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

DEPARTMENT OF COMMERCE

F ' Lﬁlﬁ.uijolj'rﬁx iENSU; ?

Registration Distriet No...._ 2.

THE STATE BOARD OF HEALTH OF MISSOURI ’5_6‘85‘:

STANDARD CERTIFICATE OF DEATH st Fite 5o
Primary Reglstration District No___[.qa._'z_-

Regisirar's No._....... _2222.....

1. PLACE OF DEATH:
(@) County Jackson

® Cityortown... bAansgs. . City

{If outside city or town hmlu, witts “RURAL" and name of township)

(¢} Name of hospltal or institution?

K.C.General Hosp.K.C. I&.o,“.. 0

(l f not in hospital or imstitation, write stioot nu.i or
ution

(&) Length of stay: In hospital or Instit
In this community ... .52 years

(3pocify whather

years, months or days)

2, USUAL RESIDENCE OF DECEASED: {/’/}
(a) State L{i ssour 1 () County. Ja ¢ Ks on -""].
{0) City or town Kpl?o:.::iih,ilfn}f{mu write “RURAL™) "/ -
PN 5 ;

{If rursl, give location)

(¢) Citizen of forelgn country? (Yes or No)

If yes, name country.

MEDICAL CERTIFICATION

3, (a) PRINT T
FULL NAME_____Lawrence Shonacher ,
PN — 20. DATE OF DEATH: Month MAY __  day 9th
. 3. Social Securit,
3. (b} If veteran, no }: no;‘}é vear._ 1945 howr 11 minute 20 Ao M.
0 .
pame War 21. 1 hereby certify that I attended the deceased from
. 5. Co!or_ql: . 6. (a) Single, widowed, married, 49 2 '7— 4 5 9., to 5_ q -1 5 19
o sex iale D me naite &mm_s ingle |1 e awn 20 aiveon 5=0-45 o,
6. (b) Name of husband of Wife...occvoeree 6. (6} Age of husband ot wife if and that death occurred on the date and hour stated above. Duration
AlIVE o years || I diate cause of death
7. Birth date of deceased UeT‘t 11, 1900 .
(Manit) (Da) e || pulmonary tubereculosis . ...
8. AGE: Yearg Montha Days If less than one day Due to.... .
44 7 L g hr. min
L4 I Due to
9. Birthplace la, I
T - : -(City, town, of county) - - - — -~ . - (State of forcign countsy) o ” A BN B z f/
. STy Other conditions.
10. Usual cccupation laiter ey === | (laclude p ¥ within 3 moaths of death) '5 /Y
11, Industry or business SEaTer Bt PHYSICIAN
Vs or findinga:
(1 veme. fiichael Shonacher o S —— ] ine
£ L e 1 ege
Gily, town, of H tate or foreign country’ Of aut should be
5 14 Maiden name_ | JIAUOE hisolm O ' Gistically.
= stically.
. a = e
S 15, Birthplace L . b ,I 22, If death waa due to external causes, fill in the following:
= (City, town, or county) {Stats or foreign counlfy)

._.
o
-~
&

Informant. 1ECOTA _Clerk .

{Burial, eremntioz;, or removnl)

® augetss. G _Cesleral Hos. Ho. A

(8) Accident, suicide, or homicide (specify)

(b} Date of occurrence.

_1::) ‘Where did injury occur?.

(City or town)} {Cor (State)
(d) Did Injury occur in or about home, on farm, in mdustnal plaoe. In public place?

(¢) Place: burial or cremation..

) (Regutmr- signature)

(Bvecll:r typo of place)
et ) 'T" of njury

(Licensed Embalmer’s Statement on Reverac Side)
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STATEMENT BY LICENSED EMBALMER S -
, o
« '] hereby certify that the body whose narge is record the revgrse sige of this cggtificate was embalmed by me, or by.....o... % .

. ”» o
" working under my personal supervision.

¢

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Fa.l[ure to comply with
-the above constitutes grounds for revocation of license.)

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




