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

+

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

We JuL 3 1945,

Reglstration District No. .._....,.._,.

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration Distret No.._ /d_ﬂ_z_

State File No. ..:19:”&% .......

1. PLACE OF DEATH:
Jackson

Kangas City
(1f putside cily or town limits, write “RURAL” end name of Imm-hip)
(¢} Name of hospital or ipstitution: /,
&

Menorah Hospital

{If not in hospital or jnstitution, write strest.
(d)} Length of stay: In hospital or institution.

42 Years

(a) County
{¥) City or town

nmber or lomtnn)
Y5 =lo-2/-
(Spuctfy whel.hcr

In this community........
years, months or days)

chl'stm:'s No. 2680
2. USUAL RESIDENCE OF DECEASED:

(a) State Mo. () County...... J:B.CkSO.ﬂ...._.....:_.j;_ ......
(¢) City or town Kansas_Ci ty -

(If cutside cily or town limits, write “RURAL") . (‘/
{d} Street No. 554 8 TI‘&.C}F )

’./ (1t rural, give location) i

(¢} Citizen of foreign country? Na l (Yes or No)

If yes, name country.

3. (o) PRINT
FULL NAME

JULIA ETSEN

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month... JUNE a1y 21
3. (8) If veteran, 3. (¢) Social Security 1945 " 2 A
year. OILE. minate M,
name war-g" . e e g No..NQne,...
W 21. 1 hereby certify that I attended the deceased from
Female / 5. Color or te 6. {a) ansle- widowedl-‘f;r&ied. - I 4 ".... B - Y :'/,s._. 19
4. Sex i race. divorced .o that  last sgaw h alive on . 19
6. {8 Name of husband or Wife ..o 6. () Age of husband or wifeif || 2nd that death occurred on the date and hour stated above. Duration
HFait
Abe M. Fisen live.. 51 Immedijate cause of death [ Y -
alive._. &4 years t E
7. Birth date of deceased.. OCt L 7 2 1896 .........
{Maonth} {Day) {Year)
8. AGE: Years Months Days If less than one day Due to
48 8 /
hr. min
. ” Due to Fon 3
9. Birthpuee.. ChiCBEO ILL. ! o
{City, town, or connty) (State or foreign country) q b
Oth diti
10. Usual accupation Home Duties + (Inclade progansey within 3 mosths of denth) b
11. Industry or b S ' PHYSICIAN
. or findings: -
g 12. Name J.B. Lefkovitz : Of operations B
B 2 / / thogme::e?;
2\ 13. Birthplace Not Known Austria 4 e ek
(Cit ty) (Stata or foreign country) Of autopsy should be
E 14. Maiden name INM'E w £ P chaggeﬁ Bta-
- tistically.
§ 1s. BMhmm‘aEN“S;E%}P" Gtate or foes wumf“;,ﬂ 22, If death was due to external causes, fill in the following:
6. (&) informiane A€ M: Eisen . ' ¢ (a) Accident, suicide, or homicide (specify)
(8 Address 5548 Tracy (® Date of occurrence
- 1948 ¢«) Where did injury occur?
17. (a) Bu'rial (8) Date thereof. June 22 94 jp () ere oy {Chy or town) (County) {State)

{Burial, cremation, or removal) (Monib) (Day) (Year)
(< "Place: burial or cremation Mt. Carmek Cemetery

18. (o) Sigaature of fupere) djector {and Louis Funeral Home.
() Address
-YS &

19. (a)
{Diate reccived local rogistrar)

) (Htpm.rnr l siguatore)

(&) Did injury occur in or about home, on farm. in industrial place, iz public place?

. {Specily type of place) .
v) M

W

+ While at work?__g\_ " eans of Injury. 2™ . erireen
. . Ly
23. Signature......——.f_4§ 7=

(Licensed Embalmer's Statement on Reverse Side}




|

Teus

[

aaney

-

working under my personal supervision.

the above conatltutes grounds for revocat:on of license.)

If this body is not enlb‘?[med, fact should be s0 stated above.
. . L | i

v

Signed.,

STATEMENT BY LICENSED EMBALMER '

" Registered Apbrengice No

P. 0. Address..

‘la

.

v
1. .
MR O
1.
v
:
] Iy

PR

[

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

Note: The nbove MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWR]TINC. (leure to comply with



