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

f

DEPARTMENT OF COMMERCE
Buneau oF THE CENSUS

ctp
A

E STATE BOARD OF HEALTH OF MISSOURI

NDARD CERTIFICATE OF DEATH

p e te Xah

State File No.

Registrar's No...

1. PLACE OF DEATH:

Jaclkson
Kansasgs Vity

(If outxids city ar town limits, write *RURAL" and name of townahip)
(¢) Name of hospital or L{Aftitution

(a} County.
(b) City or town

2. USUAL RESIDENCE OF DECEASED:

i i ackson
Mis souri & County J o z/f

Kansas. “ity 2

{If oulside city or town limits, write “RURAL™) -

(g) State

(¢} City or town

al tospital , & Street No 3026 Jackson &
(If not in hosplta) or inatitution, wrile street numbeg or Eufatwn) {Tf rural, give location) 04
(d) Length of stay: In hospital or institution..... & W ﬂyﬂ .............................. . i
16 Ye ars (Specify whether (¢} Citizen of foreign country? (Yes or No)
In this community........ Lt
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
3. {a) PRINT Amlﬁr‘ A' . A h
FI/LL. NAME A . Agher
N FSweron 20. DATE OF DEATH: Month AREUST 40 21 x
N teran, 3. t urit
3. (B) Ifve , No (¢ Noane ¥ 1945 hour o] inate 50 M.
name war Ne 21. I hereby certify that I attended the deceased from
5. Color or 6. {a) Single, widowed, married, “ugust "E) nugus T 21 1945'
4, Sex Female / | mmWh ite dLvoreed.Wldwla that I last saw h. 2 X% alive on.._ 'Lugustzzl

(8) Name of husb/a-nd [03 o L

1d hour stated above.

6. 6. (¢) Age of hushand or wifeif [| 2nd that death occurred on the dat D .
- wrattan
~Sarmual Asher ..o 8liVe.urunsrrss e years [| Immediate cause of death
7. Birth date of deceased 11 14 1853 __bronchogenic carcinom
{Month) (Day) (Yeur) arter:.oscleros:.s
8. AGE: Years Months Days If less than one day Due to
9 1 9 7 hr, min
- . Due to
9. Birthplace Missouri {/ Zd .
(City, town, or county) {State or fureign country) L; L -
. Oth diti
10. Usual occupation At Home (quli;: :u‘g;:::y within 8 months of death) ¥ =
11, Industry or business SR PHYSICIAN
B (12 Name Peter View *BF operations : o
5 Yoin ; nderine
&= 1 13. Birthplace . . gee apogve which death
(C;N l,owR or counl.y (State or foreign country} Of autopsy ahould be
é: 14. Maiden name o d c%l:;{geﬂ sta-
.......... tistically.
§ 15. Birthplace T A—— "@%1585?%5%,3}' 22. 1f death was due to external causes, fill in the following:
16, (a) Informant. Mr., John E. Asher f {a) Accident, suicide, or homicide (specify}
(%) Address 3026 Jackson () Date of occurrence

17. (a) Eurial_ {b) Date thereof.__8=23=1945 . (@ Where did injury occur? (City or town) (County) (State)

{Mcnth) (Day) {(Year)
(<} Place: burial or cremauou.M.emoria:.l_Par k

Signature of funeral directorsd?'8s..Co Le Forster .« .. .
Kansss City -

{Burizl, cremation, or removal)

18. (a)
(3) Address

19. @ ?— )—33%5-
{Date receivad local fegistrar)

—

{Begistrar & tignaturf)

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

(Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED FMBALMER : -

1 hereby certify that the body whose name is recorded on the reverse side of this Certiﬁcate was embalmed by me, or by

.................... . Reglstered Apprentlce No

working under my personal supervision. é )/ / %
Signed . W

. el Ln:ensed Embalmer No .LJ M
' | | . P. O, Address...: 4(- @ ‘7%

Note: The above MUST BE SIGNED BY THE LICENSED FMBALI\IER in- hls ()‘VN HANDWRITING. (Failure to comply with

the above constltutes grounds for revocation of license,) o : e '

If this body is not elnba]med fact should be so stated above.



