A 3 N‘;- 0-_3:? FEDERAL SECURITY AGENCY _ MISSOURI DIVISION OF HEALTH
e A STANDARD CERTIFICATE OF DEATH sww s o 12E20
1 3308
g Registration District No. ............/ Y_z. Primary Registration Disttict \'n/d.ad_.. Registrar's No. ... 19' ;-E‘
L/ 1. PLACE OF DEATH: 2, USUAL BESIDENCE OF DECEASED: . /
3 g ((:: P SegERl Tigy | @ sate Missourd.. . ¢ Comy_ BUchanan /
Q v (I outside cit¥ ot town limits; write “RURAL” and namae of towsskip) (&) City or town 5%t. Josepnh, /
8 (&) Name of hospital or institytion? & O B (If outsids city or town limits, write “RURAL") '
& Vinvard Park Hospital @ Street No_ 3839 Seneca 7
{If not in hospital or institution, write street number or location) {11 raral, give location) 7
{d) Length of stay: In hospital or institotion._ . 1 week ... W .
(Specify whether || (¢) Citizen of forelgn country? . {Yes or No}
In this community. 9 _days F
ﬁ years, Tooths or days) . If yes, name country.
= MEDICAL CERTIFICATION
3. {a) PRINT
& AME Hrg. Hanngh--——3. B 20. DATE OF DEATH: Month 5
s 3. (b) If veteran, 3. (¢) Social Security No. 1|7 - ] .
pame var____KARKRXY T2 0> sopppre || e/ f ¥ ST 7 S
a ’3 21. 1 by, ¥ that I attended t;e_dmsed from r
5. Color o 6. (a) Single, wido T
. E Fema 13/ {"!’hit o R&Omm&d — ...........Z‘..é.._.._. 11._. lo_.éq%/_.._. S‘._....___ lg.Z_
I 4 Sex 1] rmee .|  divoreede thatJflast saw h. 44y... allve on W“"" 19%
,E 6. (b) Name of husband or wife.. —.eoeeeerenens 6. () Ageof hgggand or wilcif || and that death occurred on the date and hour atafd above. Duration
e |l = #illiam-Se-Bell n.live.._.._..“:......}..ieﬁl Immediate cause of death 7 - 3 i >
7, Birth date of deceased.._...J; L .‘M A % Aty W-/A”"“' g
g oo - Ebmﬁe b l&‘(nn,) (Year) ' 4
] 8. AGE: Yeara Months Days If less than one day Due to. % J“Zd M 4& Lr—_ /‘?d‘ﬂ
< 9
E 73 }B/ 5 | 1 hr, min b QIL‘-":/ Z . R
to__.fa. B L gy U TPPRN S
2l o mnotmce Illinois / || 7%
En ) “~ ° * (City, town, & count A (State or foreign countfy) r
é . HousediTe Other c:m-xdlt.i&'n'xs,.,_%'1 Wu' Czjgﬂ )
. 10. Upual occupation - S ncluds prégonancy within W i
<4
% | 11. Industry or business -3- Sixjoy Eringe: % . PHYSICIAN
l ame Tohn Spe ncer ) Of operationy........ Ll A 20 3 et ............6....._... Underline
; frthplace (Gity, toyn, af conpty) (s&iﬁaﬁzmﬁ ' /. g, b5 s H Ul 7 &ﬁf{:‘é’éfﬂ
- & 1 \Maiden name.... Y thelmina Krueger - Of autopey - b A
= j : tistically.
. Germany - : i
- - ﬂ'ﬂ‘“"‘"" - 22. If death was due to external causes, fill in the following:
. (City, u:nrn. or oounly) - {State or forelgn oou-nc\:rj)/ L
- E 1a." yn.formznt__ Mrs.. J:lmnla Fa 1. 7 ) {(a) Accident, suicide, or homicide (specify)
[« (b) Date of occurrence
B \‘3 S +221-Benton-Bi v 5-5-48 () Where did injury occur?
- em_o e {B) Date thereof (Gity or taws) (Count
=N (Busial, cremation, of removal) M (Day) (Yer)  |§(4) Did injury occur in or about home, on farm, in industrial p!:we. a puhllc ph.ce?
S - &) Place: burial or mmuom_st._lgaenh F .:t__.._._._._.
18, (a) Signature of fineral director. Mrs, C. L. OI'B er ""\While at work?./____ . Specily '&’g’ ﬁm’of 1mury.__..-/)
dresi_._._.318=20 Broo _E.C.Mo,
®- i‘?_“" Q? . Z’g% 23. Signaturgflrl. 2 €l mm__ (MDouﬂ:&l'__,_..
1- (a) e received lomlmnst;:)— (Registrar's sirnatard) T Ad . ___.9._ s T S ._W Date 'igﬂﬂ“‘ ?
(Licensed Embalmcr's Statement on Reverse Side) . ¢
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P S STATEMENT BY LICENSED EMBALMER
' ' LI », . . . o
T hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.
L i : - , Registered Apprentice No oo
g |
. ‘working under my personal supervision. o

Signed .. Y@ [ . Moaét/ ij';
"Licensed Embalmer NN#’/7 5‘ ——

s N

. , P. 0. Address.. _f/f ’ g Kol C ot 7P :‘...,‘;

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in Lis OWN HANDWRITIN (Fzilure to cosffply with j
the above constitutes ds f; ti fl . . . "y
.grounds orrevoca on of license.) _ MC. ) k
If tl:us body is not emba]med, fact should be so stated above. — :

S



.

P N
'\.‘m‘ .

Affidavits containing erasures will not be accepted; draw one line through error and write above it.
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THE STATE BOARD OF HEALTH OF MISSOURI

State of . /L2 BUREAU OF VITAL STATISTICS State File No
5. —_—
County of /£ > AFFIDAVIT FOR CORRECTION OF A RECORD Local Registrar's No. L9331 .
On this........ L2 wday of 4?7 o P, , 194,K, before me appears

, who, upon .... ~_.oath, states that the original record ordhe!a! tthh

died N om ;5', , 19.ZE, in the State of
Missouri, and which was filed at..... A @t Gt ..... . Je;. on ia “?._1!1' 19_.?.(.{., should be corrected as follows:
Item No. 7...... should read Neow. Y6, L 87
Instead Of.....o.on-.... Mlgrars / ‘,.., AETS
Item No 4 should read 73 - 3 - 17
Instead of . 7.2 - 5 -.7 .9
Item No. should read
Instead of
Item No. should read
instead of
Ttemn NOwoeececeeeeeeee should read
Instead of
Item No should read
Instead of
Item No should read
Instead of
Iten No should read
Instead of
The above is true to the best of my knowledge, information and beligf.
(SmaL) : Aﬂiantéléea..;..z ................. Q 4&% o -
Relationship.
Present Address.
Subscribed and sworn to before me this............ Ar‘.z....ﬁ_..day of. % , 194...?.:

Ry Commission Expires Oct, 18, 1950

My Commission expires

_________ CtloLise. [

otary Public.
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