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LERMANENT RECOR]%\%@

WRITE PLAINLY-—USING UNFADING BLACK INE—MAEKE A P

’ FIEDNOV 5 1649

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

34703

State File No..oiiieoeee i ceseeesiresninns -
'8IRTH NO. REG. DIST. NO. & S: € PRIMARY REG. DIST. no!f EQ E Registrar's No Vi A"'
1, PLACE OF DEATH Z USUAL RESIDENCE (Whers 4 3 lived. If lostitet idence before
a. COUNTY a. STA b. CO --l ion).
Platte ™Xansas ey A&ﬁ
b, CITY (It outside corpurate limits, write RURAL and ;—Iu LENGTH OF c. CITY (if outalde corporats limits, write RURAL and give w...u,, W
OR m AY (in this place)
Towsn Rural ieston To¥ns TOWN Ogden )
d. FHI(S!';P{‘T"‘AT_.EOOF (If not in hoapital or instlsution, du strect addrems or locstion) dAS[-)r[[;!REEE-SrS {If rura!, give location) I
Neriration Crosaroad . 4 |
|
. M (¥ = . .
3 BlE% EE E%E a. (Firat) b, (Middle) c. {Lpat) 4, DA}'E (Mantb)  (Day) «(Year)
rnmmeJGeorRe Prances ileisnar bEATH _ 10-10-49
6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, _.1-8. DATE OF BIRTH 9. AGE (o yesrs| ¥ UNDER 1 YEAR | oF unDER 1 Wid.
W WIDOWED, DIVORCED (speiits iradan | Mossa| Dar | Houm |
male thite widowed 9-7-1900 |
10, USUAL OCCUPATION (Giwve kind of work | 10b. KIND OF SUSINESS OR IN- | 11. BIRTHPLACE (State of forslgn souniry) .- 12, CITIZEN OF WHAT
done during m okt of working lifs, evea if retired) DUSTRY . ﬂ lé)KNTRW
i i T Ogden, Xansas. . U E
ilan. FATHER"S NAME - 13b., MOTHER™ S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Georze Weisner Hallon Mable Paslk )
15 WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, 0o, or unknown) | (If vea, wive war or dates of servies) N&. o
$41-07-136 B8laine ileisner Leavenworth, ¥an
18. CAUSE OF DEATH MEDICAL, CERTIFICATION ISIEER-}ML BETWEEN
| Enter only onecanseper | |- DISEASE OR CONDITION d d/ AND DEATH
line for (a, (b}, and () | D'RECTLY LEADING TO DEATH ;)
v This doe> not mean | ANTECEDENT CAUSES M ~
the mode of dying, such | Aforbid conditions, if any, giring PYE TO (b) / /'
as heart follure, asthenia, | Tise o the above couse () stating, . . - - R - ..
‘Wete:™ 1t rieans the diy. [ Phe umderlying cause last. ot ” ) o Qg p / /
¢eate, infury, or complica- i DUE T.O (c) N A j LA
tion which coused death. | 1. OTHER SIGNIFICANT CONDITIONS - 4 :_i{/‘
Conditions contributing to the death byt not ¢ .
related to the disease or condition causring death. -
19a. DATE OF-OPERA- |.19b. MAJOR FINDINGS OF OPERATION -~ 20. AUTOPSY?
TION . ¥
) YES D NO
21a, SUACCIDENT (Boecily) | 21b. PLAGE OF INJURY (e.x..igerabont | 21c. (CITY. TOWN, OR TOWNSHIP) _ (COUNTY) STATE) .
m- farm, factory, street, offi o lL,)
Romicioe 4 & /' k> . WESTIN Touns37P  PAATIE /V.’J
21d. T(I#E (Moath) (Day) (Year) (Hour) - | 2le. INJURY QCCURRED | 2if. HOW DID INJURY QCCUR? %j
WHILEAT[ ] NOT WHILE - )
INURY /4 _ g~V 9y 25 WORK AT WORK N et et S L 4 .47,«5- .-
22, I hereby certify that T auended the deceased from , 19 o , 19— _, that I'last saw the deceated

a!ive on , and tha! death occurred al

m., from the cauacs and on the date stated above.

23, Si TURE A/ A/ Z : ¢ ‘_(Deg:me or title)

ﬁ%w % 2. DATE SIGNED

SO~/ O~ 9

24c. M\‘dE OF CEME!'ERY OR CREMATORY .

244, LOCATION (Olty, tows, or county) (Btate)
. . R .o
25. FUNERAL DIRECTOR'S S| GNATURE ADDRESS

BURIAL CREMA. [ 24b, DATE
'n . REMOVAL
emova 10-10-49 | Sunset Ceme
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE
REG /41' .
(0109 | Bhtun, Roctsre o

Conroy Tunerel Home Manhattan

licensed Embalmer's §
A

——
Ex

tatement on Reverse Side)
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District File Numbo;__--____-_j___,_
- - L1 ] 33
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|
|

STATEMENT BY LICENSED EMBALMER

working under my perscnal supervision, Student Embal; NOuvoresasaaseaphonnsa
- Signed W W W i .
Signed,euiceernns e rrerasaasenn ttescasasan .e d 3
Student Embalmer _ Licensed Embalmer No % '?

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

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




