. S. No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI ;-(:.2 1

M0 Busasy or zaz Covs . STANDARD CERTIFICATE OF DEATH Stoe Fite o

&0 | FILED DEC 719444 e Rurevn L) PSS

Registration District No..__"#27 Primary Registration District No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
((:“; Cciouuty Bg%ll&&lgg anlh (a) StateM..isspu.ri . {#) County.__ Buc h&nan_/!/)
.
] ity or town (It outsido dtywhwnﬁmiu, writs “RUNAL" and name of township) (e} Cityor wwn____st - JOS e Dh /
l (¢) Name of hospital or institution: - (I outside city or town Limits, weite “RURAL")
St.. Joseph's Hospital (7.l @ stect o311 _Ohio 7
{If not in bospital or [ostitotion, write strest number or location) (If rural, give location)
(@ Length of stay: In hospital or institutiond.. HOUE. 25 Min, N
. - (Spocify whother || {e} Citlzen of foreign countery? Q (Yes or No)
, In this community. ‘58 fear <] )

yezrs, months or days) If yes, name country. ramiressressrren
MEDICAL CERTIFICATION

3 PRINT Mony M, Tworek

20. DATE OF DEATH; Month D€C emb el O

=
-4
(=}
2
Rt
- 3. (&) If veteran, 3. (¢) Social Security 12 N o
L. our. minute. ~ M
- 21, I hereby certify that I attended th
= ‘ 5. Color ot 6. (@) Single, widowed, married, || b,-__Le_,,_ £ 1w }2
I 4. Sex_....Ee_..m_@.l.e mce.ilhirta.e ﬂ dlvormd__m_a_nr_i_e_d_ that I last gaw h. M/ alive on __ ____________________________
E 6. () Name of husband or wife . oo 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Durati B
tdodgd
” John W, Tworek alive_ B2 years || Immediate iuu of dmz.......... g I ot '”.'_A:i
7. Birth date of deceasean€ptember 6. . .....1888 AL : 6%’ &
j {(Month) (Day) (Year)
=]
4.} 8. AGE: Years Months Days If less than one day
- o
g 56 2 | “g hr. mit
-
& |l o Birtnptace Unknown __Polandt T
% e b _(City, town, or county) -— . {Stare or foeeign onunuy) X B - B £ _!_ I, A A A A S
. Oth. ditions. %AML
([ﬁ 10. Usual oceupation Pork: Trimmer rasemeeess : : (In;:g :nmm' ¥ within 3 months of daath} f——
S || 12 Industry or business_ATMOUN & Coa N ' o B 4 - PHYSICIAN
L 8¢ s xome..Tohn Marek . I R A Al Gudet
By T - 3 ST . nderline
E =1 13, Birthphee. UNKNOWN _ Poland Y Y e Ao
Cit. I.n‘l' (State or forei try)
5 g 14. Maiden name -h ne 'Rea Czak & oo Of autopsy ™~ - smn&
- f-{ Unkﬂg in Poland Y- tatically:
2 15. Birthplace _.__'J4 SORRT SR o '
E § o irthbp! (City, twn, of sounty) Gt i m““” 22. If death was dus to external causes, fill in the following:
2 6. @ roformant..MPa_JORND Wa_ Tworek . L2 || @ “Aeccident, sulcide, or homicide (specify) o
B ® Address.331_Oblo St. (&) Date of occurrence
@ Burial - (5 Date thmof..IlQQ.._94l.9_£ﬂ. (e} Where didinjury occur? e o
{Barial, cremation, of remo: (Mcatk} (Day) (Year) () Did injury occur in or about home, on farm, in industrial plaoe, in pubhc plac:?
-(&) Place: burial or cremationll tipg Q1L L V.
18. (c) Signature of funeral directo While at work?__ 3 (S':w" 'd‘;' m’ injury_a ] _

® Address 1LBOZ Uni,on” t..S
{M.D.ocrother). ..

19. () é_n}— i Address_ LA ..o, ) D sinefl 2o 3T/ 40
} ‘77 (Licensed Embalmer’s Statement on RoveragSid 4 ’

-




'STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

Note:

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

L3

e

‘

- . !
The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN
the above constitutes grounds for revocation of license.)

, Registered Apprentice No

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

T




