RITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD'

DEPARTMENT OF COMMERCE
Burzav oF THE CENSUS

B NS

Primary Registration District

THE STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

27869
7202

State File No

r-. 1003

Regisirar’s No...........

1. PLACE OF DEATH:

.(a) County
(3) City or town..

ST, LOUIS

@ N h Qar n]nmda city e:itmm limitas, write “RURAL” and neme of wwmh:lp)
€ ame of hoapital or inatitution:
garnes Hospital, O

{If not in hospitnl or institotion, write rireet number or locotion)

{d) Length of stay: In hospital or instituﬁom__g.pm._._la..ﬁgum

2. USUAL RESIDENCE OF DECEASED:

{z) State ILL INO IS (& County Ca g8

{c) ‘City or town VIRGINIA / /
({If outside city or town Limits, write "RURAL™) 0

(d) Street No,

(It raral, give kocation)

. -

(Specify whether () Citizen of forelgn country? {Yes ar No)
In this community
years, months ar days) If yes, name country.
3, (o) pRINT JOSEPHINE SUDBRING JCKISCH - MEDICAL CERTIFICATION
FULL NAME
20. DATE OF DEATH: *Month AUGUST . sy 16

3. {c} Social Security

ne___ None

3. () If veteran,

1'No

NAME WAT,

6. {z) Single, widowed, mnmed!
divorced.. M&I.' l?le d
6. (¢} Age of husband or wife if

le | nWhite.

6. (b) Name of busbandorwife .. ______

5. Color or .
. s FEMALE

ear. "m1943 ...... hour. 6

21. I hereby certify that I attended the deceased from

minute. 20 Aa M.

Augugt 7 148 o ABgugt 16, ' 10 48
that Tlastsawh_ QX aliveon._ .. _Auguat 16 1048

and that death occurred on the date and hour stated above.
Duration

~Roy Elsworth Jokiseh . aive . B8 vews || immediste cause of deatn
7. Birth date of deceased J U].y 21 8

{Month} (Day) (Year}
8. AGE: Vears | Months | Daye If less than one day

60 0 9]

hr. min,

-9, Birthplace 7. ][ll’allllﬂ.__.__._......_.._... = IlllD.OlSM_['

¥ town, or county) (State or forcign counu:r)
i a3

10. Usual occupauon.......HQ usewife s .17 _..'_..::;f ....... e

Due to

Due to....Hemoly.tic_.a.nemia,...acquired.i......_.._... —
u\.

R

ey

V]’ A/

[.C

Other cotiditiond. .. ==
{Include prognancy within 3 months of death)

1. Industry or business 5 HOME iR : / PHYSICIAN
¢ I i R Lt o or findinga: - .
g { . vome.. Widliam @ Sudbpink oo [PEEEREL S o
nderline
=1 13. Bisthplace. V1) Pg,lm oo . I11inois || . - the cause to
¥. town, gr coun! "+ (3usts or forcign country) Of autopsy should be
g 14. Maiden name.....J 2NN 3 E -_}fqyl()r'....... S ..i N . . sh::rgc:ﬁ sta-
- - 1St ¥.
g 15. Birthplace... ... y l?g;i gmm Eﬁﬁ%ﬁ 22. If death was due to external causes, fill in the following:
16, (@) 1 nformant_......Roy_ E._ Jokis GIL_.._.._..___..___._._.._..'_ || (@) Accident, suicide, or homicide {specify}
‘@) asaress___YAirginia, I1linoj 13 ............. () Date of aecurrence
17, {a) RPTH OVH." (¥ Date thereof.._% 6/”78......._ () Where did injury eccur? {City or town) (County) State)
(Burial, eremation, or removal) M‘“'“'h) {Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
(c) P]ar.'e burial or cremauon. _VJP :’lma -.T.llanl S_.
18, (dJ Slsm\t.urc ofo‘uneml director... Albe_l‘:t ji H.Q.Ppe_--— — Whue at work?... __.___....EPT:” o n':a.h:s of l:n]u"Y--- et e e
® pﬁﬁgs ilIB.S t. lV Q
9 @ —I ® 3. S:znnlu.re..-.....,.. .......H e UM D
e ; adiess_Barnes Hospital, Date signed.of {9

(Drata recelved local reristrar) _ (Rr.r'uu:-rl":;imlm)

{Licocnsed Embalmer’s Statement on Reverse Side)




1
-
.

STATEMENT BY LICENSED EMBALMER

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

egistered Apprentice No...

working under my personal supervision.

Signed 7

P. O. Address

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

If this.body ia not embalmed, fagt should be so stated nbove.'.“. . }.;;:‘*._1 I R T S




