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DEPARTMENT OF COMMERCE

Bumu OF THE CENSUS

BILED MAR 29

THE STATE BOARD OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH
Primary Registration Distdct No..%égi—\,

State File Na..._.__.__sm .
Registrar's No._.._j.i_ﬁ.,ﬁmm

Registration District No....... L. N
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED; Q
Jackson Lrs . 177
(s) County. Peisas CIty (&) State Missourl . coumy. dackson =
(b} City or town - w C3 7
() N f b r.a.l or 1;3:{1:"“ il weite “KURAL 42d oama of sowaship) {c) City or town.......- Kansas Cit Y ~
c ame o ([ outside cit town limits, write “RURAL" ™
eneral ﬁo‘spi tal No. 1 /) . ity or town limite, wi ?
- {d} Street No 1242 _Tenn
{If not in bespital or institution, writa street namber or location) {If rural, give location)
() Length of stay: In hospltal or institution.. ... B QB F S /)
. (Specify whether || (¢) Cltizen of foreign country? {Yes or No)
In this community. 60 Yeanrs
years, months or days) If yes, name country.
- MEDICAL CERTIFICATION
. PRI e T e g
il Ne_ /afiris: Fredsritka Baeder .
TR ) Social St 20. DATE OF DEATH: Month_ MBTCH sy _ 10
3 teran, . (¢ urity
o veteran r. N year 1945 hour, minuta lo P' M.
name war. Na No 0.
21. I hereby certify that I attended the deceased from
§. Color or 6. {a} Single, widowed, martied, Barch B 19___%__&" Marech lo m4,5_
4. Sez..f.'gmalg..‘!_.. race. White | avorcea.. Whidow that Tast saw hE T aliveon. MATCHh 10 WA
6. (b) Nameof husbandorwife. ... ... 6.7(c) Age of husband or wife if || 2nd that death occurred O“d'he date and hm.'lr stated above. Duration
________ August Beeder © alive.......= . years|| Immediate cause of deatn. ¥ Q0EESti Ve heart
T, Bith date o docsasd ... MBLCH. 2Qth._ BT failure
Dny) (Year)
8. AGE: Years Months Days If less than one day Due to. 4
[, .| AP . .1 0. 1
79 11 20 amm Due to P )
9. Bisthplace Germany Y ad
(City, town, of county} {Stats or [oreign country) v | -
N Other conditions.
10. Usual occupation.___.. Atﬂame un:;:d. Dregnancy within 3 menthe of desil)
11, Industry or buxiness PHYSICIAN
s . ‘ Major findings: . .
é 12. Name____..___ Fleming e Of operations . )
g / the catae o
; 13. Birthplace. ..__..G_ ._..,_.:_,_.. -~ 'which death
-(City, fown, or aounty) (State or foreign conatry) Of autopsy nNOone should be
E { 14, Maiden name ... 20 coxrd : ! , chaggeﬁ 8ta-
v . . tistically.
.c\j . (_ 7/
15. Birthplace........... - —
§ plaoe. (Caw. Mr-m = Y Gtate orf ooantin) 22, If death was due to cxternal causes, fill in the following:
i6. (a)- Info b Mr._.Ened_A._BE ie'!' (6) Accident, suicide, or homiclde (specify)
® Address........... 1 220... ast Armour (%) Date of occurrence
didi 2
17. M..._,_,._m )l ® Date thereof”___ 3131345 || ) Where did injury occur e T P
(Bozial, cre ) . (Moath) (Day} (Year) (&) Did injury oocur in or about home, on farm, in industrial place, in public place?
(c} Place: burial or crematiou#......hpouszt Hilt
_ ) A— of pl
18. {g)} Signature of funeral director...... M.rs aLalie FO!‘..S ter .l While at WOrkRat ... s {i p‘:‘_{, ?,.1)” {:;::) fi mjury..._.Q o .
() Address - City . Missourd T e A s :
23, Smnat Eal e — b e LD rother)... ...
19. (@) Q=2 _._.ys. ® . ﬂm_a ﬁw-u D
@ m.um‘.‘;;-d / wre) ied. ir. en Ho Sp be mzne;) 1_2_45

{Liccnsed Embalmer’s Statcment on Reverse Side}
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STATEMENT BY LICENSED EMBALMER . = - veoel L

X 1 hereby certify that the body whose name is recorded on éhe reverse side of this certificate was embalmed by e, ordry=- .
; .» Registered Apprentice No ' B .:,

L o - ;.

.working under my personal supervision.

- Llcensed Embalmer No ,.? ,7,_;). ...................

Note' The above MUST BE SIGNED BY THE LICENSED FRIBAL’\‘[ER in his OWN "ANDWBITTNG (Failure to comply with
thé nbove constltules grounds for revocalmn of license. ) -

-

L— .i ' 4

If thls body is not embalmed, fact should he so stated above.




