o .]. THE DIVISION OF HEALTH OF MISSOURI
[No . 300
=2 ) fLEDOCT 10 1943 STANDARD CERTIFICATE OF DEATH .
/ ' BIRTH NO. REG. DIST. NO. }_-L2 PRIMARY REG. DIST. NO. 1000 Registrar's No,.,JnQéQ ............... .
/ 1. PLACE QOF DEATH 2. USUAL RESIDENCE (Where dacoased lived. 1 institution: residence before
a. COUNTY a. STATE . . b, COUNTY (lllm'ﬂl‘oﬂ’—
’ Buchanan Missouri Buch. |
b. CITY (I outslde corpurato Umits, write RURAL and give c. LENGTH OF ¢. CITY (U outside corporate limits, write RURAL anJ glve township)
townahip)| STAY {in this place) |
TOWN St. Joseph ] 2 yrs. TOWN S5t, Joseph -
d. FULL NAME OF (If not in heapltal or Lustitution fxive streot address or location) d. STREET (1F ruml, glve location) f
HOSPITAL OR ADDRESS
INSTITUTION 1607 St Joseph, Ave. 1607 St. Joseph, Ave, P
3. NAME OF a. (First) b. (Middle) ¢. (Last) 4 DATE (Montb)  (Day)  (Yean)
(Typeor Print) . Augusta — Krueger oiAH Sept. 28, 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE GF BIRTH 9. AGE (In years| I UMDER 1 YEAR | & UNDER & MRS,
) T WIDOWED, DIVQRCED XBpecily) lagt birthday) Mnndnl Days | Hours | Min.
Female/ | White widowed Aug, 19, 1867 |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tate or forolgn country) 12. CITIZEN OF WHAT
dooed most of working lifs, sven If retired) DUSTRY . . C RY?
at _home St. Joseph, Missouri
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME ' 14, NAME OF HUSBAND OR W(FE
William Fmmluth Katherine Schmidt Herman Xrueger 7
15, WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, 8o, or unknown) {If yow, pive war ar dates of sarvice) NQ,
No None Mrs, John Klrkpatrlck-bt Joseph, Mo,
18. CGAUSE OF DEATH ICAL CERTIFICATION INTERVAL BETWEEN

Enter only onecauseper | |- DISEASE OR CONDITION
line for (a), (b), and {c) DIRECTLY LEADING TO DEATH® 5y

ONSET AND EEATH
*This does mot mean | ANTECEDENT CAUSES '
the mode of dying, such | Morbid conditions, if any, giring PUE TO (b) O 2 Mt

a2 heart faflure, asthenin, | 7ise to the abore cause (o) stating - - ~ U .

. the underlpying cause last. N
«ete. It means the dis- . -
ease, infury, or complica- . DUE TO (e} M:LM 7 D?hgé_f-‘

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not d 2 z,p
related to the disease or condition causing death. -
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ) ' | 2. AUTOPSY?
TION
. . ves [ wo [
21a. ACCIDENT (Bpecity) 21b. PLACEQF INJURY te.c..lnorsbout | 2lc. (CITY, TOWN, OR TOWNSHIF) . N (COUNTY) (STATE)
SUICIDE bomas, farm, tactory, strest, ofios bidg., s10.) Tt
HOMICIDE
21d. TIME (Monith} (Day} (Year) (Houn) 2le. INJURY OCCURRED | 2If. HOW DID INJURY CCCUR?
OF ’ . WHILEAT[F"] NOT WHILE|
INJURY WORK AT WORK

2. ] hereby certify that I allended the deceased fromLM 9., to m 18 , that I last saw the deceased

alive on - 23¥ -4 2 19___, and that death occurred at __3_& m., from the causes and on the date staied above.

3. SIGNATU (Degroe ar titk) | 23b. ADDRESS 23c. DATE SIGNED
,D - 247 ,fswé'rﬂ{’%”ﬂ P-37-41

23, BUR IAL, CREMA- | 24b, DATE 4. NAME OF CEMETERY OR CREMATORY j 24d. LOCATION (City#town, or connty) (State)

TIO REMOVALtwn
l‘13\11'1:;1 Oct. 1,1949 Mt, Mora Cemetery St. Joseph, Missonri

DATE 'D BY LOCAL | REG|STRAR TURE RAL DIREGTOR'S slsuMbnuss
L 1785 2 8 2V focneial
YA L% mey Fajner Home=St., Jnseph. Mo

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

(Licensed Embalmrl Statement on Reverse Side)




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 cee.

Student Embaimer No.

Simm ;?7 M
St Bevessnsnennanancnnsonas Ctettsssrusaannonn . _
gne PR AR Licensed Embaﬂ
P. 0. Address A B s =, <

working under my persona! supervision.

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

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




