THE DIVISION OF HEALTH OF MISSOURI

[

t

LS

L]

WRITE . PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

line for (a), {b}, and (¢} DIRECTLY LEADING TO DEATH® ()

o. 300
STANDARD CERTIFICATE OF DEATH 38269
10.48 }.'L NOV 30 195“‘1 SHAbE File N o s et e isem
BIRTH NO. Rec. o1sT. no. 42 erisary rec. oisT. wo. 1000 Repitrars No 1218
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whbere Jdecossed fived. If institution: resiloncs befors
0 a. COUNTY a. STATE . . b. COUNTY y adminsion).
Buchanan _ Missouri Fuchanan
b. CITY (It outide corpurate limits, writa RURAL and give c. LENGTH OF ¢. CITY (If cusside sorporate limits, write RURAL aad give towmahip}
townubip}| STAY (in this plaes)
TOWN St. Joseph 52 years|| TOWN St. Joseph .
d. FE%%P#NE_EOOF {If fot in beapltal or insusution, give strest sddress or location) d'ASL-)rgfsiErsS (I rural, atve -loe-n!on) [ 2y 4)
INSTITUTION hodist Hos al : 2611 Laucille Ave.
3 NAME OF a. (First) b. (Mlddle) c. (Last) 4. OATE (Moath)  (Dey)  (Year)
(Typeor Prnt)  Omer J. Anderson DEATH November 18, 1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| o ONDER 3 YEAR | o owoeR W Mn,
0 ) WIDOWED, DIVORCED (spucityy bt b} | o] D | B | 'l
wh married October_ 22, 18761 77 : l
10a. USUAL QOCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- 1 11. BIRTHPLACE (Btats ot forvign country) 12, CITIZEN OF WHAT
dane duriox most of workin lifs, sves f rettred) . DUSTRY / COUNTRY?
ret, engineer railroad Troy, Kansas
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James Anderson Mary Alice Njxom !  Fdna E.
15. WAS DECEASED EVER IN LS. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes.no, or unkaown)} | (If yes, sive war or dates of sarvice) NO.
no 1 e Mrs. Fdna Anderson,2611 Lucille . St. JoseEh,M
18. CAUSE OF DEATH ICAL C RTIFICAT INTERVAL
. Enter only aneacause per 1. DISEASE. OR CONDITION W “" ‘

s

“This does mot mean | ANTECEDENT CAUSES

Morbid conditiona, if any, gising DUE TO
rise to the above cause (a) mzﬁng
the underlying cause last. .

DUE TO {(c)

the mode of dying, such
as heari fellure, asthenia,
ete. It means the dis-
ease, infury, or compli

Mﬂm&a@v ’

11. OTHER SIGNIFICANT CONDITIONS * °

Conditions contributing to the death but not
related to the disease or condition causing death.

tion which cauzed death,

-19a. DATE OF-OP_lE_I%ﬁ]A; 19L. MAJOR FINDINGS OF OPERATION ~- - R R . . LR * | 20 AUTOPSY?
d-e L .3.3/)( YBI:]NOB'
21a. ACCIDENT {Speclty) 21b. PLACEOF INJURY (e.g..inoraboct | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE boms, farm, fnctory. rureet, ofice bidg. et} A L r. ‘ AR -
HOMICIDE )
219. TIME (Month} (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
QF - | wHE AT NOTwHILE _ .
INJURY = | “work AT WORK C SRR :
2. I hereby cerlify that I attended the deceased from —I{‘ZLJ_B" IQQ, to ”_f/& . Iﬂr\a , that I last saw the deceased
alive on _{! , 19N, and that death occurred at 2 330D4 m., from the causes and on the date stated above.

¢ (Degree

e

??,le)cr

23b. ADDRESS

23c DATE SIGNED

f/”/(/.g

(30 Dt e 25

b. DATE
11/21/1953

74a. BURIAL, CREMA-
TION, REMOVAL {Bpweily)
burial

" NAME OF CEMETERY OR CREMATORY
Memorial Park Cemetery

J24a. LOCATION (Oity, town, or county)
.St. Joseph, Mo. L

-(Blate) :

DATE REC'D BY LOCAL

R
25, /952
rd

2 RZISTRAR‘S SIGNATURE ;‘8 g 25. FUNERAL DIRECTOH S SIGNATURE

{Licensed Embalnmn Statemnent on Reverse Side)

ADDRESS

7



L - R e e T B -—-

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 —

Student Embalaer No.

working under my persona! supervision.

Student s.cueseesassnasens erasrrases P Signed é—’/ﬂw wﬁj

Student Embalmer
Licensed Embalmer No..sod.2F

P. O. Address 3/7‘,&/011 gywjff]

Note: The ebove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failuredé comply with
the above constitutes grounds for revocation of License.)

I this body is not embaltned, fact should be so stated above.




