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" WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

[

N

DEPARTMENT OF COMMERCE

F“En"’ﬁ“iﬁmi’so ) 19

Registration District No....

MISSOUR] STATE BCARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No..lﬂ.o.l.....*_

1687
State File No. 8 /
: ~

- -
Regisirar's No S04

1..PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

Buchanan //

(2) County......BM.Ql%%na? (@) State_ M issouri ) County.
{b} City or town L ] ose nh' /
{1f putaide city or town limits, writa "RIZRAL™ and name of township) {¢) Cityor town. S t - JOS e Dh
{¢) Name of hospital or institution: \ {If outside city or town Himity, write "RURAL™)
St. Joseph's Hospital A @ Swet o 3308 St Toseph. Ave 7
({f not in hoapital or iestitation, write street number ot location)’ {If rural, give looation}
(4) Length of stay: In hospital or {nstitution Dav(ss irwinne | @ Citiz » R NO 4
pocily what € en of foreign country ] (Yés or No)
In this community. 70 }Teal‘s Py
years, months or days) If yes, name country
.. MEDICAL CERTIFICATION
e e Mark W. Bond
20. DATE OF DEATH: Month. J"E- nary..dy...elst
3. (b) If veteran, 3. (¢} Social Security ] 9 ; 2 OO A
OAME War None No_...N.Qr.l_Q_ ....... - e B e ~o TR 2 M
21. Ih y certify that I attended the deceased from
ﬁ 5. Color or 6. a))Single. widowed, married, M// & 195810 ,}I/pw < 19 ¥
il W . g .ol
4. Sex__M_@-_l_._e_ —— m&ihi t el dlvormd.._..s.lnf;lg._ that I la.st saw h..;-..m alive o 19 ..55 PR
6. (b} Name of husband or wife.....___._.._. 6. () Age of husband or wife If || and that death occurred on the date and hour stated above. Daration
¥

i e of g, SUTIE 16~ 866
{dlaath) {Day) (Year)
8. AGE; Years Months Days If less than one day
75 7 S he. e
9. Birthplace_ MIIKNOWD Indiana /

(City, town, or county) (Stata or foreign country)
10. Usual ocoupation.... REL1red Manager

1. Industry or buAnmPaI'k"JaNGI‘QCGI‘Y_

Due to

\

Due to

\
\/

Other conditions.

\

(Inchude preguancy wimvuh of deaih)

nl:: . gl PHYSIGIAN
& ( 12, Name Le;ri R.Bond PO | R st A —
= / \ Underline
= irthplace UnlanWn Indiana thecause to
e 113, Bint Jiats or forsign country) ~ N\ which death
E{ 14. Maiden name... élns...... - Of autapey i shnuldsti:-
tistically.
§ 15. Birthplace.......... 1{1 é%nf'g%“m (State or forcign aﬁ%{;;i 22, If death was due to external caums, ﬁll in the following:
16. (a) Informant Ben BOnd (a) Accident, suicide, or homicide (aped'fy)
&) Address. 2022 Miller Ave, St,Joseph,Mp¢ Date of occurrence '\ /
17. (a) . BJ.lI:iB.L._____“._.. ®) Date thereofs] .11+ Rx0 5 1. 94 Z|| (&) Where did njury oceurt of town) (Goonty) 7 (State
{Burial, cremation, or removal) (Month) (Day} {(Yeur) {d) Did injury occur in or about ho on fn.rm. in industrial place. in publie p!ace?
. (¢} Place: burial ormnauun.._.é..g.. land T t
18. (a) Signature of foneral direct While at wor L2 oy tmegioind S
ddress].802 JUnion S . ,CS/ / // 7//
19. ¢ ) q 3 ” 23. Signature._ | d et . (M.D.orother)
) Date received loca rnguunr) Addresa............ Mr__ ,44 oo .. Date signed J=25r % .
v '—ll/ (Licensed Emnbalmer's Statement on Reverse Sitﬂs r v 3
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STATEMENT BY LICENSED EMBALMER

H

I hereby certify that the body whose name is recorded on the reverse side of this certificate was cmbaimed by me, or by ......... i S — :

, Registered Apprentice No,

working under my personal supervision.

* " Licensed Embalmer No. yaas)

P. 0. Address St. Joseph.,Mo.

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

* %" If this bedy is not embalmed, fact ehould be so stated above.




" . No. 2B
1hM—8.21-41

o1 x29288

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE "A'PERMANENT RECORD

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

£S5

Registration Distriet No

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District NoZ.................

Slate File No /é f7

- Registrar's No.

/06/

1. PLACE OF DEATI]:

ﬁL&oJ

{a)} County....
{#) Cityor town....

'Ya

(lf oullidu chy or l,ownlmuu.
(c) Name of hospital or institution:

Xzt XV
A

rite "RU

A,
** and name of township)

(If oot in hoapita] or inatitution, write street number or location)

(d} Length of stay: In hospital or institution

2. USUAL RESIDENCE OF DECEASED:;

{a) State (%) County

(¢ Cltyortown
N {If outaide city or town limits, write "RURAL"™)

(d) Street No

(Lf rural, give location}

(Specily whether (¢} Citizen of foreign country? (Yes or No)
In this community.
years, months or days) If yes, name country
3. {a) PRINT. 1/0 MEDICA
FOLT Name 2 L N A
3. (8) If veteran, 3. () Social Security 20. DATE OF DEA ¢ EATLY /' Month.
year S—

nAMEe WAar.

No.

5. Color orw

race

o d]

)

6. (¥ Name of husband or wife......covvverrecenns

6. {a) Single, widoweg) married,
divorced '
6. {c) Ageof husband or wife if
alive. ..~y

A
7. Birth date of deceaacd\kk’!-e_-/.é.. .
ﬂ (Month} Dy
A

L

8. AGE: Years Months

75 | 7

9. Birthplace.

Days

10. Usual oce:

[

{State or foreign country)

21. I hereby certify that

Duration

WW ------------------- e

)
/_._.—

Due to

%tber conditions
y within 3 manths of death)

« 50
DLW
T A\W)

—-

1. Industry o

E .12, Name
[=

13. Birthplace

{City, town, or county)

(State or foreign country}

15, Birthplace

E 14, Malden name.
’5{
=

16. (a) Informant

{City, town, or county)

(State or foreign country)

(&) Address

17, {a)

{Bugial, cremation, or removal)

{¢} Place: burial or cremation

(b) Date thereof.

{Mooth) (Day) {Year}

18. (@) Signature of funeral director.

{¥) Address

19. {a)

{Date reveived local registrar)

{Hegistrar's aiguature)

/]

PHYSICIAN

Underline
the cause to
[which death
should be
charged sta-
tistically.

Major findings:

Of operations.

|
\¢
1

Of autopsy.

22. If death was due to external causes, fill in the following:
(@) Accident, suicide, or homicide (specify)

{b)} Date of otcurrence.

(c) Where did injury occur?

(City or town) {County)

(Searc)
{d} Did injury occur in or about e, on farm, in industrial place, in public placc?

(Smfv type ﬂ place)

SR () eans of injury...........

r While at work?.._.,

23. Signature (M. D. or other}...

Address. ( / Date signed.. ..’

\ /
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