300 FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH 81()4
!. o

a9 || atonal Ofice of Vital Statistic NDARD CERTIFICAT DEATH :
ai:g RQ;FH{SEE. JEL"N“ 7N 1948 ) STA - iy - R E OF State File 47r ‘)
tion et No. 2, mary Reglstration District No.........__._.__m! ! 3 Registrar's No, ...

1. PLACE OF DEATH: : 2. USUAL RESIDENCE OF DECEASED: E . ﬁ, |

{a) County X - MO -
@ Cityortown. ChBY_ A En. 04, {a) Stat

(if ontaids cisy o town limits, writs “RURAL" and name of township) {c) City or town. Ci..t..

() County.

g
o
] () Name of hospital or institution: (If outside city fir town Limits, write “RURAL")
& ity Infirmary Hospital O & Street Mo 5800 Arsenal 5t.
{If notin hospital or institotion, write street {If rural, give location)
E (d) Length of stay: In hospital or 1ns\‘.1h1tlnn Emhiglmlhg./s 21- .& . . . - - e . 0
(Specily whether || (¢) “Cltizen of foreign country? (Yes or Noj) !
In this community.
é yeurs, montha or days) ) If yes, name country.
5 MEDICAL CERTIFICATION
B ol Funr Lillian Wallace, 5 21—
< || 3. @) It veteran, 3. (&) Social Secarity No. || 2% DATE OF DEATH: Month % day.—
- name war. I l — e ey year. L8 hour. .M _..mlnute.....!!«Q.......a,.!M.
g I 21, 1 hereby certify that I attended the d d from. ...
§ 5. Color or 6. (o) Single, wiLd!oaud :i!mad 1- 1048 5= 21 1048
}L « s Female | ..White divorced MATTLOA | i aw T atveon_ 2= 2l= 19.!!.&.
E 6. (b) Name of husband or mernm_ 6. (¢) Age of husband or wife if || 20d that death occurred on the date and hour stated above. .___D "
R £ S alive___ - Immediate cause of dam_am.n_@_o.p_n._e_mpg_i_a, ..._f_.____..
' € SR YR <7 Da
© || 7. Birthdateofa d 10~ 1877 /_.(ZE‘ZH_yS
5 ) (Mnn!-h) (Day) (Yoar) :
3 8. AGE: Years Months Days If less than one day Due m*__f_lgl.'. = bﬂ.‘a 1 Hemorrh& ge: 3 Yf’r&.
E 70 g L} bt 2% || pue . HYpEXLENSive Vasculer Many
= (5. Binpce Nebragka; - ! -Disease ot : Years
E {City; town, or county) {State or foreign country) T /J
a 10. Usual occupat.ion...,.._.._._.m Housewife remmesmenee i :(:Ehe-l_' gonditlons wil.h.In S montha of death} /—y V‘d:—.—.
@ |11 Industey ar busiress : — J“J PHYSICIAN
| |[6f 5 xome_AdoLph Kerner ST Y 2ot — Ut
E £ 13, Bitnpiace GOTIMANY . 7 f/ f/ B 4=
{State or foreign country) ant, g
S g { 14 Maiden same BL 1 ZABETH Neff i of ﬁg;ﬁl,ge_
stically.
B g 15. Birthplace. c:':fg’i EZ‘;‘ 5 v mﬁ 22. If death was due to external causes, fill in the following:
E i © miormane_ C4LY INPiTmMATY RECOTG S _||(0 Accident, puicie, or homicide (specity)
g ) Address 5800: Arsenal. St, (%) Date of occurrence s
17. (@) :g- EE—'-Q;“— @) Date umnf-.g ﬂlf-i#‘f () Where did infury occur? iy o vows  (Comnty) (G
ore: nth) §Duy) “¢foar) J (d) Did injury occur in or about home, on farm, in industrial place, in public place?
(¢} Place: burial or :r:mauon.__&r — ) £44.
18, (a) Signature of funeral d]rtct.or..._ __E'_ While at work® (Bpecily tnn of nhu) oo
{b) Addn:s: &
19. (a) 3. ol.her)
i {Date rec:rved {Registrar’s signature} Addm._ phosd Date sign £

(Licensed Embalmer’s Statement on Reverse Side) O & Ou O O w0 | &




P nE i
el . v
- oo e R L S T .
.- St L T L -t LR T S R S \;.\_g'.\-f
Lol - -
-
) AVES EE B AR S S o (5 UMY
C_‘ .
-< . - .
Lo - gn BoawuloL n kil Tl
— . S —r -
T < ¢ o gl
1-.'-;- - . i :. o - - t
Irozov PR P
STATEMENT BY. LICENSED EMB'A_LMEB o “_*":
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by. me,-,or by
: Regtstered Abprentlce No
working under my personal supervision. cre e Teal i
R TR IPI e - ;
Licensed Embalriier N6.-g7.... JSSé .................
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