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1. PLACE OF DEATH: .
(@ comnty._uchanan
(&) City or town *-Jt JoseDh

(11 oulaide city or town limits, writs “RURAL' and name of towaship)
{¢) Name of hospital or institution: /

1619 Jule 3St,

(If not in hoepital or justitution, wWrite street number or location)
{d) Length of stay:

In hospital or institution

60 Years

{Specifly whether

In this community..
years, months or days)

2. USUAL RESIDENCE PF DECEASED;

RS e do s
(@) State Miassoury ) County
St Joseph

Buchanan //

() City or town.. 4
(If outside city or town limite, write *RURAL™) r
@ Street No 1619 Jule St -7
{Lf roral, give location) '
(2) Citizen of foreign country? No (Yes Ol’.ﬁi\fo)

If yea, name country

3, {a) PRINT
FULL KAME

Louis Alvzs Huff

3. (&) If veteran, . 3. {¢) Social Security

name war... ) O N None
. Color or . 6. {g) Single, widc:\:vgd. married,
4. Sox Mal e f Whit divoroed.....T.....:.]:...._

6. () Name of husband ot wife. _____.

Tda

v G {€) Age of husband or wife if

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month... 110V day... 19
year. l gll—6 hour. 5 minute 30 P M
21, I hereby certify that I attended the deceased from J/

19! f/é to. . fi"ﬂﬂ[’ 1076
ltt{ﬁf{ Iast saw h &t alive on '1" 5’ 1%.

and that death occurred on the date and hour stated above.

Duration

SE UNFADING BLACK INK--MAKE A PERMANENT R

AlEVE e e years || Immpdiate ganse of death "
7. Birth date of deceased.._. AULUS t 12 1l 8 6"!’ L‘ﬂwﬁ [M&f Ul;é’ﬂ-l’ld M{,‘,::r )
(Month) (Day) (Year)
. 8. AGE: Years Months Days If less than one day Dute to
, H -
. /#7 O 2 ) 3 7 hr. min b ;
/ ue to .
* 9. Birthplace... ‘< R I1llinods 4| "2 P - 2
- Gn.y. wwp, or &o or foreign country) E ‘
é < 10. Usuat i ! G‘t lI'Ed Htreet c I‘ bon{luc m&'rcondluon& _(ﬁﬁ-u‘u« ot |
- Usual eccupation (Taclude pregnancy w-:hm 3 montha nf deaﬂ.)
- 11. Industry or busi PR _— __\-_L.(.. d_IJ"tJ‘ wd"" PHYSICIAN
I = I1 ‘ ~/¢ > ~ ‘. - .M.zuor ﬁndmgs . '
- B § 12. Name diox 17 - Of operations:......... ‘
- B a‘m’ / hUnderIine
Z = { 13. Birthplace.. ... ..M' t 1 ‘\ ) :vli:::g 51::;
- = Wp. Msmm or foceign country) Of autopsy....... Should be
5 14, Maiden name. ... 2 " v |eharged sta-
[-M E w_'__ M lfi/ __....itisticatly,
E g 15. Birthplace (C“, w'm or county) (Stato or Gurcign cauatey) 22, If death was due to external causes, fill in the following:
g || 16 (&) Informant iFs Helend Va nCleve. ' i ....7 || @ Accident, suicide, or homicide {specify)
B ® Addram 15 '; s)t JOog e’ph o - (5 Date of occurrence
17. {(a) B url al . ) (Jb) Date t:hereof II -z-/-' v‘ (c) Where did injury occur? (City or tawn) (County) State) ‘
o (.li“f*u: f-m:mm' ” “m"]) ‘ I J outk) (D ). ('Y“') (d} Did injury occur in or about home, on farm, in industrial place, in public place? ‘
(c) Place: bunal or crbmahnn s aa AL 2 Y |
Lps . Fleeman bon"-j-nc PRI T T N (Specify type of place) ;. N
18! (a) S!gnature of' funeral dlrecEE S }1 5 thle at wurl(? ; Fane of m)ury - i
“" oF.cosephaio. 2 ém:w >3
vAT B <l M. D. or oth, i
19, (a) N OV ? 1 1946@)6 @ . . --—-——..’.ﬁ. 23 nguature_f 4 M ( or ol e:) m y‘
(Date received Ioenlrelnsunr) epistrar’s signature) Address..... &'ﬂ' M AN S . Date signed . l ;

- 4

3’ é/ J.—-— (Licensed Embalmer’s Statement on Rﬂ“%lde) V




P
RO P N N . , -
- *\ ML PR
' »
AN .\ -~ % \t
s - . L ;{ b B\ 7%

\ Y *STATEMENT BY LICENSED EMBALMER
R “"1¢z ‘» : '

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

working under my personal supervision.

P. O, Address....

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.)

. t = '- \l " . '
N I this body is no% et:'lba]m:ﬁ;' fact s_ho‘ﬁ[‘d‘!){so stated above.
" ; Ry :

oo . N\ A‘V'qﬁ




