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STANDARD CERTIFI

HE STATE BOARD OF HEALTH OF MISSOQURI

CATE OF DEATH e 5 3o 20532

Registration District No.........z g z_... Primary Registration District No / 209 Registrar's No.___..___._m
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
Jacksen
(&) County Jackson ..o (@ State. Missouri ¢ County. Jackson P
(%) City or town ansas . o
{11 outside ity or town limits, writs “RURAL" and name of township) (&) City or town Ka.ns as Ci ty

(¢) Name of hoapiml or institution:

St, Joseph Hospital /4

{If oot in hospital or institution, write street numher or
{d) Length of stay:

nl.mn)

In hospital or institutlon

20 Years

(Spod:l'y wheather

In this community
years, months or da ya)

{If outside cily or town limits, write “RURAL")

2716 Troost Avenue

({If rural, give location)

No .

3
{d) Street No ‘?

g
{¢) Citizen of foreign country? (Yes or No)

1i yes, name country.

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

MEDICAL CERTIFICATION

3uia FRINT  BVERETT W, MILLER
FULL NAME .
20. DATE OF DEATH: Month AUZUST day.. 2th
3. (b) If veteran, 3. () Social Security 1945 -
pame war NO N°703_03_8?74 year. hour. minute M
21 I hereby y tha ttended the deceased from.
d $. Color or 6. (o} Single, widowed, married, || =~~~ MMM?“A 19..
4. Sex I‘Ial e I‘lf"vrhi te divorced._.M_g.IIi.e.g-..’ that I last saw h alive on to_ ;
6. (5) Name of husband or wife........—__. 6. (<) Age of husband or wifeif || and that death occurred on the date and hour stated above. Duration
Helen Miller nllve...._._s.?...._..._...yws Immediate cause of death
7. Bicth date of deccased..... MBY 12th 1906 ||... T‘ ... 2y x.tc,_.....h 8 = NS, S
(Montb} (Day) (Year) A —_—
8. AGE: Yeara Months Days If less than one day
29 3 12 hr. min T
9. Birthplace.......EalTplay Missouri O
{City, town, or county) {Stats or forcign country) N 0/
. Other conditiona
10. Usual occupation Mechani c (In:lll-l-de pregnancy within 3 montba of doaih) X{
11. Industry or business 5 o . =~ \1‘ PHYSICIAN
=1 lajor findings: ————
ﬁ 12. Name,,_,J.amﬁﬁ Mill er +Of operations ) . . % . _—
> ({ S the cause to
z 13. Bmhpm..__gﬂlﬂm b lwhichdeath
‘ﬁ' e “"“' "‘“" (3taie ar foreign countey} Of autopsy n 5. ORAONVE should be
5 14. Malden name & een b t . . N ffxi.rgeﬁ Bta-
stically.
g 15. Birthplace. ... m&ﬂ%ﬁ:&%— (Smu}«iir-ug-ignocﬂip 22. If death waa due to external causes, fillin the following:
16. (o) Tnformant. MrS. Helen Miller. : : | ta) Accident, suicide, or homicide (specity) '
) Address___.2706. Troost Avenue : (6) Date of occurrence
. (@ - Burial @ Date thereof.._ 8/ 26/1945 || (@ Where id injury occur? iy o vowa oy Bea
{Burial, cremalioo, of remaval} ) (Manth) (Day) (Year) (d) Didinjury occur in or about home, on farm, in industrial pl:we tn public nlace?
{¢) Place: burial or mmadonwm.eﬂ.ms__ﬁill.n_..M.Q.-..._._..__.._
1 3 P f ].H:ﬂ K
18. (o) Signature of funiral ;iri?anejgag };:rtu‘:ry & Chapel e at workommoo e 5 S o L S —
es T ree
® Address ?(: 5 ﬁ7; ; Z éz . g'e E Signature.. h&ly\ﬁr_%\g.m . pM D. sgablects.......
9. (a) {Date received loca o @ {Bu’i:lr!rlui[a.-tmi T Address.. [ A WJ nl nA l 2. r\’ S b\ (- elg'nedﬂ lli,%

{Licensed Embalmer's Sta

tement on Reverse Side)

Bl—. Sog

lwi K'C'P‘)}



STATEMENT BY LICENSED EMBALMER

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

, Registered Apprénticé No

s W . . éw

P
working under my personal supervision,

Licensed Embalmer Nn %\5 \5\2_\

P. O. Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN JIAND RITINC (Fnilu}e t
the above conatltutes grounds for revocation of license.) . -

If this body is not embalmed fact'should'be s0 stﬂted above.




