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

e 3

DEPARTMENT OF COMMERCE
UREAU OF TRE CENSUS

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.. ... AQ ¢ e 2—-

St it Nhig%ég; ______

Registrar's No
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: ’/f
(@) Couaty_..JACKSON o @ Staten....ESSOUTL o coumy.._d8cksON 3
@ City or town.....ansas City o &
{If outside city or town limits, welto “RURAL" and nume of township) {¢) City or town HS&S 1 tY P‘
() Name g hocp: or institutipn: _. . ‘i{ outsida ¢ty or town limits, write “RURAL") -
. eneral Hospital No, 1 d @ sweetno 2686 _1Tacy
(lf not 1o hoapital or inatitotion, write street number or locatlon) | (1F rurad, give location)
(@) Length of stay: In hospital or institution HOS. ‘..al daV - ) No
Ua ',-c [ (Specity whatber -1{ (¢) Citizen of foreign country?. (Yes ar No)
In this community...... ¥
years, manths or days) d If yes, name country.
g;ug_ﬂ[{ g};:l'}' Alma Scholz MEDICAL C.ERTIFICATION
3.0 If : 3. (¢} Social Securt %0 DATEOF 33(31‘11. Honeh MagCh tay =2 5 P
N veteran, N [ ial urity 4 4: 4
year. hour minut M.
LLELTR T A— mo e
2t. I hereby certify that T attended the deceased from
Color or Jb. (a) Single. widowed, mamied. || NOVember 19 23 March 19 1044
4, Scx.,._E.er.g.@:l—e._ / racc._._l‘d.'l_i:_t_ Zd]vorced.w_j:_d.gy_____ that T last saw b _&n alive on. Mare h .19 : 19__ &4
6. () Name of husband or wife_....._ ... 6. {c) Age of busband or wife if || and shat death occurred on the date and hour stated above. Durati
: i Cerebral_ accident. . |2w”
iv . ars A -2 0] E-L1CH NS T SO
John Scholz SlEVE oo JE Immediate cause of death, . QI C £rn.
7. Birth date of deceased July 10 1870
{Mouth) (Day) (Yeoar)
3. AGE: Years Months Days If less than one day Duye to
73 8 9 ] :
hr. min. b
ue to
9. Birthplace Garmany 74 X
{Civy, towa, or county) (State or foreign coviitry) \ =
Oth ditl
10. Usual occupation at hom_e (nctade progasmey wiihin 3 monibs of d5ath) *
11. Industry or business B— & ”,3_‘ 14 PHYSICIAN
§ 12. Name don't know ng{o;erﬂr:ig:';! - (\ . g} Undert
= \ ) L nder!
€ Germany <7 o the cause to
&4 13 Birthplace et : (Binve o Toveian Sountra) See above \$ which death
Y. 0. or or foreign country,
E [ 14. Malden name g58 15" know - Of autopey : !hoi:a]l be
= G < tistically.
S{ 15. Birthplace ema'ny R
= 7o T Y p—" {Biats o foreizn m.uy) ) 22, If death-wa.s due to external c?useu. fll in the following:
16. (o) Informant Mrs. M, R. wll]_ {iams (a) Accident, suicide, or homicide (zpecify)........
(3} Address 7132 Waln'llt (8) Date of occurrence,
17. {2 Burial () Date thereaf__O=oo=44 {¢) Where did injury occur? e T s
(Burial, crerastion, or rempval) A {Month) (Day) (Year) (&) Did injury occur in or about home, on [a.rm. in Industrial place. in pub[:c place?
-{¢) Place: burial or cremation Buri al P J‘reenl awn
18, {a) Signature of funeral director. Fre emlan MOI‘tU&I‘y | While at work
) Ay BERRES Cly, M .
13, Signature_ A
19. (@) S3=ad &] x2 -l - L ure..Lcen
{Duts received local (Rexistrar's sixnstore} Address

{Licensed Embalmer’s Statement on Reverse Side)




T ’ o ) 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

S : , Registered Apprentice No

s i 5 6

T — =~ Licensed Embalmer No 4(3 \5 2—
‘. N : POAddres/t/&""@“ﬁh. ?«/ﬁ

working under my persenal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED lsMBALMLl{ in his OWN HANDWRITING. (Failur comply wi
the nbove constitutes grounds for revocanon of license.) :

If this body is not embalmed, fact should be 5o stated above.



