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

DEPARTMENT OF C(wﬂ% 194§'HE STATE BOARD OF HEALTH OF MISSOURI 32804
= ReED TANDARD CERTIFICATE OF DEATH State File No '
Registration Disttict No._.._.,!t2..",_“"..... Primary Registration District No...._ J: QQQ ....... Regisirar's No. 11 8 8
1. PLACE OF EG'(I:; :anan 2. USUAL RESIDENCE OF DECEASED:
= Missouri Buchana 2
P o swe MisSOUTL __, ,,, Buchanan 4
(If outaids city or tawn limits, writs * RURAL” and name of towmsbin) || (53 City or town.. St Joseph -4
() I\Eame of hoepit:_il or institution: . {1f outaide city pr town limits, write “RURAL") 4
Missouri Methodist Hosp. @ swetno. 2116 South Sth o 7
{If pot in bowpital or institution, write street number or location) (1 ural, give location) ,0
(d) Length of stay: In hospital or institution / 4/ M-ﬁ-—/ . NO
In this community 26 Years / {8pecify whethar || (¢) Citizen of fareign country? (Yes or No)
years, months or days) H yes, name country.
- MEDICAL CERTIFICATION
3, PRINT }/ / 1 .
yulg fRsr Mrs Dora lleshevsky Oct 14
NTRT o — 20. DATE OF DEATH: Month - © 2 * day
. veteran, . (e
NO N one i year. 91"6 hour, 8 minute 30 P M.
name war, 0. .
- 21, .IAhSEb{_l eer%fy that I attended 4l'.1é;: decmseél t b 14 6
. 5. Col 6. (a) Si idowed, 8 ctober o
.‘-‘ emale / oer V}llt & ? ngle. vfliéwrrl ed / g 197, to. 192 ™.
4. Se divo ===~ || that I last saw h. e_I‘_ alive on........ .Q G ;.Q be_I‘ _lﬁ 1&6
(b) Name qf husband or vpfe_ e G0 {€) Age of hu d or wife if |} 8nd that death occurred on the date and hour stated above. Duration
H 1811 Mes VSKy alive___ =2 Immed;at%cause of death : : ura
. Biveh dote of g ) ) {880 || _Acute corofiary oc¢cliusion 1ew
{Month) {Day) {Year) . N nilr's.
8. AGE: Years Months Daysa If lm‘than one day E :
I8 66 o o : earl disease,
| i - hr. B e arteriosclerotic
9. Birthplace N : Russia -_/ - -
{City, mirix. or county) . f {State or foreign country)
. 9 us . PR Other condition
10. Usual occupation Q ewile .1 (:mzlud-er kam' : ..y within ¥ months of deatk)
11. Tndustry or business - PHYSICIAN
B( 2 vame_ A Sembler . . .o -y WU e e g 6N —
& /| Q\ \ \ Underline
« ) Russua {f‘ h the cause to
= { 13. Birthplace “‘r - St [ / } | levhich death
5 { 4. Maiden same %%‘ﬁ?fé‘&*“ Rot Knd&im g Of autopsy Lt i fp et should be
_ Rus ia tistically.
§{ 15. Birthplace (City, town, or counta} (Suuorfiehnc m/;z') 22, If death was due to external causes, fill in the following:
16, (6) Informant -Bennie Sembler: R (a} Accident. suicide, or homicide (specify)
(5) Address St Joseph 2 Mo. (4) Date of occurrence
17. (@) Burial ' ) Mté thereof /0 "/6"" ‘/é (¢} Where did injury occur?. T o
(““ml' eremation, or "“"’““S Shi mi""‘h’ ‘DC") (Year) (d) Did injury occur in or about home, on farm, in industrial plnce in pubhc plnce?
{c) Place bunal or t:r-m-'ﬂmﬂ hadre 2110 4 Elil %m 2
18." (a) Signature of funer.:]l_ g,écté,, gl eﬁrouan & Son Inc. |- 'vw': 11:;.'5 work?.__. u'« e '_“('w‘i'{:ah;;,of tnjary. ______:___:_: _*_ e
w 0eE.25,1946 =275 . S o5l
o 9 0CES b W gnatere_ 7 R
@ {Date received bocal recistras) ® {Reristrar's signatarey ~ Address 70‘ 1 ...A,._.\S{_’T_},.nﬂid Date signed. 40, ,‘4._{.6
4 @ (Licensed Embd.mer o Statement on Reverso Side) ¥ 4
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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, o®BY

‘mer No 3308

working under my personal supervision.
P. 0. Address_ S b Joseph, Mo,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




