FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH 21!?16/
7

At A 1% o STANDARD CERTIFICATE OF DEATH i rie o
7

Registration District NOuwawerscesresiasarseetfon ( Primary Registration District Nu 6Q7é Registrar's No, .- .aq.n“a._____.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
() County........ S t" (a) State_.mm& (¥ County.....éa_%cwhir
® City or town...Jeffarsen. Barmnkgf - z7
(Il outaide cily or town Limits; writs “"“RUR. nndnmnntlmrmhm) (¢} City or Mwn____}:re_ehln‘ 0 /
() Name of hespital or institution: 113 oumd- city or town limils, write “RURAL™") / .
% || Veterans Admintstration Hospitel /) @ Street No. /
{I{ not in heapital or institation, write street o or location) Tmm— (1f raral, give location)
Length of stay: In hospital or institution . &k i L — .
% (@) Length of stay: In hospital or Instita tSpecify whather || () Citlzen of foreign country? Ko (Ves or No)r
In this community. 47 Days 06
E years, months or days) If yes, name country. o
E‘] 3 (s) PRINT ) MEDICAL CERTIFICATION
by NAME.___ __________________.._,.,m ”
|l 20. DATE OF DEATH: Month.__ JULY.
o 3. (&) If veteran, . (¢) Social Security No. A
name war.___ m.l mm mr_m...m«_,hou ._._13_3_55____minutr_.__.__n_u.
§ 21. I hereby certify that I attended the deceased from
| ﬁ $. Color or 6. (a) Single, widowed, married, || May 21,  0AB. July T, kB,
[ & sex.dBlo (/] ne Whita aivorced_MBXTIOALN (4 110t sawh_EMativeon __JULY_ 7, Wh8
% 6. (b) Name of husbandorwife ... 6. (¢) Age of husband or wifé if and that death occurred on the date and hour stated above. Durotion
= alive BL yearn || Immediate cause of dﬁth_mmm
5 7. Birth date of deccascd_.__ DECOMbOY 27 1892 |((HYPERNEPHROMA, RIGHT KIDNEY, WITH.. .| ...
= Onts e Ge || BONE_METASTASES)
B || 5. aGE: Years Months | Days If less than one day Due to
S 55 6 10 . . |[CGontributery cause:
= 7 ook Malnutrition
21| 5. sisoiace___Froaburg,. I11inois _ )
E {City, towa, or oounty) (State o forelgn couatry) Vhﬁ
w0 || 10. Usual occupation cml mmr - R mhu mndlt.lnm__,._ - dh‘é_#
% 1l 11. Industry or business - PHYSICIAN
or indings: —_—
? E 12. Name._-. JOBeph Koesterer ; 2 Of aperations el derline
2 12 15, Binpice ETOCDUTE, IM1, / Yo the cause to
: {Cisx, 1o or cogaty) tats o foreign country) . ek
é g 14, Maides same 'Geﬂrua‘e Rhinehe?.mer of autonly_._.._m--mtmpﬁﬂomﬁdm_..wm sh:uld“t;:
hur I et tistically.
] S{ 15. Birthplace ,Free 4 1. - / 22. If death was due to external causes, fill in the following:
= {City, town, or county) {Stats or foreign country) N
g 16. (&) Info Registrar, VA Hospital (¢) Accident, suicide, or homicide (specify) ono
5 ® AdesmME ka,__Mn.,___??L_. (8 Date of occurrence
17. (@ (5 Date thereof. (e Where did {ajury oceur?. rTeTp—
{Barial, cremation, or removal Wﬂ (Day) (Year) {d) Did injury occur in or about home, on farm, in industn.a.! place. publu: plaee?
{¢) Place: burial or mmauon_w
18. (a) Signature of funeral director. _Iiennaz fu. Home -~ " While at work?_....._.- e O M o iy 4 Vem—
5 pddress, ETOObUTE, T f ;
® ? 5 £, 3. Signature......- mﬂ—sw MDD EXRE.. ...
19. (a) Lo 8t » &4 /1.
(Dte pomeived ksl rogistror) Addien JAH  JaPP_ Blea, Mo, Date signed 48

(Iimn.edﬁmhalmcrlsum:onﬂnmsmu)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the l?whose me is recordpd on the reverse side of this certificate was e.mbalmed b_*} me, or by.
- W » Registered Apprentice No

working under my personal supervision,

Y - %

Signed

- ) Li;:ensed Embalmer No...... 23/5/ ..... W .

P. O. Addr

/s
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the above constitirtes grounds for revocation of license.) . .o

If this body is not e:.n.balmed, fact should be so stated above.

. - - .




