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5-43 Burgau oF THE CENSUS '
-17-39 F"E 2 STANDARD CERTIFICATE OF DEATH State File No.
s Reﬁgrayono Dvistrict?l'o ]947/ gf . Primary Registration Digtrict No-.......-../.é..gng—' Registrer's Noo oo 48&

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: %?_
a (2) County Jackson (a) State Milasourl (&) County Jackson
) (%) City or town Kanass Citw ,
(] (If autsids city or town limits, write *R{URAL" and nama of township) (c} City or town Ka nsas C it v
g {¢) Name of hoapital or institution: (If ootaide city or towa limita, write “RURAL"} J
3424 Central Sti [ (@) Street No 3424 Central
{If not in hoapital or institution, write strest nomber or location) (If rural, give locatioa)
{#) Length of stay: In hospital or institution XX No
"-)"6 {Specily whetber (e} Citizen of foreign country?. .3 (Yes or No)
In this community A yegars -
yoars, manths or davs) If yes, name country. iy
] MEDICAL CERTIFICATION
£ | 5 @ PRINT yRo ., AGNES FALLON 5
< T 0 ot oo 20. DATE OF DEATH: Month__ NOV s day... L
N veteran, . {c al Security -
a nAme war. XX /M - No. NOl'le year 1947 hour. 6 * minute 30 P M.
21, T hereby certify that I attended the deceased from
Ei \ 5, Color orW 6. (o) Single, widowed, married, ‘\ - \ - 4 19 to. A \ = \q “t T 19
i T arvee s amnamnan race. divorced...wj.dQW_e..d that I lnst saw hgf\_. alive on | o~ 1 ‘3 l-l 1 ‘ 191
E 6. (5 Name of husband or wife 6. (¢} Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Daration
i John C har‘ les Fallon alive...... & _yeara|] I diate cause of deatlt 0 PN RS
v 7. Birth date of deceased.. AR 11 27 1871 || -, eApe 3-0A, CQAHQQ-MQ ---------- —1—
j {(Month} {Day) {Xoar) *
[-<]
I 8. AGE: Years Months Days If less than one day
2 76 | 6 | 22 " -
a ) l’ Due to.
B 1| o Birplace Germany . -
= (City, town, or county) (State or loreign c-onnl.:ry)
. . ‘ Other conditions.
% 10. Usual occupation At _Home = (Include pregnancy within 8 manths of deatk) ——
DI 11, Industry or business o (; PHYSICIAN
jor findings: R
b=l 5 12. Name John_Gabert & Of operaticns.. .
3] * ’b thunderh?g
A EL T o , Lithuenia B the cause (o
. {Ciyy, tow: county, ' (Stata ar forsign country) Of aut h 1db
S g{ 14. Maiden name lN'O e cord (i autopay :haor;edsta?
e . - . rememmeeamenee | tistically.
g . Lithuania
© { 15. Birthplace. d . PR
E . Frer i ———— tate or Foreiem ooairsy 22, If death was due to external causes, fill in the following:
16, (o} Tiformant.. Henrv A. Fall on . : (@) Accident, sticide, or homicide (specify)
E @) Address 5341 PForest (8 Date of oecurrence
7. @ Burlal’ . (5 Date thereot. L L= 22=4"7 (¢} Where did injury occur? iy s
.. ,, (Barisl, mm“"“- or removal) (Month) (Day) (Yeur) (4) Did Injury occur in or about home, on farm, in industrial place, in public place?
: “© pm barial or crenation ME. St . Mary's Cemetory
18. (a) Slsnmure of funeral director agtli While/s = .!' ?;!)h Iitll«;::;)of'iniury @ ....“.;..,......-.._...

AL

(5) Address ?aﬂ (Jit(f’ MO'

. @ M2 L8 T o raldiene AT0a  TNGAC (Raaad Lﬁimd\ﬁ[

{Data received local re

Y

(Licenscd Embalmer's Statement on Reveras Side) 0
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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 émbalmed by me, or by

., Registered Apprentice No.... . ,

working under my personal supervision, .
Signed C&%é é 3 : .: é; ﬁ%‘f
Licensed Embalmer No. \? Y? .........................
P.O. Addreés.j [ Astdad . (- )_%Q..

Note: The above MUST BE SIGNED BY THE LICENSED FMBAL’\"‘.R in his OWN HANDWRITING. (Failure g comply with
the above constitutes grounds for revocation of license.) -

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




