ealth,
Welfare
Public
Servite

300
1-56

Doctor, coroner, ofc. must use conly standord nomencloture in item 18. No symptoms will be listed. All
Jisooses in Part | must be casuoily related. Coroner cannot certify to o death due to naturel causes.

R

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

/
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i

THE DIVISION OF HE
STANDARD CERTIF

FILED APR 22 1957

ALTH OF MISSOURI
iCATE OF DEATH

T STATE FILE NUMBER

{1f yea. give war or datex of acrevec)

Registration District No. e, ..4.2.. ----------- - Primary Registration District Ho. ....I_.Q_QD......A.....“,A..... Registrar's No, __.4.1.'1..
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decensed lived. [ institulion: Residence befors
dmi ssion)
. COUNTY a. STATE . . b. COUNTY @
= C Buchanan Missouri Buchanan
b. C(IJ';Y {lf outside corporate limits, give TOWNSHIP only) | Inside Limirs c. C(I}LY OI / 7 Inside Limits
jown  St. Joseph Yestg Nos TOWN St. Joseph 0 Yezix NoO
c. r{g%#l‘?:l’:‘%s': {HF NOT inhaspital, givelocotion}|Langth of stay in 1h 4 STREET (Il sutside, give locarion) Reoside on Form
instituTion 2423 S, 11th St,, | 90 years ADDRESS 2423 S, 11th St._, Yostl MNoOX
3. NAME OF First Middie Lagt 4 DATE Month Day Year
DECEASED . OoF
(Twpe or print) LENA CAEL BEATH April 13, 1657
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In yenrs | FF UNDER 1 YEAR fIF UNDER 24 HRS,
.. / e MARRIED E_i HEVER MARMKDD . v e v lac};:‘r{hday) Montha | Daw | Hours | Min.
Tchale Wil Ue WIDOWED [} OIVORCED [ J] MO 1CIl &4 LOUD 7 o ] i |
*110a. USUAL OCCUPATION (Give kind af work donte | 106 KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (City mned state or vountry) 12. CITIZEN OF WHAT QOUNTRY?
during_most of working life, even if retired) /
housewlfe own home Chicago, I11. USA
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
Nicolas Yeber unknown
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY KO.[17. INFORMANY Addrens

{¥ea. no, or unknown)
ne

18. CAUSE OF DEATH [Enter only one cause
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

INTERVAL B‘ETWEEN
ONSET AND

/= zZL«.’i

Conditions, if any, DUE TO (&)

which gare rise fo
aboce cause (8),
staling the under-

"
a‘/w/cﬂ.%z_”f

z iving cavse lost. BUE TO (¢} A

=] PART II, OTHER SIGNLFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN 1M PART i{1) 13 s:\:::ii 3:;22"

- J\

g . H L{ 3 X ves[d no

E 20a. ACCIDEKT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY QCCLRRED, {Enter nature ojlnjurv in Part I or Part 11 of item 18.)

& 0 {J [}

u

-“ 20e. TIME OF Hour  Month, -Day, Year

et INIURY a, m,

a pom.

[

E | 20d. INJUSY OCCURRED 20¢. PLACE QF INJURY (e, ¢., in o7 echou! Aome, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE "l:] Jarm, factory, street, affice bidg., ete)
WORK AT WORK / / / y

2l. 7 attended the deceased from to

_Degth occurred at

h
and last saw i

alive on May

yAT

’ >3
% /7575 (2 o o 4 7
10: A . m on rha‘dl‘&e sfated above; and to the best of my knowiedge l"rom the causes satated.

-,a?n TPRE Z : :Debnenrmtz) - y e
4

DW ;‘"! ? %d 22¢, DATE slcr E£D

23 BuRnl, cremafion. |23 DATE - Z3¢. MAME OF ICEMETERY QR CREMATORY c.mcm( town, or eunty) (sﬂ:'(}
REMOYAL (Spectfin)
burial 4/16/1957 "Mt. Olivet Cenetery St. Joseph Mo,

24 FUNERAL DIRECTOR ADDRESS

25. DATE RECD. BY LOCAL REG.

ril 19,1951

ZGISTRAR S SIGNATURE E

. [Lic%ud smbo!mcr's Statement on Revorse Kde)

Rty




. ' STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
byme, or by ... e eeeeemeieessreitesiensrasananannan fevanans » Student Embalmer No........... |

working under my personal supervision..

Student. fiun i Signed. M;u .....

Signature of Student Embaloer

Lxcensed Embalmer No.. y?f

e | : , L P. O. Addres M jl

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

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

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




