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

DEPARTMENT OF COMMERCE
Burgav oF mx C

RCRIS‘E!UDB D:smct No S , E g

STATE BCARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.... .7

State Pile No

/002 . 875

Regiztrar's No.

1. PLACE OF DEATH:

() Cotnty.. Jackson

@) City or town..._. ansas. 03ty

uum.m. city or town limite, writs “UNAL" sad nema of

townahip)

2. USUAL RESIDENCE OF DECEASED;
" .

Missouri @ county. JaCksON UJ ;#

Kansas City

() State

{¢) City of town

{c) Name of hospital or institution: {11 outside city or town limite, write "RURAL") -
{. C. General Hospital No. 1l @ Street 4911 E, 24 St [74
M Py . ND. 2 . 0,
(If not in bospital or instltution, write stroet or focation) {If roval, give tocation) o
(&) Length of stay: In hospital or iRstitUHOD...mmmwedeime QA VS es
{Specify whetber " (¢} Citizen of foreign country? y (Yes or No)
In this nity._.. 50 years @
yeurs, months or days} If yes, name country. sw ed,__en
. MEDICAL CERTIFICATION
Fulg ERINT Louis Olson -
3. % ;f 3 (0 Sodal Socat 20. DATE OF DEATH, Monn_ D SDTUATY. 21
. veteran. . (e al Secusity 1945 2 S0 A
ho n *
pame war no No no Year ur. minute. M.
- 21. I hereby certify that I attended the dcceagre_‘d from .
5. Color or 6. {a) Single, meWEd- m.n.rried.,. Yebrua ry 2 194 to Februa I'y 21 1':4'5
. sex. Male 12 race w awarced.. Wi oWed that Tlastsaw him _aliveon... Kehruary. 21 1948
6. (b} Nameofhushandorgfie oo 6. (¢} Age of busband or wife if || 30d that death occurred on the date and hour stated above. . ]
dive.. years || Immediate cause of cearn.. BTQRICHOLRGUMONT 8 | Durssion
7. Birth date of d o Aug 24th 1870 :
{Month) {Day) (Year)
B. AGE: Years Monthe Days If less than one day Duye to..
T4 5 27 Y A
Daue to f
9. Bintbisce... Rweden ... 7 N
- - (Citv, town, umuntn _ (State or foreizn coantry) S e e - = P - ‘U,
10. Ueual occupation... R et‘ 1red GI'OG er‘ v - ?:ﬁ:ﬁ:;my within 3 months of death)
1 . : :
11, Industry or business y e PHYSICIAN
= Major Andings:
& ( 12, Name Qlaf Olson oL ag’fropmtiom...._ —
g N . . L 0 T TS PR .. | Underline
=113 Birthplam........?!.ﬁd.ﬁn 5 . : N : Lhe cause to
- { wn. of cugnty State or forriga country of . hNone n
i { 14, Maiden name. . AW OF) Z auopey : e st
= . Unknown . tiytically.
15. Birthplace . Mo aB N e P : e EE
g irthplace T — Ginte o foreien voaters) 22. 1f death wns due to external causes, fill in the following:
16. (s) Tnformant.. Alb ert. Qls. on.. e JH t8) Accident, suicide. or homicide (apeciiy)
& acdrens. 2838 AuInCy Ave._. ) Date of oecursence :
i @ -Burdal '(3):Date thereol @D 22 T (@ Where did Injury occur? v Sy 7 seea oo
(Buriat, cremation, o removal) (Manth) (Day} (Year) (&) Did injury occur in or about home, 0n farm in industrial place, in pnb!!c phce?
(0 Place: burial or erciation. 1MW OQA - Cemet: erﬁ —
18. (a) Szmatme ol funeral director. Eylar Funera'l 9m e While at work?._. (S ! ‘(’3‘ na?lm,o;

RS B A ST P
1 cogiatrer)

{Dats recelvad loca {Ragistrars -ignunn)

Address L-ed D]_I' ‘"' Gen '] HOS

{Licensed Embalmaer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER
| S ' . )
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 6r by oo

at '
t

Registered Apprehtice No.

SQ&ML‘E a4

| - : * - "7 Licensed Embalmer Ncﬁ é\ f_[ S!
P.O. Address%..ia.-.o..ﬁgma.e.m&m._.

working under my personal supervision.

A}

Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN I-IANDWR[TING. (qulure to comply with
. the above constitutes grounds for revocation of license.}

If this body is not embalmed, fact should be so stated ahove. =




