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WRITE PLAINLY~
N. B.—Every item of information should he carefully supplied. AGE should be stated EXACTLY. PHYSICIANS shonld state

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

o1 x105811

et 0CT 10 1940 0
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BURSAU oF TR GRNsUS STANDARD CERTIFICATE OF DEATH Stals Fils No.
Registration District No. M Primary Registration Distriet No._,LL)__ Registrar’s No.. ,7 &% &
1. PLACE OF DEATH; !R 2. USUAL RESIDENCE OF DECEASED:

{a) County__

(b)) City or town.____]
(Ifouhldo clty or town [im
(¢} Name of honpital or {nut{tutinn

t. Mary's Hospital . (17 outetde vivy or towa limilts, wrive “RURAL")
{If aot tn bospital or institation, -ﬂuutmlgm ala'lmlliun) ] 0
() Length of stay: In hespital or Institution Ya {d) Street No.»m.a&&..m

(Specify whether (If curad, give location)

(a) State M i sscur i (b Connty___s_:,t._'__L.Q.uaiﬂ———

{¢) Clty or town.

, write “RURAL"™ and name of township)

Inthis community.
years, months or doys} {e) If foreign born, kowlongin U. 8. A.7 Years.

MEDICAL CERTIFICATION

o @eaint  Margaret Hager

20. DATE OF DEATH: Mont

8. (b) If veteran 8. (¢} Social Security
' year. 11 hour, mlnut S— ........M.'
nome Wwar. No.
21. T hereby certify that T attended tha deceased lmm%

5. Color or J 6. (a) Single, widowed, married, ____f%__l__ - 19# to.
4. Sex Female mce. i divnrcod_..ﬂi..g:.%e-g that ] [ast saw h&er  alive OL_W“"_W. 19} |
6. (b} Name of husband or wife__._.__ 6. {¢) Age of hushand or wife if || #nd that death occurred on the date and h stated sbove, |
Albe ;'t H@g er PATLL T years [| Immedigte cause of dea o’ -
7. Birth date of dmai_.....la.mla.zx_z&ﬂ_lala__ L& A
{Moath) (Day) (Y4ar) .
8. AGE: Years Months | Daye 11 lexs than one day Due to. {2 3
A
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s.Binbpace___OG._ TOWiS - Migsouri |- C /r/[ ‘3 k [
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10. Usual oceupation At _Home 2] Of?::;:f f “"%«P
11. Industry or business [n PHYSICIAN
E { 12 Name_. Ott0 Wichmann - - : Major Sndings: = 27 1< . ' edorinn
the cause to
2 | 18. Birthpl . —_(ermany which desth
™ P
14. Maiden nam % 'é?m,) -..‘Ei'::ﬂ?.ﬂ"” 0“““1"7-:27 W"—__ i!:hﬁcg;;:: IEI:
{15 Bithoine, MEBSET100 Illinois i
i . (City, town, o7 couot®) (Btave or Loralgn cocatey) 22. If death was due to external eausen, fill In the following:

=
‘ 1€. (a) Informant’s o we_Adolph H {a) Accldent, sujclds, or b (specily)
O o 4 "North & Sonth HoGds || ® Datectoccums

’ | n}urM\A

r' 17, (@) Buria'l (b) Date themf___g_llﬁ&Q_F () Where did{ 7 b(ﬂl:‘.\-ug ? Tor— iate)
(Borial, cremation, or removal)} (Montk} (Dey) (Yeas) || (4) Did injury occur in or about home, oh farm, nlndnstdalphu.ln public place?

(¢) Place: burial or cremation_ LK E Char]

18. {(a) Signatore of funera! direch
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

. Registered Apprentice No

working under my personal supervision. -
) o .
Sigﬂed ..... Ab@‘-.w-.-w oA 0, o oot A Sy
) Licensed Embalmer No 3 b 7 é
P. O. Address

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

' If this body is not embalmed, above space should be left blnnk."




