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I 1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
! E-. (@ Coumty...BUCHENEAN @ s Missouri. ® commy BUChanan, / /
o (b) Cigy or town, St " JOS enh IJIO »
/ ] (If cutaids city or town Limits, write “RURAL" and name of township) (&) City or town 3t, Jose nh V4
- E (¢} _ Name of hospital or institution: i {If outeide city or town lieaits, writs “RURAL™) _J
Bosary Hill _N_ursi_ng Home. @ sueetNo._ 015 E,Kansas Avenue, W]
E {[f not in hospital or institotion, write stroat nthr_pz_luat&m) {1f rural, give location) /
= (d) Length of stay: In hospital or institution rear, N
Z Y {Specily whether (¢} Citizen of forelgn country? O (Yes or No}
< 1n this community 2 €ars. O
E years, Montha ot days) 1{ yes, name country. .. N .
5 3. () PRINT MEDICAL CERTIFICATION
[ FULL NAME Mary Schlasosman April 30
< RTST L S o) Souial Soomit 20. DATE OF DEATH: Month. HDT1L a0y
. « e url .
= @) 1t veteran, N . Y year___l_g__éé hour. 10 hd 30 minute
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'ﬁ fame W 21. I hereby certify that 1 attended the deceased from
= [/5. Color or J’o. (e) Single, widowed, married, i OV o 10 . w April 29,
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e MI 4. Sex F emal - race... Vmi =-1e dive plw_i_dg—wjg‘g“ that I last saw h€ " alive on ADP il 2 9
e 4 6. (b) Name of husband or wife ... oo, 6. {¢) Age of husband or wife if || and that death occurred on the date and hour stated above.
» Frank Schlagman, Qv .....years || Immediate cause of death
g 7. Birth date of deceased ADI‘ il 2 F 1854 coererenn A .ye.e.a{:d.i_&l_.._d.eg.en.e.pa.:t,.}_.g.n ................. 6. Hks.
o (Month) {Day) (Year) S-eniflE—Dementi?‘ 8 mos .
4] 8. AGE: Yearn Monthka Daye Iti less than one day Due to
E 90 0 | 10 hr, min b L
e 1o, L AL B
& 9. Bithptace__ Milwaukee Wilsconsln,,
(City, town, or coanty) - (State or foreign ecnnuy)i .
T 1 " || otn ditiomns.
|| 0. sl occupation Housewlife. e S o ot o B
2 || 11. Industry ar busizess ' ‘ Mm - : f ~ V/'. / PHYSICIAN
T Andings:
>!~ E 12. Name..dOhNn _Schlagman, 1 f aperatioas..... ™. P '-/' Underline
= ! '
Z || mitsoiae Germany. < /1 gt
ity tow 13 tatn or foreign country) Iy -
3  { 14. Maiden name THET e B ochummeT, = o) j|  Ofeutossy 7 e st
& tistically.
n... 5{ 15. Birthplace Cermany, 7’- 22. If death was due to external fill in the following: e
E = eI P ——_ (Btats or fareiga coumaics) . eath was due to external causes, o :
& 16. (2} Informant Mrs A . J . DI’Y@P. . o {c) Accident, sulcide, or homicide {specify} -=
B {3 Address BlS E. Kendag Ave . {#) Date of occurrence
17. (&) __Removal, (%) Date tl:ereof-._&p—x-‘-i—l—-;—(-)-!-ﬂ () Where did injury occur? (City or town) {County) (State)
(Barial, cromation, or removal) (Menth) (Day) (Year) |{(4) Did injury cccur in or about home, on farm, in industrial place, in public place?

- (¢} Place: burial or cremgtion.gr.
18. (o) Signature of funeral direct.
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NOV 6 1945 o g L

STATEMENT BY LICENSED EMBALMER

I hereby certifly that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or b'y

.-

, Registered Apprentice No

working under my personal supervision, .

Signed

Licensed Embalmer No%?‘-}.{ .............................

‘P O Addresa..z...ﬁl&.... I% 2 m _________________

Note' The above I\lUST BE SIGNED BY THE LICENSED EI\‘IBALIHER in hls OWN HANDWRI G. {(Failurc to comply with
the above constitutes grounds for revocation of license.)

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



