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

5. No. 2 DEPARTMENT OF COMMERCE
Mo2.43 BUREAU 0P TEE CENSUS

5-17-39 l g r?

1 xase97 f zlltraLN:QYtrict N _2-7-—-

STATE BOARD OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH
Primary Registration District Nn._L.O_...O......&...-)..

Stais Fils No.

Registrar's No, /3 /7

34203

(@) County...._

t. PLACE OF DEATII:

Buchanangd

2. USUAL RESIDENCE OF DECEASED:
smeMigsouri

® comtyBUChanan

74

(D-usrm odlur.l mhuar (Reli.lllll' ni:ml. i "

z
{#) City or lownSt Josevh @ a J- h
© e of hog;::a?“;i?;:?{a[:o:“ limita, write "RURAL" and name of township) (c) City or town t Qsep 5 ’7
< {If outaide el towe limits, writs “"RURAL"
Tssouri Methodist Hospital () # Street No.... DER 321 No., ! )
(If not 1n boepital or institution, write streer numbgr or loce tio: ¢ trest Bo {11 rarel, give locatlon)
(&) Length of stay: [n hoapiral or institution weeKs ] No
20 Years {Specily whether || (¢} Citizen of foreign country? (Ves or No)
In this community..__ Ny
yabrs, monibe or days) If yee, name country.
. MEDICAL CERTIFICATION
3. @ PRINT Martha Vicola O0'Neill .
FULL NAME October 30
20, DATE 1: Month day.
3. (3 If veteras, 3. () Social Security ,Té)ig hour. J min :;._30 v
u R,
tame war. NO N# ?[ "09:2153_0 ves
21.  certify that L_attended the d from.
7 Color or J 6. () Single, widowed, marrled. [t _2{9____‘ 19 5 to. /D ‘30_.... 19_g'3
4. Sex emale /dlvorceil aI'I'l ed that I last shw haZ4,.. alive on /72> 19.
ﬁ) Name of husband or wife... 6. {¢) Age of husband or wife if || and that death occurred on the date and our\itnted above, Duration
obert A. O'Neill olive. L3 years Wte%d‘zh 3 A 5
7. Birth date of deceased.... MAY. . A9, _IQQA.-...... A :W/A—/ ( ,/
{Moath} (Day) (Year)
...... v
8. AGE: Years Months Days If less than one day Due to
hr. in.
39 15 |11 3 = y
5. Binhplace __BETITES Kansas o ,
- éﬂilr town, or gonf.uy) {Stats or foreign couniry) / g l ‘‘‘‘‘ "
usewlite Oth ditlo ot
10. Usnal cecupation QO e (:u:l:::l:. tions. witkio 3 montha of death) / / / 74 J—————
t1. ledustryorb PHYSICIAN
o Major findings: — T -—
£( 12 veme Harvey N Boling - Of operations Underliae
=
= 13. Birhplace ___ Unknom}) T P thecuuse to
cogaty; or o eouniry,
= { 4. Matden name_ METITTE Torgedon Of autopsy CF%EE‘E P
= \ tls y.
g 15. Birthplace Unknown 22. If death was due to external causes, fill in the following: '
= o \\ (C% town or conn 7) ' (State or foreign eduntry) —
16, (a) Informant e I"t 0 N e ill (@) Accident, sulcide, or homicide (specify)
, @ adwes St _JoOseph ,__M.lﬁﬁ,QHITJ._________________ (#) Date of occurrence
7. @ _Buri al (8 Date thersof L1 =1 =43 {c} Where did injury occur?,
- {Clty or town) (County) {State)
(Buoris), cremation, or remaval) (Mooth) {Day) (Year) (d}KDml Injury occur in or about home, on farm, in [ndustria] place. in wblIc place?
(@ Piace: burial or cremation M8 D1 ewood Cem, Barnes
18, (a) Slgnature of funeral director FLEEMAN_& SON, ING, e fripeetpee)
® Addm, St J0seph, ,MlSSO'LlI‘l. >
23, "Signature/ YW A L Ll W Sl L5 — (M.D, 2._._
19. (8} . (¥ ..,. L. -~ . Date signed / ‘;:3,
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{Licensed Embalmer’s Statement on Reverse Slde)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose rame is recorded on the reverse side of this certificate was embalmed by me, orbyr. ... A

working under my personal supervision.

Signed........ LN

Licensed Emb:N

P. 0. Address._. /0

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITI
the nbove constitutes grounds for revocation of llcense.)

If this body is not embalined, fiact should be so stated above.

. {Failure to comply with
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