. S. No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI
)M—8-43 U oF THE CENSUS
wsos || FILES” AuG 13 1947 STANDARD CERTIFICATE OF DEATH Stete it No.____ﬁ%%gg
1 X37823 [
Reglstration District No....... ../ e Primary Registration District No...._.M.d..& Regisirar's No
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED:
a () County...... Jaglkson (o) State 2e2 () Count Jackson W
) {8) Clty or town Xeneag City Hissoar: X ¥ !
o (Tf outside city or town limita, write “RURAL" and name of townahip) (¢) City or town...... Kangas G itv
ﬁ {c) Name of hospital or Institution: (If outaida cily or town Limits, write “RURAL") ~
tensral Foenital Mol (@ Street No 217 _Admiral C
{1f pot in bospital or inslitution, write strest mm;b;-r ar location) {Lf raral, give bocation) &
{d) Length of stay: In hospital er instilul.ion........}#— hr"' - N Fa
(Spemfy whetbeor (e} Citizen of foreign country? Q (Yea or No)
E In thia community about 4 months
E vyears, months or days) If yes, name country.
& 3. (@) PRINT MEDICAL CERTIFICATION
[ FULL NAME Lewis Schiaser
s 20, DATE OF DEATH: Month____J0)L¥ day 0
- 3. (b) If veteran, 3. {c} Social Security o) RIS
a name war. None No. None year et hoyr. 10 e TOULE, S M.
] 21. I hereby certify that I attended the deceased from,
E 5. Color or 6. (o) Single, widowed, married, ”'""%’1’?""29" __________________ 19):!-1__' to. a1 :? 3f} 19”2“!‘?‘;
"L 4, Sex._.__M. é ] race Wh___._.._._. divorced..ﬁi.nglﬂ._.._ ,Chat Ilast gaw h __' 2 alive on .Tulv %O 1\9'_._ .
4 6. (3) Name of husband or wife......_.—_.___... 6. () Age of husband or wifeif || and that death octiifred on the date and hour stated above. Duration
Immediate of death
A AlVC e merrecrrrenmsremeerr YERTE
S || 7. Biren date of deceasea Deo 12 1683 %'V and pneumonia
j - (Month) (Day) = {Year) L
= B 1
4] 8. AGE: Yeara | Months Days 1i less than one day Due to
Z 63 7 |18 .
[ || S ———— | 2
a i / Due to..
. 9. Birthplace..... Eh% oria— —Kan - . _
= g @l s lown, of county) = T (State or o?ug-nsoounm)
Other conditions.
% 10. Usual occupation...... FATM. LADOL o |1 {fncluds pregiancy within 3 manths of death)
.:Iw 11. Industry or business - - T PHYSICIAN
o jor findinga: - ——
E E 1 Namen----Ch&r—Les-'--Sehwag.er o ] Of operations;..: 7 - ;{)f 3 “:‘LJ * Underline
i
Z |12 1 Bithplace__not . knowmn . game : i the cause Lo
- ikg ‘En musly . (State or foreign country) * Of autopsy........ clle should be
E g{ 14. Maiden name....: nkpowni ompger cihargcﬁ sta-
. - tistically.
. =
. 15, anhpla e __n,o:t.m:_-;_—- - S .
h E % a1 CE-.. Gy o “mm“_) - r EE"HOG el 22, If death was due to external causes, fitl in the following:
1 e ™ 16. (a) Infonnanl ue lla_},_ chwager . e . . (#) Accident, suicide, or homicide {(specify)
B " Addras._____EmpoTiae _Kans._ ®) Date of occurrence
g A
17. (@) Lr@méj\_vﬁeﬂ- (b) Date thereof. [ =30= 47 &) Where did injury occur?. (City or town) (County) (State)
. m“”‘" cremation, or 4 (Menth) (Day)} (Yesr) (&) Did injury occur in or about home, on farm, in industrial place, in public place?
! (c? Plac: burial or. crem.auorL._ Eﬁpﬂnﬁa "OCK&.'QSE.S e N
o 18.. (67 Signature of Iuneral.dxrcctnr_.WBilEIlt-_.F_Un_e;]’lE.l._HQm:} > While at work?. ________'_-__-_;__(’?_f'_r_’ ?")” oL e, _/f__/
L] e
®) address_..KANRSAS Gilty, Missourdi , . ; 6 D s
i S 0
1o @ &l = T @ - Mi'
(Dats received bocal rexistrar) (Negistrar's signatare)} . Date signed
(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

.. Registered Apprentice No e ,

()
)

working under my personal supervision.

G. (Failure £ comply with

Note: The above MUST BE SIGNED BY THE LICENSED EI\IBAL!\IER in his OWN HANDWRI
the above constitutes grounds for revocation of license.) B

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




