tant.

is very impor

N. B,—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION

Tialal” 4 AldLil

e

DEPA%E&%{‘:‘?&; 9&; ggﬁggERCE MISSOURI STATE BOARD OF HEALTH 4 2 2 3 8 e
‘%7 STANDARD CERTIFICATE OF DEATH State Pile No

Registration Distriet No..._ 399 *?,?_, Primary Registration District No...—..- 1002 —— Registrar's .Na.__&%rs___

1. PLACE OF DEATH: ©. 2. USUAL RESIDENCE OF DECEASED:

(a} County. Jackson

(b) City or town._. Kansas City

(It outside city or town limits, write “RURAL" and name of township)

(¢) Name of hospital or institution:

Lakeside Hogpital

Kansag City

ta) sme_.__Misso.uriﬂ..jm (¥ County.....jackson

(¢} City or town
(If oatside city or town limita, write “RURAL"})

{If not in hospitn) or institntion, write strest number or location)

(d) Length of stay: In hospital or Instjtution..

DaYQ ) {d) Street No 3815 Ches‘tnut

In this community. 18 years

(Specify whother (If ruzal, give location)

yeara, manths or days)

{¢) JI{oreign born, howleng in U. 8. A.7

yearda,

S @PRINT  Mrs  Emma Lo.Foster .72

j MEDICAL CERTIFICATION

8. (b} If veteran,

20. DATE OF DEATH: Month. A_/-€-Co ' day é :

.50)4“

8. (¢} Social Securit .
@ v year..._ll...f.,.. . A....hour. minute. /

name war. -_No No.....J N0 how
21. 1 hereby certify that J attended the deceased from.. R C.‘..,}d
6. Caloror 6. (a) Single, widowed, married, 19,37 to L . b 193‘?-
Femal White T ~ <
4. Sex € 8 race di""’rc‘-‘d—'Mg'}:—'"l'"e"g that I last saw hiwd~__ aiive on A\ et & 193_?.
6. (5 Name of husband or wife._...__ . _ 6. (¢} Age of hushand or wife if || od that death occurred on the date and hour stated above. Durati
uraiion

A. B. Foster

alive...... % ..........¥ATE Imzht cause of death N
7. Birth date of deceased ... ... ].I.gll L_BO,,__]_B ./ Ty J_C_._.._... .ﬂm.éé..__’@_h - 7

(Month) {Day) (an)

8. AGE: Years Months Days If less than one day
78 3 16 | b
9. Birthplace_________QGRiCa@O. __Illinois/ o ,
{City, town, or county} {State or foreign country I 5
At home Other conditions,
10. Usual occupation 2 (Include pregnancy within 3 months of death) !
11, Industry ¢r business Q PHYSICIAN
ok Major findings:
=
2 {12 Name.....£eter Schlund / Of operations Underling
2 (13. Birthplace Germany ﬂ : the ause to
o D%lﬁ L m‘k {State or foreign country} O autopsy. [z 8 (:{ Qﬁa—uﬂ - should be
= [ 14. Maiden name.. ... 023 0 Yk M s F| A o e oA ) e I"_ " FF T cha:rged sta-
E 5 Don' t KHOW d‘u:"‘..a__‘&.!ﬁ !;l-‘l& == 5 - tistically.
15. Birthplace 22, 1t death was due to external causes, £ill in the lnﬂowlng. 4

= (City, town, or county} (Stote or forelgn country) /
).
16. (a) Informant's own signstur W—.«M@; 7= (a} Accident, suicide, or bomicida (specity —

(b) Address.... O£ 3215 Ghest;;u;

{&) Date of oceurrence.

17. {a} __.Bllll_al (») Date zhem:.DﬂG_._B_;lﬁﬁﬂ ‘,'/n,/m“) o (State)
{Momb) (Day) (Year) |1 (d) Did injury occurinor nbypﬂfgn.{nrm. in industrial place, in publlc place?

(Burlal, cremation, or remaval)

{¢) Where did injury occur?,

nty)

(¢) Place: burial or eremation L. Moriah e

1B. {a} Signaturse of {uneral directo reem QI_UJE!I)L____ ‘While at work?...___J (swif, ‘“‘ - ’h“) infury.

104 W, 43 ngi ?S t 8 Mo. | Ty
(b) MPe Qr other, -ﬁ'
19. (a} Dec . 7 1933) 23, Signature_ %{ M ther):

{Date received local nsulru)

(nm-mm) Add.rmr? Id - / Date =ign

?

{Licensed Embalmer’s Statement on Reverse Side) 3 { O~ UW




STATEMENT BY LICENSED EMBALMER

+ Registered Apprentxce No

working under my personal supervision.

Licensed Embalm ‘y‘ q % 9

POAddress %0

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

If this" !)ody is not embalmed, above space should be left blank.




