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CORD

E

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

DEPARTMENY OF COMMERCE
BUREAU OF THE CEN5US

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No

1429
165

Stale Fite No

[ 002

Registrar's No.

FILED FEB 3, )88

hdltratlun District No.—.....
Jackson
Kandas Llty

(lfnur.ddc city or town |iits, write “RURAL" and name of townabip}
(¢) Name of hospital or institution:

St. Joseph Hospltal /)

(If Dot in boapital or institation, writs strest pomber or locatlon)
{d) Length of stay: In hospital or fnstitution das

55 years (Spacify wbstbar

(g} County
{b) City or town

In this community
yours, months or days}

2. USUAL RESIDENCE OF DECEASED:

7//(""

@ smeMlsgsouri . ) Coumty..dBCKEON 2
(¢} City or town.. Kangas C1 Ly -~
(1T outaide city or town limits, write "RURAL™) 7]
(d) Street No..._8.2 10 _ILocust
(IF rural, give loostion)
{¢) Citizen of foreign country? no (Yes or No)
If yes, name couatry. no

3. (8) PRINT

_Letitia Jane Hahn_ .

MEDICAL CERTIFICATION

Y Address.. 800 Linwood Blvd . . ..
19. (,Q@w e , 9 bV
Duts received focs] registrar) {fegistrar's uignatare}

FULL N. e .. -
ULL NaM 20. DATE OF DEATH: Mont 9 811 ay_ L1th
3. (¥ U veteran, 3. (©) Soclal Security vear I 944 Togr I PM . /
name WwWar. R eye) No. no / 7// 7/
21, I bereby cemify that I attended the d d from. I
sfolor ar 6. (a) Single, widowed, married, A 194%1:; y) // /// 19,_%‘/
. s T8 race. WH _,Z,dwurced._____lg:.gﬂ ----- ~ || that Ilast saw b Mﬂive on //// ,/ : 19_#
6 () N of busbgnd of wife...roorren 6. (¢) Age of husband or wifie if || 20d that death occurred on the date and bour’stated above. Duration
S NN A allve. ... years | Immecdiate
7. Birth date of deceated Feb I2th 1866 _||......\EHaal LA [ 240,
' {Month) (Day) (Yanr)
8. AGE: Years Months Days It lesn thar one day Due to
77 8 29 hr. min
) Due to 3
9. Birthplace Indiana / Y ¢
{Clty. towa, ar county) (State or forsign coantry) - >3 "
Oths ditions.
10. Usual occupation Home {Iochuds prograncy #iibin 3 wastbe of demit)
11, Industry or business R da PHYSICIAN
o ajor fin —_—
=] 12. Name RObt Care v fnt'\'l-r!n ons. Undent
B . . 2 ' . ne
# | 13. Birthplace Unknown 9 i ——-:}ﬁgg: to
- (Chy:. mmﬁ%n {Stats or foreizn country} Of autopey... 7 _lshonld be
£ ( 14. Maides name g ! imicaity
= " 7 T NN 4 2 oy " Nl 2o 2o 2 et y.
€ 15 Birthplace . Unknown t 22. If death was due to external mulgl fillin the {ollowing e
= {City. town, or coanty) {S1ate er forelgn tonntry)
16. (o) Teformant.. Mr'S_Frances Peterson (8) Aceldent, auicide, or homicide (specify)
(3) Addresa 8210 LOCU =] t. (3) Date of occurrence
17. (a) Remova 1 (%) Date thereof, Jan I zth I (.ﬂl"‘h' Where did infury occur? e ( 5 i
(Butisl, cremaatios, or removal) (Mooth) (Day) (Year) (d} Did injury occur in or about home, on farm, in Industrial place, in public place?
(c) Place: bural or cremation. Madlison Kansas
18. (o) Signature of funeral director Eylar Fune I"B. 1 Home

While at ¢
L. .
23." Signature

Address 3

~ 7Cs

(ldocused Embalmer’s Statement ungnvme qmeﬂ




- DI" J

P,
- Q. ' \ ;
. M., TR - . ,

Prof Bg
vi2780 .-

. working under my personal supervision.

' STATEMENT BY LICENSED EMBALMER

I he.reby- certify that the body whose name is recorded on the reverse side of this certificate was'embalmed by me, or by

Registered- Apprentice No

Signed....... 44 Gﬂ U M Q
Llcensed Embalmer No. zg U

.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply wit
the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




