No. 300

1048

L)

WRITE PLAINLY—USIN

G TINFADING BLACK INE—MAKE A PERMANENT RECORD

FILED-JAN 24 1949 THE DIVISION OF HEALTH OF MISSOURI 190

P RIAL, 24b. DATE Z6. NAME OF CEMETERY OR CREMATORY | 24d. LOGATION (CI%, town, or county)

Ear 17,1940 Mt. Auburn Cemetetry - __—Si-—iﬂ-ﬂ-ﬂ-ﬂh»-l-ﬁ.ﬁﬂm.-——-
DATE REC'D BY Rl e ISTRAH ﬁ TU ] 33& ‘ﬁ.jiﬂll Dlﬂ[CTOI- S SIGNATURE 19430%81110“ St.
yz . 0 & s - 4 £ I 8 o St-JOBEDh, Mo,

4 (Licensed EuMm'.Emm;mRm Side)

STANDARD CERTIFICATE OF DEATH State File No
BIRTH NO. ' REG. DIsT. wo. 112 pRimsav-ate. 1577 %67_L000 . Ripistrar's No i1
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where dacessed lived, If inatltution: mesddence before
a. COUNTY a. STATE . . b. COUNTY adiimtont.
Buchara n Missouri Buchanan rf
b. CITY (If outeide corpurate limits, writse RURAL sad give ¢. LENGTH OF ¢. CITY (If cotide cotporate Limits, write RURAL sad clve townshin) * /
OR township)| STAY iin whis place} OR 51, o h
TOWN St. Joseph | 20 yearafl- TOWN + Josep 2
d. FULL NAME OF (If ot in hospital or inetituticn, mive strect -d.d_ onlulﬂon) d. STREET {If ruml, give location) . . d
HOSPITAL OR () . ADDRESS
INSTITUTION St. Joasephlis Hospital 1104 N.18th Street
3.54EACP2E OIE a. (First} b. (Middle) c. (Last) 1 4 DSTE (Month) (Day) (Year}
¢Twpeor Print)  Harlan Samuel Albin DEATH Jenwry 15 L949
5. SEX 6. COLOR OR RACE | 7. MARRIJEB I‘SE\}IEECIEBRRIE;J” 8. DATE OF BIRTH 9. AGEI:&:;;" h: U::R ) YEAR § P berw uoum,
. (B ; on Days § H Min,
Male D White YaTH ci / o June 12,1886 g‘é , “'nl
102 USUAL OCCUPATION (Givekind of work | 10b, KIND OF Busm,iss OR IN | 15. BIRTHPLACE (Siate or forelrn ocuatez) ' 12, CITIZEN OF WHAT
dooe during most of working lits, sven if retired) STRY COUNTRY?
Manager Spees Vinigar Wor 8 Holton, Kanseas / U.S.4.,
13a. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF MUSBAND OR WIFE
b Samuel C. Albin . Leura Meek Dollie Albin
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S i AT
(Yes, 0o, or unknows} | (If yew, ive war ot dates of service) N%j > S1GNATURE OR]&.M N. 18thA%%?Eégt
None | @ —e—e———-e 491-10-150 Mrs. Dollie Albin S, JoEQph Mo
18, CAUSE OF DEATH MEDICAL. CERTIFICATION INTERVAL BETWEEN
| Enteronly opecsmeper | |, DISEASE OR CONDITION _ ! 2 . ONSET AND DEATH
line for (a), (b}, and () DIRECTLY LEADING TO DEATH () >
ANTECEDENT CAUSES
*Ta{a doca not mean
the mode of dging, such Mortid conditions, if any, giving DUE TO () 19€JSG el 1 €off 3
; Foriseto bove ca stat . : Z
b st | " e et (2 g cpATe-Sclerosis /
case, njury, o complica- - DUE TO (c) _ . B Y. I
tiom wohich caused death. | 11. OFHER SIGNIFICANT CONDITIONS ‘-f =
Conditions contributing to the death but not -
relaed to the diseane o ermdion evving aesth. P NEC sl M 6 N 190 Ay Postyti e %L
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION /I 20. AUT 1
e eie—w = - TION
S e - vs ) w0 ]
21a, ACCIDENT (Bpecity) 21b. PLACE OF INJURY tag..fnorabost § 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . home, farn, lactory, strest, offios bldg.,et0.} )
HOMICIDE '
‘21d. TIME (Month) {(Day) (Year) '(Hm) 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR? e = - d
’ WHILEAT NOT WHILEF . .
INJURY WORK AT WORK
2. 1 hereby certify that I atténded the decedsed from =5 1092, 1o L —I&~ | 1949, that I last saw the deceased
alive on __ /= 1¥-49% 19 , and that death occurred al m., from the causes and on the date stated above.
23a. SIGNA' RE . {Degroo or title} 23b. ADDRESS 23c. DATE SIGNED
: o o O | 467 58 Bty SYfer . ;sz-f 4’7



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, o9& .. ...

................................................ AT T A T T T . Student Embdalm

Student .siivesenrassssaananestacsnnae vanens
Student Enbalmr

{
Licensed Embaimer No. 4413 Missouri.

P. O. Address__Ste Joseph Missouri.

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

If this body is not embalmed, fact should be so stated above. . -




