No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI 1688

843 Fipay oF TR Caxsus D ATE tate File No
FILED JaN 19 1 STANDARD CERTIFIC OF DEATH s

5-17-39
1 xgrdz Registration District No.__..._.4§4 ‘i Primary Registration District No.__.____l._i‘__':_o:_a Regisirer's No. / _/
{ 1. PLACE OF DEATH: R USUAL RESIDENCE OF DECEASED:
2 || @ County Buchanan @ swe. Missouri & comy Buchanan 7/ /
/ 5 || ® cityor town St..Joseph
' J (If outaide city or town Limits, write “RURAL" and name of towmhip) (&} City or town........ St . JOS eDh
7 = (¢) Name of hospital or institution: {If outside ity of town limily, write “RURAL")
&= St. Josephs Hospital (@) Street Now 513 North 9th 7
(If not in hospital or institntion, wrils sirest nuzber or kocation) (If rural, give kcation)
(&) Length of stay: In hospital or institution 1 _day ) Ciizen of foe e no D v
- {Spocify whether ¢) Ci of foreign coun
In this community 23 years {) ; o« (Yeaor No)
years, months or dayn) - If yes, name country. b e bt e se e e et eansamra e
5 MEDICAL CERTIFICATION '
PRINT
= (a) NAME ___ GEORGE vl IGKEIT__ e remee e Jan 5£h
> 3. () If veteran 3. () Social Security 20. DATE OF ]i).mzfg Month . 6 day
a ame war none No none Vear. 9 hour. minute. p M,
g 21. I hereby certify that I attended the d d from —
5. Coloror 6. (8) Single, widowed, m?n'ied. A..ﬂ(, -7 19.5-[__%4“ [ — 4 19__541:
l 4. Sex male d . WHLTE / aivorcet. AT T I 0A that 1 last saw h.bdnalive on [ .= 19._%5-."
E 6 %) Name of husband o wife... . 6. () Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
E Katherine F. Bl Cke tt nlivc..__..._..._tz_Q.___yea.ra Immediate cause of death
7. Birth date of deceased May 18 1875 |- 2&9
| (Month) (Day) (Year) . .
o 2/
4] 8. AGE: Years Months Days 1f less than cne day Due to Ottt < C"‘"W
E 69 7 19 hr. min
a ] / N . Due to
E 0. Buthplaee. JRockport .o .ZtﬁliSﬂllI?J.._
{City, town, or coanty) (Stats or foreign country) ]
g |[ 10 Ut occurmtion retired._ Bl dg, an trac tpr__ 2:;1,;?,,1,,,_, Y
- 11, Industry or business > N B \ 3 PHYSICIAN
1180 s vame..James A, Bickett Y g, Y TSNS —
el = o Tad : R - ' nderline
£ {121 s binwoce _LeBanon _Kentueky. / 2 A e Caoeto
{City, 3 L {Staie or foreign country)
E 5 14. Maiden name . Y TS a%’éttl Duﬂn ' Of autopsy . Eg%::ﬁghuf
. . istically.
E E 15. BMhm---—Bﬂ%%m%e—_mm M 22 If death was due to external causes, fill in the following: “ o
= 16. (a) Informant Mrs. G.F. Bickett (z) Accident, suicide, or homicide (specify)
& ®) Address.. 513_No._ 2th.Street, () Date of oosurrence,
17, (@ ._burial (5 Date thereot..._. 1/ fA5 |[ (9 Where did injury occur? i s Mo =
{Burial, cremation, or removal) (Monibh) (Day) (Year) (d) Did injury occur in or about home, on farm, in industsial place, in pubhc place?

© Piace: buiator cromation._ Mt O1livet . Cem,

Specity Lyps of place)
18. (¢) Sigmature M’ﬁmtom ¥ @#WW “While 8t WOTKuvs e ey 5® Mtenns of injury..... O __________________

b) Address -~ 319 So..
@ l/(" /45 . p|| 23. Signatur ﬂ W et Al BBt ... (M.D. ornthu)_?_z_(ﬂ-
19. (a) Q (5) cenn? NS . Sl a4 { 7
(Date reccived bocal rextstrar) (Texistrar's signature) Address__ A%t ;r -y | L.m_ . Date signkd.™

’ 3 7 -7 (Licensed Embalmer's Statement on llevenc Side) R



STATEMENT BY LICENSEDD EMBALMER

* I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, es-by= ...

., Registered Apprentice No .

Signed. P - L M{ %"‘""7

Licensed Embalmer No / / ﬂ

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW ING. (Failure to coprply with

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.



