-2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI

:: Buskay op ik Cunsus STANDARD CERTIFICATE OF QEATH St File Ao #’?97
37823 RcF;-lsIt_mﬁun District N’ol.#%:. Primary Registration District No.. __/._O_ ..e.._..._... Repistrar's No.

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
a @ Couny...BUChanan (@ sae Missouri, . o County Gentpy X |
o ®) Clty or town...... e LDk JoseDh e 48 Py
(If outaide city or town limits, writo ﬁumu. and nome of township) Alb any
E (¢) Name of hospital or institytion: (€ Clty or town (iF ooneid <ivy ox vowr Timia, wies “AURAL")
& | Missouri Methodist H®spIitall . c.xe /
= (It not in hoapitul or Lustitution, writs street number ar location) . {1f rural, give location)
Z (d) Length of stay: In hospital or institution 3 aYS A
(Specily wheiber || () Citizen of foreign country?. No . (Yga,or No)
In this community 2. days .
= years, montha or days) v If vea, name country.
[ MEDICAL CERTIFICATION
= (a} PRINT H
£ || Fuil name__Hattie May Jonagan,....
4 gan,. 20. DATEOF DEATH: Momh ADPIril 4y 20th.
- 3. (b) If veteran, 3. {c} Social Security 1
E Hone No None year. 1 Q44 hour......... _,l._ DO S mlny 532(?( M.
name war.___._...... L4 A .., .......................................... [
21. I hereby certify that I attended the deceased fro:
-t
s 5. Color or 6. (a) Single, widowed, married, 15 ﬁ/ el
: MI 4. Scx_Ee.m.al_e_ racej‘,h].-.t e. d.ivnrmc:iwl dowed 3| that I last saw hef’le_ alive on /-?A’ (707 A ;
E 6. (b) Name of husband or wife ... 6. {c} Ageof husband or wife if {} a0d that death occurred on the date and fiour stated sbove. Duration
v Dolph W, Jonagan alive . __years lmmeW death,
% || 7. Birth date of deceasea.... DeCemMber. )0 th. 1386 . aedatic  Cortime S—
5 {Month) (Day) (Yonl)
.-
v 8. AGE: Years Months Daya If less than one day B 1R T T O U SO
Z,
5 57 4 10 hr. min
Duye to
|l . Bieetpace. Havensville, Kansas, /
—=  {City, town, or eoun:y) (Statd or fodeign conptry) . / n
5] 10. Usual occupation...-.....-...A.t...,HQIﬂ e » O(f';her conditions within 8 months af death) U
L [l 11. Tndustry or business — E ). PHYSICIAN
or findings: .
L B 2. vome. Everett Schoonover,. ... | e od e
E E 13. Birthplace... Unknown 3 Illinois 3 I 31&5:(&9;:2
i ity, town, or onnnr.y) {SuaLe or foreign country) Of autopsy should be
E 5 14, Maiden name. i fh /" xl;hz:;-geﬁ sta-
istically.
g g 15, Birthplace.. Gagzgsf}w%ﬁ;%‘ce = I Iogémm;c;n;;n;;;— 22, If death waas due to external causes, fill in the following:
2 |16 @ mformant....... M. S.. 132 _Schoonover, .. |/« Accdent. sulde, or homicide (specify)
B @, A Horton, Kansas, () Date of occurence
v. @ - Removal . o patc st 4/20/44 ||@ Where didisjory occur? e T
Burial, cremation, of removel) Alb ‘M‘{""‘) (Bay) ({“" (&) Did injury occur fn or about home, on farm, in industrial place, in public place?
4 (c)\?zz burigl or m7 no_ ANY.,. Ssour
18 (@) X lﬂm 0-'66/ J!SJM—E“&-)-‘ ......... %’:ﬁf’ e 0{ m]ury____.. e
(3) Address .. /
g Aok 1. D or other)..
£ /2 a/ -s/y : - > 7 .
19. (U) Dats roccived local registrar) () FTES (Pegistear daienatiy . e B S d oeecee_Date glgmed. "'(!2“;

/_’2 é 5 : (Licensed Embnlmer s Statement on Reverse Side) u W m 77




et funs

7-

;l’r‘..‘

" 'STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of thls certlﬁcate was embalmed by me;or by

Reg:stered Apprentlce No -

working under my personal supervision.

. Signed.. é/ \:Z/L,c,c-c—«_ e, ot

A e v o

2

\';.r“ o &bl
Note: The above MUST BE SIGNED BY THE LICENSED I‘MBALI\IER in hls OWN HANDWI{IT

the above constitutes;grounds for revocation of license.)

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




