21d. TIME (Month) (Day) (Yemr) (Houar) 21s. INJURY OCCURRED | 21f. KOW DID INJURY OCCUR?

INJURY WHILEAT NOT WHILE

WORK " AT WORK . L
2. I hereby 'ﬁ? that 1 aumded !he deceased from zZL_ 195,10 _7//0 19/, that I last saw the deceased
and that death occurred al .7.3_29__Am., Jrom the cautes and on the date slated above.
(Degrps or titla)( P 23b. ADDRESS
dLA__> -
24g/ NAME OF CEMETERY OR CREMATORY I;;

alive on

TESIGHED

S| S it

24a. BURTAL, CREMA- | 24b. DATE LOCATION (Ctty, town, o7 &ounty) (sqm
TIo OVAL ) ) |
<&%/ZJ‘7‘JU Hwauwkee w;scoumu

IJJRAR'S SIGNATURE . 15 |a ERAL DYRECTOR'S $|GpATURE ,
s (i o P e U L

Ne. 300 FH.ED SEP 201954 THE DIVEION OF ReEALTR OF MRSUUR 29575
-2 STANDARD CERTIFICATE OF DEATH Sete Pt o
faiatH 0. wee. oiav. wo. 42 peiumy mec. oest. wo. _ 1000 oo ne 996
1. PLACE OF DEATH \ 2 USUAL RESIDENCE (Whers deceased lived. If fasthiation: resiencs bocs
D » WY Buchanan _ - STATE M4 ssourd b COUNTY . Byuchanan®**=*"
L b, CITY (If outelde corpurate limits, write RURAL snd ghva e LENGTH OF il c. CITY (If outekls corporate limite, write BURBAL and give towashin)
OR . towrahip) ] STAY (la this gace) OR
5 TOWN St. Joseph years TOWN  St, Joseph 417
FULLNAMEOmeiahmpium ftutlcn, give street nddrem or location) d. STREET (U ronal, give koeation) T
o HOSPITAL OR ‘ ' ADDRESS
8 INSTTUTIONVMet hodist Hospital 1609-1/2 -Buchanan Avenue
ﬂ 3 NAME OF ™ o (Fint) b. (Midal) <. (Last) . 4 OATE ~ (Maath) (Day)  (Yewn)
B {Typeor Pty  ° BIRDIE BLANCHE MINOR DEATH Sept, 11 195,
E 5. SEX / 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED. 41| 8. DATE OF BIRTH 9. AGE ua ymnl v axex | [ 7 ot w s
RCED : birthday, Monthe Hows | Min,
Female White %&owedo C Ll Jan. 24, 1868 85 l | :
102, USUAL OCCUPATION (Giwvwktnd ot work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8t
g done during mow: o workiag Life, wven it roteed) | ° ; DUSTRY (ate ex forsle eonniez) /| S UNERYSF WHAT
8 / Home i Milian Ohio
< fi38. FATHER'S NANE 13b. MOTHER|S MAIDEN NAME 14. NAME o-r HUSBAND OR IlFE(DeceasedT
@ John Bell ‘ Anna Phillip | Be Minor
b |l I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT § 5|GNATURE OR NAME ADDRESS
(Yes. 0o, or gnknown) | (If yos, xive war or dates of servios) : RO. .
3 N D Noiv g NMormg ' Mo
&L e AT 1. DISEASE OR CONDITI , cAL ERT]FICAT : Avd o3
| Enter only onscause per D ON . W :
Z  |[ uine for (a), (o), and (o) | DIRECTLY LEADING TO DEATH® (4 4 % ﬁ(
§ [ ay e o o e | ANTECEDENT ChSES @-_,Zu,q) Mtdo L
the mode of dying, such | Mordid conditions, if any, DUE TO (b> v a
j as bear fallure, asthenia, | rise to the abooe caude (a}
= ele. It megna the dis- | the underlying cause lost
o ease, injury, or compiica- DUE T0 )
5 |} tion tohich caused death. | 11. OTHER SIGNIFICANT CONDITIONS 5
= " Conditions contributing to the death but nol ?
a e e icoth but 1 MAL M
E 19a. DATE OF OPERA: | 130, MAJOR FINDINGS OF OPERATION /X 20. AUTOPSY?
= 33 I3 D NO
21a. ACCIDENT {Epecity) 216. PLACEOF INJURY (s.g..En orabows | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
o . SUICIDE bomo, farm, lastory, sireet, ofes bidg. 0.
& HOMICIDE
wn
1
:
B
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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 e

working under my personal supervision, ‘ e
Signed...éé‘.é_z—..W"._........-...-_...-._.

‘l d..‘ -------- ®ES2ADSJEEP YRR A - - -
>lgne Stedent Enboiner B Licensed Embalmer No.%{é 2.7
P. O. Addrcuﬁg-“# LA
Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN mwﬁva {Fature o comply wit

the above constitutes grounds for revocation of license.)
K this body is not embalmed, fact should be so stated above. R :




