
{Manth) (Day) (Year}
viellington, Uissouri

Signature of funerat director_..Cov...1La.. Jlaclmmn...&..ﬁnnh
_Kansas Ci y, Jalo Ty
?u

{%) Date thereof.

Place: burial or cremation

(Rubtmr " n:na!mf)

Underline
the couse to
which death
should be

sa-
tistically.

Major ﬁW
Ofo 2:.

of autoM-M‘\

22. If death was due to external causes, fill in the following:
(a} Accident, suicide, or homicide (specify)
(5) Date of occcurrence 2
9) Where did injury occur?.
(City or town) {Con
T about home, on farm, [n industrial p!ace in public nlace?

{d} Did injury occu

23. Signatore....
Address_ ...

trar) /n ZE#




STATEMENT BY LICENSED EMBALMER

*+ T hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by v

Registered Apprentice No......

working under my personal supervision.

Signed...

Licensed Embalmer .NO /2 ‘? % & |

;l R - P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fm]urc to comply with

a

the above constitutes grounds for revocnuon of Iu:ense.) [T . -

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




