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WRITE PLAINLY—USE UNFADING m&?ﬁlﬁ

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

THE STATE BOCARD OF HEALTH OF MISSOURI

BSTANDARD CERTIFICATE OF DEATH

EILED MAY 27794

Primary Registration District Ne__/ﬂﬂ.é',-

State File No 16,735
Registrar's No......... $ 24 (V¥ 2F

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: J
Jackson . . y
(@) County...... Katisas Lt (@) sace_ Misgourdi o) county :
(b) Clty or town Y X 7
(If outside iL¥ or town limits, write “HURAL" ond name of township) (¢) City or town I@x‘lngtoﬂ 2
(¢} Name of hospital or institution: (if punside city or town limits, writa “"RURAL™ b
Osteopathic Hospital O @ Stceet No 724 Highland 2
(IT not in hoapital or Institution, write sireet number or locntinn) (Ef rural, give location)
4} Length of stay: In hospital or institution
@ e @ ¥+ T hospluta pecily whether || {¢} Citizen of loreign country? NCe {Yes or No)
In this community.... ... A8_ahove <
years, months or days) I yes, pame country X
MEDICAL CERTIFICATION

3. {a}) PRINT Ha Lind
FULL NAME rry Lindblad _

N e : 20. DATE OF DEATH: Month___ MBY day.... 19
3. (b) Ifvet R 3. {c cial Security

@ veteran Noe N D year. ... 19.4.6......._.hour 10 400 ......... __minute.__ P ..
[ I— S
ame war Cll 21. T hereby certify that I attended the deceased from 5:' / z f G
487=01=1& 9 99 —
ﬁ 5. Color or 6. (a) Single, widowed, married, 19, to = - / wd 19z6

4. Sex male | race white divorcad.....%.!:!..i_..f_q_.;. that I last saw h_ef atalive on = - LY s 19‘7"
6. (b} Name of husband or wife. . ... uwe.. 6. (€) husband or wife if

. Hrs, Elizabeth Liniblad | ARRROWRy cars

and that death occurred on th e god hour stated above.
Immediate cause of death.. AA.EMA-U‘W“"

Duration

7. Birth date of deceased.. Liay 16, 1907  __ {l--S eomeee £
{Moalh) {Day) {Year)
e
8, AGE: Years Months Daya If less than one day
39 11 29 he, min
9. Birthplace ...I.T_l,ﬁﬁ,@_llrl.
{City, Wywn, or county} {State or foreign munlry)
. Other conditions,
10, Usual occupation Insurance Agent ther conditiont.....oo

11, Industry or business Insuranoe M Fer—— [ PHYSICIAN
= . a . . ﬂ. or nndin;
12. Name . JOhn Llndblad -1 .t i jC)t'o;)nemtmns e
' Sweden 7 e cacse b
& L 13 Birthplace " (Stata or forci try) ' wt}:d Chﬁﬁgh
Jlata of foreigm conntry, Of autopsy shou e
g 14. Maiden name... Z‘-.&.Il@.ﬁ.ﬁr gguns . charged :m-
g 15, Birthplace preree pr—— S‘gﬂ i?;z?m Z:) 22, If death was due to external causes, fill in the following:
¥, town, ar ¥) coun
16. (a) Informant Mrs, Elizabeth Lindblad {a) Accident, suicide, or homicide (specify}
@ Address_ 124 Highland, lLexington,. Missouri||® Date of cccurrence
1. @ removal ‘(5) Date thereat Sl 5-46 {c) Where did injury occur?. pErpry— pro—— prm
(Barisl, cremation, or removal} . (Mcntb) (Day) (Yees) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
(¢) Place: burial or cremation Lexington, Missourl
18. (a) Signature of funeral dii-ector_.__._s.tine...&...M.GCIIHI.'O,..........-;._._
® Address. 9209 Gillham Plaza, o Ve, Mou
19. (a) M._Z@M @ ol A e
(Data received Jocal registrar) {Registrar's siznature)

(Licensed Embulmer’s Statecment on Reverso Side) | L el R




STATEMENT BY LICENSED EMBALMER

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

............... , Registered Apprentice No

working under my personal supervision. ﬁ W %W‘/
Slgned ﬂl/u /Q

Licensed Embalmer No 4/ 7?
P. O. Address k [7 M

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the'nbove constitutes grounds for revocation of license.) . .

] If this body is not embalmed, fact should be so stated above,




