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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

FILETRUG 251948

Registration DistrictNo L L L

THE STATE BOARD OF HEALTH OF MISSOURI

ST ANDARD CERTIFICATE OF DEATH
Primary Registration District No..._. 4 4 2.3

State File No. gl g
—2; ........
Registrar's Ne.

1. PLACE OF DEATH:

FRANKLIN
PACTRIC

(I owtaida city or town limits, write “AURAL" and pame of township)
() Name of hospital or institution:

(a) County
(b} City or town

{Lf not in bospital or instilution, write street number ar location)
{d) Length of stay: In hospital or institution

2, USUAL RESIDENCE OF DECEASED:

@ sae MISSOURT ... » County.FRANKLIN.. 2. é

{¢} City or town PA—C IFI C
{If outaids city or town Limita, writs “RURAL") 0
{d) Street No. v, d
(If rural, give location) U

; -, - Bh-t}mtam“‘

% (City, town, or county) \(State or foreign country)

. I:I:rm.n.nt__.c HARLES 'BUKQWSKY.

® Address____ PACIFIC. 2 MO, —we M M
BURIAL () Date memof,__T_,llB f48.....

{Maonth) (Day) (Year)

{Barial, cremaiion, or removal)

(e}
18. (2)
[¢)]
19. (a)

anﬂ:nr (] umlm) aTLL

{Date received loal repistrar)

ily w] i N 0 es or No,
T this community LI FE (Specify whether (e) Citizen of I'orei.gn countey? (Y No)
years, months or days) If yes, patne country. -~
3. (e PRINY MEDICAL CERTIFICATION
FuiL name_ ANNA KATHERINE BUKOWSKY ...
- - 20. DATE OF DEATH: Month JULY. day 8
3. (&) 1f veteran, 3. (¢) Social Security . 1948 £ 30, P
NO No N.ONE year.. o howr Al -minute.. ek M
il = T |l 21, 1 hereby certify that I attended thé deceased fmm_&/,ﬁfﬁ-ﬁ _____________________
/ 5, Color or 6. (a) Single, widowed, married, 9., w_7/8/4_8 _ e 19t
+ BPEMATE! || nWHITE | aivoreARBTEDL [ 1t 1125t sawn_OF ative m_m;ll 7,.1948
6. (b) Name of husband or wife..........._ ... 6, (¢) Age of husband or wile if and that death occurred on the date and hour stated above. Duralion
__CHARLES BUKOWSKY. .. .. dive. B3 yeurs || Tmmedinte causeof death K320 % 81404 cardiael 2o
7. Birth date of dmsed_.._moc(?’ OLEER ._._..__25— ----- 139 2_||-fallure
8. AGE: Years | Months | Days If lesa than one day Ducto. Hypostatic Pneumonia
55 8 115 L. e o Tumor _of. the braih,right. !
o. Birthplace...... PACIFIC ~ MISSOURI.Z Y side e
(Ciuy, town, or county)} {Stato ar foreign conntry) - J] D .
10. Usual OCCUD&ﬁOﬂ.....-HQHSEB’HEE—.— ........................... — q%ﬁ;‘:m, within 3 months of death) D !
11. Industry or business______ AT _HOME ' - e PHYSIGIAN
E 12, G_EQRG_E FUGHS_ e, .____...__.._......_..ﬁ.....;.!..!_... 8{";‘3"“‘?‘;’ H'i'ght tﬁm p‘ora“l’ dﬂ-c-omﬂf--.- Underline
. a‘{ 13, Bisthiace gERMANY / .assion._.due.gpr.esenea...o.f_...a..-..-._ the case to
i co! ta or forcign counlry et e e iavenes]
. bsen roe BN ERHA SC HWL ERERC 4 S0 brain_ tumor... choaid,ne

22. If death was due to external causes, fill in the followlng:

(2) Accident, suicide, or homidde (specify)

(&) Date of occurrence

(c) Where did injury occur?

(City or town) (Connty, (Ste
(d) Did injury oceur in or about home, on farm, in industrdal pla:e in public pl.a.oe?

(Specily typa of place) .
While at work?, ¢} Means of injury.._.

23. S:znatul’e_..a ._./d

Address__}°

e D.or othen)i_

{Licensed Embal.m* s Statement on Roverse Side}
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STATEMENT BY LICENSED EMBALMER

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

Registered Apprentice No

working under my personal supervision,

P. 0 Add_ress.....f.l.o.‘:gI.E I.C.,MQ.. ..............................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above-constitutes grounds for revocation of license.} : . L

&
o
If this bedy is not cmbarlmcd, fact should be so stated above,

b}



