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DEPARTME\IT OF COMMERCE
BurEau oF THE CENSUS

E1LED, V0¥

STATE BOARD OF HEALTH OF MISSOURI b

1948 STANDARD CERTIFICATE OF DEATH

Primary Registration Distrct No. ...,,,.1 OOO

3324
1168

1. PLACE OF DEATH:

{a) County Buchanan
(d) City or town ot. . Jdose ph
(11 outside clty or towo llmits, write “RURAL’ and name of township)
{¢) Name of hospital or Institntion:
Mo. Methedist Hospital d

{1f ot In heapltal or Tnstitution, write atreet number or location)}
{d) Length of stay: In hospltal or inatitution 7. days

(SMﬂy whether
7 _days

In this community
yeary, munoihe or days)

2. USUAL RESIDENCE OF DECEASED:

(o) Stae AN SHS Donlphanf?‘g

Highland Y.
(I cutalda efty or town limita, write "“RURAL") ¢ /

(d} Street No. : 7}
{1t rural, give location)

no

{5) County.

(¢} City or town

(&) Citizen of foreign country? {Yes of No)

If yes, name country.

dpla FRINY _John P. Overlander

MEDICAL CERTIFICATION

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

" (e) -Place: burial or Highland, Kansas_____
18. (9) Signature of fﬁ;’mx @a-:.e_'w_ I

FULL NAME
20. DATE OF DEATH: Month.....JCL. 4, 29
3. (&) If veteran, 3. (¢) Social Security l q 4 5 11 %O P
none No. noane year . hour. minute’ M.
hame ' . 2%, I hereby rtify that I attended the deceased from.
5. Coler ar 6. () Single, widowed, married. [|#__QCH whd o October 29, o 45
) 3 i * '
4. Sex D ale VY race. WIS divorced AT T LA | 1har | tast saw he m ativeon.... 0. u..2.9.., 19519 19
6. (5) Name of husband of Wil€w. e 6. (c} Age of hushand or wife if }} and that death occurred on the date and hour stated above,
Ll 1 itian T - O ver la nd e*r alive... 61 wenyears || |mmediate cause of death Duration
7. Birth date of deceased..._S.ANUATY. 24 1870 Nephritis, Chr. ?
{Month) ({Day) {Year} -
8. AGE: Years Months | Days If less than one day Due to_-.A'It.eIiQS.CJ.BI:.O.Biﬂ.,__genﬁ_r_B1 ?
7 5 9 5 br. min.
Due 1o
9. Bmhp]ace........[i.].u.g.hl and _Kansas_....l__..
. - {City. town, or county) i (State or luscizn codniry) T " N
10. Usual occupauon......._._Eﬁ.tll&d.__fﬁl_fme_ni___________“_ ?:ﬁ::?ﬂ:::, wlthin 3 monthe of death) \
11. Industry or business : — : \ / PHYSICIAN
po i Major fndings:
5 {12 Name...3€0TEe W, Overlander “Of operationa...... _ ) \\N o
e B : L e . . . K R W ) nderline
E 13. Bmhpxace___ unlmow ................ unitnown 9 \ 'v) the cause to
i, (City.. town, of, muuu’ (State or foreign couatry)’ Of autopsy \ :rhocu!dnbe
E{ 14. Maiden name. I‘ah leener c.lha{led sta-
et - tisticaily.
[_- N - v
g 15. Birthplace. (Citlf 2 :{nrl?:iﬂ) (SEP"];S.“H m{u,, 22. 1f death was due to e:lern.::.l causes, fill in the following: !
16. .(a) Informant Mrs, John P, Dvgrla nder () Accident, suicde, or homicide (specify)
(5) Address Hdighl and _Xansasi ) Date of occurrence
7. (@) removal. ® Dm thersot__L0) /30 /45 (¢} Where did injury occtur?

{Burifal, cramation. or rlmonl) (Manth) (Day) (Yenr)

@) Address o319 S0,

lD(ﬂ%ﬁ?&é}m?ﬁﬁﬂﬁw e

Ak s W

egiztrar's signs ture}

, . (City or town) (Coanty)
{d) Did injury occur in or about home, on f . in indusirial place, in pnbllc plaee?

(Specify t(n)- of place,

W'tnle at work? Menns of injury ........................

23. Siznamn:_.....z AL
Address,_Sb e JO 8€ h. Mo,

LA S (M D

Date signed.... 0.4[30

/¥ Y

{Licensed Embuslmer’s Statement on Reverss Side)
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l , STATEMENT BY LICENSED EMBALMER
I hereby_certify that thp body whose name is recorded on the reverse side of this certificate was embalmed by mmy
......... ... Registered Apprentice No .
working under my personal supervision. S :
.(.é..i....,/'/J . M -
- ' " Licensed Embalmer No., %7 .2 7%=
‘ P. O. Address ﬂﬁdw:z 4 A
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR C. (Fa%b comply with
the above constitutes grounds for revocation of licensc.)

el ' ‘

k

If this body is not embalmed, fact should lie s0 stated above,




