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

DEPARTMENT OF COMMERCE

BUREAV OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

EMLER, JuL,. 9 146

Primary Registration Dlatrlct Ne......

14000 764

Registrar’s No.

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

4

(a) County Rli'ic hana nnh @ sae. Missouri . .. ® couny BUChanan 2
(%) City or town_.}o‘%m - gugﬁhe@ TR T e T ™ '(5) City ot town Bt. Joseph Mo o
(¢) Name of hospital or institution: ) i (If outaide city or town limits, write “RURAL") I
Missouri Methodist Hospital { @ sweet Nooond & Gene Field R4 7)
(If not in bospital or i ion, writa street I‘y:sha (If rural, give location) [y
{4} Length of stay: In hospital or institution ays i} no
(Specify whether () Citizen of foreign country? {(Yes or No)
In this community S50 years
years, montha or days) If ves, name country.
3, Eﬁ PRINT Edward ¢, Hendricks MEDICAL CERTIFICATION
FULL NAME 20. DATE OF D onth___JUNE 14
3. (b) If veteran, 3. () Social Security F«i%éﬂ 0 O
no o AT hour........_. minute .. LS A M
mme 21, ¥ hereby certify that I attended the deceased from.... May 25
1 D 5. Color or h . -t 6. (a) Single. w1dowedd married, 19"_4_&0“_"__“ J 1.].118_15 19, 4__6 )
4. Sex Ma e i race. Wil 2 d‘“’wed'lvl Ower that I laét Baw h..im alive on J'I_] ne 13 19...4.6
6. (5) Name of husband or wife. ... ___. (cj/Age of husband or wife if || 20d that death occurred on the date and hour stated above. Duration
M . aliVe oo ¥EATS Immediate cause of death
7. Bisth date of deceased. Jo oAt | & | € TT .Cellulitis of Lf..Foot.=
on ay, ear; K
4 Mo @ar) (Year) Accute suppurative 10 days
8. AGE: Years Months Days If less than one day bR O ther Conditions:
(p? & a2 . Generalized. Arter:_:.__oscler031.3
- e mi || 2. Chronic Myocerditis
9. Birthplace uninown. a - .
(City,.wwn, or county) {State or foreign country)
10. Usual occupation Dairyman S E T L C A Y . ) O(?Bﬁf.ﬁf;deﬁ;:y wr.u:m 3 months of death)
11. Industry ot businesa PHYSICIAN
5 nd ' T e <k Malo‘)froﬁxiﬁgélgusns LT I ! LTI e T/
12, Namp YRS, < o LAk " : . - TR 5 f +» - 0f operations:._..... .. I .
- Underline
= juIsl.o s J
g{ 13. Birthplace. i s - 7 . l { 3 = :‘hlcwﬁléieatﬂ?l
o {City, town, or county) *{State or foreign country) Of autopsy should be
14. Maliden name unk : 4 el . |charged sta-
E k M o Aol tistically.
% 15, Birthplace. TR Pe———— e oYM pp— 22. If death was due to external causes, fill in the following:
%. @ Toforman ML ROY Ti11i@ "1 0 " || @ Acldent, suicde, or homicide specit)
) .
® Addreas Industr 1a1 Clty - MO |} ) Date of occurrence
7. 8) . Burial .. -7 @ Dt inereof __5_—_'[_5.. L || @ Where did injury occur? Wiy erioes " Gonniy
(Burial, cremation, or removulh shlan d 0 e&]}. (Dﬂﬁ “’“ﬁ (d) Did injury occar in or about home, on farm, in mdustnai place, in pubhc plaoe?
(¢} Place: bnnal ot cremation. ®
18. (d) S:gnatm-e of fuheral director. BB.ITY Funel‘a.l“HQDB" | SN ‘i WC_ o ____ml_r_’ ‘(’L‘)” 3&1;';;)05 miury

19, (‘,J'UJ.Y 8, 1946 *

addrees SE e JOSEPh, Moe .

KAL A

(Data received local registrar)

23.

While at WorL" :

ToaTTa

Address.

R BIGE: ') Ducsamab=id=

o ;
% (Licensed Embalmer’s Statement on Reverse Side)

St.Joseph, Mo.




_STATEMENT BY LICENSED EMBALMER

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

e . e ennn ., Registered Apprentice No.

working under my personal supervision.

B _ Licensed Embalm -
P. O. Address =
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR

the above constitutes grounds for revocation of license.) . .

L. . Lt
If this body is nzt embalmed, fact shauld be so stated above.




