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DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FILED
Registr;\tiou strict No........

THE STATE BOARD OF HEALTH OF -MISSOURI

STANDARD CERTIFICATE O'F"DEATH
1Q&6 Primary Registration District No.. _/0 al__

16596

State File No

Registrar's No.........

1. PLACE OF DEATH: " 2. USUAL RESIDENCE-OF DECEASED:
@ County Jackson Inoke ff
(a) State__.._... Mig.gowurd - O County. .. . B on L. o
@ Crron o Kaiigas CIty Missours ounty
{If ootside city or town Limits, write “RURAL" and name of tuwnship) (¢} City or mwn_Ka.nggﬁcity 3

(c) Name of hospital or institution:

d

(IF outsids city or town limits, writa “RURAL'}

" Mencreah Hoapital : (&) Street No 229 Yaard Pe rkwgy ‘V
(If Dot in hospital or institolion, write strect or lecal (If rural, give location)} i
- 1l
{d) Length of stay: In hospital or institution ﬁoe 3 26-‘ 6 NGe od
{Specify whether {e) Citizen of foreign country? {Yes ar'No)
In this community AR LT x

years, monthe or days)

If yea, name country

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

ol e Mre,. Cors C. Cohn 15
- PR 20. DATE OF DEATH: Month _ MBY day
. (B , 3. i writ
3 @) ffveteran i no v year. 1946 hour. 9 l25 minute...
name war. b Le Y No g
2t. I hereby certify that I attended the deceased from
/fs. Color or 6. (o) Single, widowed, married, 1037, t0.5=15~46 O
4. Sex fe e.. 1 race white divorced wid d - ‘{hat Ilast saw h alive on. 19, 1
6. () Name of husband or wife.—..._.—._._.. 6. {¢} Age of husband or wife if || antd that death occurred on the date and hour stated above. | Duration
__¥Er, Cha Ge.Cohn a.li\re.......g.g..c.l..,....ycars Immpediate cauge of death ' ol
7. Birth date of deccased September 22 1865 - 3 _}"«_44-1
(Month) (Day) (Your) y)w_w-f& C&M 6..._.__. .
8. AGE: Yeara . | Months Days If lesa than one day Due to 6?%
80 7 24 2 ... hin.
7 Due to
9. Birthplace........... oulsiana :
{City, town, or county) {Siale or foreign country)
. QOther mnrhhmm
10. Usual eccupation at hom r (Includs pregonncy within 3 montha of death} \
x {
11. Industry or b PHYSICIAN
Major findings: - N -
Ca Hirsch 5T omeratioas.. R\ |
E 12. Name 1ran Hirsc 2t OF operations hUnderline
g . Birthplace & 3 Ge rm(;w - o \tﬂhelcmh:é::ag
1. [ . tats of foreign coantry, of autopsy. shotu be
g 4, Malden name........._. ﬁif .._.. ﬂmn ‘} H m;m-
S | 15. Birthplace Alsace Lo ire ce 22. If death was due to external causes, fill in the following:
= . {City, l.own, or county) (Stata or fereign country)
. . o i)
16. (a) Informant Mrs. Ire Do Gottliedb {a) Accident, suicide, or homicide (specify
(4 Address._ 289 _Vard Parkway . Kanses City .Mo. (5) Date of occurrence.
o ?
17. {a) burial - (5) Date thereof 5"? =46 (c) Where did injury oceur| iy o P
(Barial, cremation, or remaval) (Month} (Day) (Year) (¢} Did injury occur in or about home, on farm, in industrial plaoe in public place?
() Place: burial or cremation Rose Hil 1l cem tery
- . f f phace
18. (a) Signature of funeral director. Stim & HGCIU.I"G While at work? ... _____EP:?_'_’ t?)” ‘i{tans)of m,ury__f_'____\ S
@ Address. 3235 Gillhem Plaza, Ko Ce, M :
. . Signature..._
19. (a) e AL £ (b)),

MEDICAL CERTIFICATION

{Date veceivad local reristrar)

{Registrar’s signature)

(Licenscd Embalmer’s Statement on Roverse Side)

O (M D. o
4 . Date signed.. z




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 Apprentice No

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENS
the above constitutes grounds for revocation of license.)

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




