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

DEPARTMENT OF COMMERCE

MISSCOURI STATE BOARD OF HEALTH

PO FEW 10 1942 STANDARD CERTIFICATE OF DEATH

1747

Siate File No.. =

() County.

Registration District No...... _85__ Primary Registration District \oiggf._.ﬁ Registrar's No - 83
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: / /
(e} County....-_.._.Bllanan (@) State Missourl Buchanan
/

St. Joseph

" _(lfouu.ide city or towa limits, write "RUNAL"™ and ooma of towaship)
(¢} Name of hospital or institution:

1013 Penn §t. }

4
(If notia hospital or i ion, writa strest

(5) City or town

ber ot location)

{c) Cityortown sSt. Joseph

{1t outside city or town Limite, write “RURAL") 7

1013 Penn St.

{If rural, give location)

(d) Street No

(d) Length of stay: In hospital or institution None ¥
(Specify whather |] {£) Citizen of foreign country? Qe (Yes or No)
In this community. 29 yeals.a
yaurs, tmontha or doys) If yes, name rountry
MEDICAL CERTIFICATION
P TN Magglie Miller
20. DATE OF DEATH: Month.. s, anuary day....29%h

3. (£) Social Security
None

3. (b) If veteran,

name war, IIDne No.
, 5. Color or 1 &) Single, mdowrd married,
1 selemale race it avorced LG OWed
6. (») Name of hushand or wife.........ccoceceeeeee. 6. (¢} Age of husband or wife if
John N.Miller Ve ears
7. Birth date of deceased_NOVEMbeEr 15, 1867,
{Month} {Day) {Yeur)

year.lﬁé.a.mmhour__._.. i ] minute......... 4 .5:&1&
21. 1 hereby certify that I attended the d d from 'IJ -
1w

/8 19%1::/- 3

that I last saw .81, alive o 1044,
and that death occurred on the date and hour siated abgye.

- ‘ 2 : ~ Duration
Immediate cause of deat = .

j?‘gg;ULel . ,Iﬁﬂ??

5. AGE: Vears Months Days If less than one day
T4 2 10
hr. min.
5. wiepizce... NODLICK.........o.......... KonEucky [
-« {Clty, town, or county) (State or fareign country}
10. Usual occupation At H'Qme

Das to..W}

: 70 )
v ) L 4
Due to.%W f_p
Other conditions, i - n 4
{1oclade preguancy within 3 months of death) \-v
[ ) AL PHYSICIAN
L Il —
* . - Underline
the cause to
* ® lwhichdeath
Of autopsy. should be
charged sta-
tistically.

11, Industry or business

& (12 Name._Allec Edwards N
E{ 13. Birthplace.._ UNKNIOWN Kentucky‘]
2 (14, Malden name.... &c.u ol If"ﬁ’urrg {Suummﬁ.‘:ﬁj{ .
g{w.mn@mm Unknown Kentuckyi
= (City, town, or county} (Stats or foreign conntry)

1

16. (o) Informam TuiSS . Sallv I'I'Iill er
® Addres 1013 _Penn St. St.Joseph,Mo,.
Burial ®) Date thereot JBN ¢ 27 5 1942

R (Barial, cremation, or removal) {Month) (Dny) (Ym)
{c) Place: burial or r:r:matinn..blt_: L/ A_Hb_u%g_e 6

18. (a) Slgnatu.re of funeral direc

1802. Unioh's

17. (8)

Add! .
kﬂf’g@uﬁ.a it ’

22. If death was due to externa] causes, fill in the following:
{e} Accldent. suicide, or homicide (apecify)

(¥ Date of occcurrence

{¢) Where did injury occur?
{d}

{City or town) (County) (State)
Did injury occur in or about home, on Iarm in industrial place, in public pla.r.*e?

i

(Spedfr (!1)'7: of place)

While at work? of mjurv

(M.DP. m&)___,.._.

"DI

(Licenscd Embalmer’s Statement on Reverse Side)

.......... WDM: migned. /,_..2..,_.4:,}
v




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.

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

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




