5. No. 2
[—1-4-41
. 5-17-39

o1 28390

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

Rezmration District No._... ......;.% l{zm Primary Registration District No........ /..0,,0 L Registrar’'s No

DEPARTMENT or COMMERCE MISSOURI STATE BOARD OF HEALTH

iED 0CT 5 18 STANDARD CERTIFICATE OF DEATH sue a0 9927

2534

1. PLACE OF DB\TH:]_

2. USUAL HESIDENCE OF DECEASED:

>

16. () Informan: ML'S . Rose Hill
®) Address__ 2919 Benton Plaza

R 17. () .._mu:l.ﬁlmm__‘____ (t) Date :w_ﬁﬁﬁi

Burisl, cremation, or reinoval) (Month) (Day) (Year)

(¢) Place: burial or cremation Maple Hill
18, {(¢) Signature of funeral director. ROSG & Henderson

(5) Addr 139_ E.-~15 th.. e
19. (a) ”é %’\/

(Dlu recaived bocal redistra {Registrar's sigoatore)

{a) Accident, sulcide, or homicide {specify)

{a) County ackso nc k7 (z) State Mis souri {(6) County. ‘Tacl_cs on =
(5) City or town ansag Y K C it ]
. {IT outaide city or town limits, writgtRURAL" and name af township) {¢) City or town ansas Y f
(¢) , Name of pr. rinstigutd ) 0.1 (1T outaide city or tawn limlts, write ~RURAL™) 2=
{If not {n howpital or institutiSh, =i ' il : Y 1S " id) Street Nowooorre ‘29 15 ‘Be("md give location) e
{d) Length of stay: In hospital or institution i 1 @ o ‘ forel ’ o Noy
ify wl e 03 tizen of {orelgn country es or No.
In this community. 20 Years
years, months o deys) If yes, name country
MEDICAL CERTIFICATION
3. PRINT
3.0 PRINT LILLIAN ALLENDER Sep £ o5
20. DATE OF TH: Month. day
3. (8) If veteran, 3. (¢) Social Security f%‘ o N
name war N, No None bour. ) .. minute .. Bu M.
21. I hereby certify that 1 attended the deceased from
5.,Color or 6. (a?inule. widowed, married, 8-1 7-42 19 to O- 25-42 19 .
" ey S
o se.Fomale | MueWhite | Aot MATTIEG. || i rim oos BT aiveon. . Oud Ao D o
6. {# Name of hishand or Wife......ocereereee 6. (€) Age of husband or wife if | and that death occurred on the date and hour stated above. Duration
HAilliam Allender. alive... 86 years || Immediate cause of death
7. Birth date of deanuﬁr.y et .lg« - ....18'7 7 S BRO m HIAL ASTHMA
{Monthk) (Day)
8. AGE: Years Montha Daya If lesa than one day Due to l.' } "_l/
6 5 g lﬁ hr. min
Lt Due to
9. Rirthplace Ken tllcky /
. {City, town, of county)} (State or foreign country) v -
QOther conditions. -
10. Usual occupation. HOUS e Wi f e (ti;ll::de pregnancy VTihin 3 montbe of desth)
1. Iedustry or busines.d...... DTS i ' PHYSICIAN
& (12 namedohnnie Foster M s —
= / : : Underline
E 13. Birthplace KentuCkV :?lfigl(l}:ea:g
tow } Sia forei Lry}
E 14. Malden name.. E‘ff A e?ﬁy ‘HUdSOh e — Of autopey. . N VLT :m&c
=‘51 15. Birthplace Kentucky / g inticaly.
= ) (Fity. 1o, or eoanty) {Geate oz foreinn country) 22. If death was due to external causes, fill in the following:

($) Date of occurrence.

{¢) Where did injury occur?,

{

{City or town) County) {State}
(d) Did injury oceur in or about hame, on farm, in industrial place, {n public place?

—=

(Specify Lype of place)

Address J

v

. While at work?_._____ mﬁm of injusy
ignait l ¢
i &méw%.—‘qr_ B! o] o

8 pfta te HEned. . irens

M. D.orother) ...

j &0 I {Licensed Embalmer’s Statement on Beverse Side)




i STATEMENT BY LICENSED EMBALMER )
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 01 bY oo
3
egistered Apprentice No....ezcnnn )

working under my personal supervision. -

Licensed Embalmer No j 07 ................
P 0. Address‘/f/é ...................................

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

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

Signed..... Y e




