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

r

[RE VA

DEPARTMENT OF COMMERCE

FILED JAN 40 193

THE STATE BOARD OF HEALTH OF MISSQURI

By or s Caxsus 7mmmmmGMWMEmDmm sae rie o QDA

Reglstration District No... Primary Registration District No.___ 1000 .__ | Registrar's No 22
t. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: / /
Buchanan A ; B _
{a) County @ State ﬁlsgourl ® County ucha an L S/
(8" City or town.. =il s _Josenh ==

{If outside city or town limits, write "RURAL" nnd name nf wwnl-lnp)
€ O ,

{c) Name of hospital or institution:

2509 South

'vu

{If not in hoapital or institution, write street numhfr or localion}

{d) Length of stay: In hospital or institution

In this community. ’50

vears

{8pecily whether

years, months or days)

;c_) City or town... St- JOS eUﬂ ) T 7: o

(If ontsido Cily or town limits, write “RURAL") a
@ Street Noo. 20092 _South 22nd

(Lf rural, give location)

(¢} Citizen of forelgn coutry? no {Yes or No)

If yes, name country._.

(a} PRINT

3ol PRINT 134 »abeth Ann. Kuhn

3. (¥ If veteran,

3. (e} Social Security

H

MOTHER FATHER =

name war........ 1 OT1E no ONE
o E/ 5. Coloror | ’ - (a) Single, widowed, married,
. s femal . White ﬁdiﬁmi__zf_-r_}ég}:i_...._..
6. (bé Name of husband or wifc..............._.....‘._... 6. (¢) Age of husband or wife if
eorge M. Kuhn AliVenooyears
7.¥lll§‘irlh date of deceased.... J anuary 7 . 186 7
v - {Month} {Day) {Yoar)
8. AGE: ' .Yca.rs Monihs Days Ii iess than one day
42 -
{5y, 79 | 11 23 . i
7 " . P
o, Bintohe. COullford Missourli 7

{City, town, or couaty)

{8tate or forcign country)*

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month_ 9800+ qay.. 2tD

yeat. 19 4..’? hour. 10 minute 5 5 P M.

21, I hereby certify that I attended the deceased from....... lo‘f_l*f,

19y om0 (P wkE7
that I last saw h. Q-_V‘nhve on ' ~_ £ i 19_..1.. H 7 P

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

Duration
Immediate cause of death.. s T

VR DA Ar PPN ¢ Y. f””ﬁiiff

. QOther conditions
10, Usuzl ocecupation 2 t hO me {Include preguancy within 3 months of death) y
1. Industry or business A t hom A | L PHYSICIAN
Major findings: . L : ' JE—
W B.. Graves. “Of aperations RS s -
12, Name ¥, . ve / pe Vi sj Underline
13, Birthplace. . JINKNOWN Missouril) o _ the cause to
* " (Clly own, cr coaoly} (Sum or fureign country) Of antopay........ should be
14. Maiden name. S22 an Gr ay. / " . . c.ha_!'geﬂ sta-
. Indiana ey
15. Birthplace (él:" :'Y: ‘::_'ﬁunmy) Biats o forcian omamtes) 22. 1i death was due to external causes, fill in the following:
16. (¢} Informant.._ Mrs, Clarence V. Hill * (a) Accident, suicide, or homicide (specify)
= o adres 5t.J035ph,, o, - ) Date of occurrence
. : 3/4 Where did injury oocur?
17, {(a) bur 1 dl (b Date thereof, /8/ {c) ere injury P ot G

{Burial, cremetion, or remaval)

Swinford Cemetery

{Month) (Day) (Yoar)

" - (¢) Place: burial or cremation
. A T ) 1&2 ﬁ '
18, '(3) Siznatfn'e of fufieral diredtor..... L Y Aie. -

(%) Address St.

@ L= E- KT »

(Dats raceived local repistrar)

(d) Did injury occur in or about home, on farm, in industrial place, in public place?

A (Spnmfr type of place)

th]e at work? (.‘.) Meang of uuur




P

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, SF5%.

egistered Apprentice No ,
working under my personal supervision. . W
Signed @/W : Wé/

LA t f
/ Licensed Embalmer No # ¢ /Qg & ‘

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

I " ... Tf'this body is not emibalmed, fact should be so stated above.

) - *




