THE DIYISION OF HEALTH OF MISSOUR|

393495

1. Heolth,
, & Wellore F”_ED NOV 1 8 1957 STAN DARD CERTIFICATE OF DEATH STATE FILE NUMBER
S, Publi
th s:n::. Registration District No. ... _42 ............... Primary Registration Diatric_iio-.......1000...............,.._ Registmr's Nolgl[}_,___
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased |laed If institution: Residence befony
. . COUNTY . STATE + b, COUNTY mission
- 30 ° . Buchanan ° Missouri Buc
v. 1-57 b. CITY (If cutside corporate limits, give TOWNSHIP only} Inside Licgits <. CITY St J h inside Limits
TUWN St JOSGph Y“E_\ No [] TOWN 08 ep [l] Ye:@ No ]
c. f{gls.é_l_pAﬁ‘-%’gF {)f NOT in hospital, give location) Len th of stay in 1b d. STREET {If outside, give Ioccman) "d. Reside on Farm
A 3 ADDRESS
wstirution 6003 Carnegie years RES 6003 (Carnegie Yes (] No )
3. FI_AME OF DE)CEASED First Middle Last 4. DATE Month Day Yeor
ype or print » OF
: Mﬂf‘y . Sidor DEATH Nov, 6 1857
*5. SEX 6. COLOR OR RACE MRPAQ@NEVER warriep[]| 8 DATE OF BIRTH 9. AGE {In ysars IF UNDER 1 YEAR| IF UNDER 24 HRS.
y a5t birthda nths | Doys | Hours in.
Female White wooweo[ ] oworceo[]| S@pt. 25,1895 |62 [0 [
100. USUAL OCCUPATION {Give kind of wark done | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) % 12. CITIZEN OF WHAT COUNTRY?
ring 3o, ing life, even if retired) INDUSTRY
¥ ds)eRad:hn roour Co. Poland U, 8.4
130. FATHER"S HAME 13b. MOTHER'S MAIDEN NAME 4. NAME QF HVU’SBAND OR WIFE
Unk. Unk., Halter Sidor
15. WAS DECEASED EVER IN . §. ARMED FORCES? CURYT . 17, INFORMANT . Address :
(Yes, no, or unknown)| (If yes, give war or dotes of service} 6 8 ? b§ j 7?6) La wr en C e S 1 d o r » 'gd‘& . JOS eph, MO

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and (c).)

INTERYAL BETWEEN

St.

1. Olzvet Cemetery

]
2
rs
-]
._;'
Eow
E 2
- ]
2 &
& o PART I. DEATH WAS CAUSED BY: . ONSET AND DEATH
ep WMEDIATE Cause (o _ Palmonary Embolism sudden
= o
.- ; . - »
£ @ Conditions, £amy, . pUE To ey __ATEeriosclerotic Heart Disease 4 months
= - which gave rlse to
2 L3 0
5z B i } Arteriosclerosis unknown
c 8 g lying couse last. DUE TO (<)
'5 5 @ - PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 1o the terminal disecss conditien given in PART | {=) 19. WAS AUTOPSY 2
£ 3 o a PERFORME
E I B Y200 YES[] KO
£ 5 x@E| 200 ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | o PART Il of item 18.)
- = = ]
S v o o o :
55 ﬁ Q 2e. TIME OF Hour  Month, Day, Yeor
=2 D5 INJURY  a.m.
; ‘-:'- : £ p.m.
2F % W0d. INJURY OCCURRED 0. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
i+ WHILE AT NOT WHILE D farm, factory, sireet, office bldg., eic.) - . .
2 03 WORK AT WORK ’
- A7 \1 1
E f 21. | attended the deceased from March 3 ? L3955 o VoV © ? J.‘;"s f ond last sawRiraliveon (Ot 717 1 Q57
g_ g Death occurrad at b All m @n tho date stoted obove; ond to the best of my knowledge, from the couses stated.
s s - {Dagras or title) 226. ADDRESS UL 111 inois ADE, [z oate sicned
- 0
iz wm b St. Joseph, Mo 11-8-57
23c. NAME OF CEMETERY OR CREMATORY | 234. LOCATION (City, 10wn, or county) (S1o14)

JOSGph, .MO:

- 25. DATE RECD. BY LOCAL REG, ] 24. REGISTRAR.

{Licensed Embalmer’s Srothment on Reverse Side)
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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

working under-my personal supervision.

Student ceveiniiiiiie e erer e anans

Signature of Student Embalmer
. - N -
" . " Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWI
to comply with the above constitutes grounds for revocatmn of lmense) . _
If embalmed by. 8 STUDENT, he also shall sign in his OWN handwriting. = .- Lo :
If this body is not embalmed, fact should be so stated above .
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