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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
f”..

aX§

DEPARTME‘\IT OF COMMERCE
BUREAU OF THE CENSUS

FiLED i 20 1645,

STATE BOARD OF HEALTH OF MISSOUR! 2U 916

STANDARD CERTIFICATE OF DEATH State File No

Primary Registration District MZOQQ,

Registrar's No....... é Z..j ......

1. PLACE OF DEATH:
(¢) County._..

Buchanan,

(¥ City or town.....28

int._Joseph

(It outside eity or town limits, write "RURAL" and oame of tawnship)
(c} Name of hospital or institution:

. Missouri Methodist Hospital o

2. USUAL RESIDENCE OF DECEAS]:}D:
@ Sae._wiansas, . . Doniphang

(e} City or town White Clond. q'ﬂ-‘-

(If outsida elty of town limits, write “RURALS) ¢ 7

3. (¥ If veteran,

name war.

None,

3. {¢) Social Security
. None, .

4. L_Milg_él

5. Color or

e WRiLE  avenegfMarriedy

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

6. (o) Single, widowed, married,

- 6. () Age of husband or wife if

{d) Strest No.
(if tot i hospital or igstitution, write strest nomber or location) {IT rural, give location) 7
(d) Length of stay: In hospital ar institution. . 24 d:..é( S— .
rfwhaumr (e) Citizen of foreign country? No - {Yes or No)
1n this community... 24.4d ays 3 P o
years, months or days) If yes, name country. o i
MEDICAL CERTIFICATION
{a} PRINT G W

Fule, vame_ Gus William Windmeyer .

¥ 20. DATE OF DEATH; Month JMOE. . day.. 19Th.

year 1943 hour, 5:00 minute__ 99 DM
21. I hereby certify that I attended the deceased fmm_\.j:_ap:’é}
. o b= P 19563
that | last saw h-.%*% aliveon....6.. =/ %. =7 19443

and that death occurred on the date and hour siated above.

ﬁ{ 14. Maiden name....
£

16‘}\0) mfo'imami:__

2

o Address. WRLEE Cloud, Kdnsas\ A

__Minnie Windmeyer,  awe.Bl...yeon|| immediate causeof death. o 2 . i
7. Birth date of d d Appil 2Z2Zrd.. 1336 3 W /Lo""
*(Month} T(Day) ., (Year)
8. AGE: Years Months Days If tesa thao one day Due to M W _____________ /_‘*g_
hr. min '
57 1 26 O Due to.. £, St onron o S A J‘M
9. Binbpace... ALTOW _Rock, __ Misse Quri Bl / 4 . .
{City, town, or county} - (Suataor ruuicn mnntfr) . T /] i
conditiona
10. Usual occupation Farm er 3 ?:E&;de p:e:nlncy withih 3 months of death) f/ '
11. Industry or b Farm 't e Eri— PHYSICIAN
8 ( 12. Name__ Fred Willlam__ Windmeyer, . |[7or el T/, P e | —
g ce Un}mo_m Illinois, ' the caoe 15
-
& { 13. Birthpla l.y zo ..or’enn E............ {State or rmi.n country) of aulopsy...tzrﬂ'.hﬂ- :vt?ioci‘lddcal:l:
l_e_.. oltman. SRS S — cil'larg:g sta-
tisti Y.

Spn or ?:ml country)

Bnrill mltkon

poTes %ﬂl
gnature une

19, (a) L 79 / f e

received local rerhlr-r)

17. (:3 :}...Bﬁmm_al__.._m (%) Date thereof 8/19/43

mum

(Month) (Day) (Yesr)

an,. Kangsas.. ...

22, If death was due to external causes, fill in the following:
{8) Accident, sulcide, or homicide (apecify}
(8) Date of ocetnrence
{¢) Where did injury occur?.

(lty or town) (County) {State)
(&) Did injury oceur in or about heme, on farm, tn ladustrial pla.ce in pub!ic place?

=4

(Spacify type of place)
opeszereseenens (€) Means of Infury.

M&?M D, ovotheshm.....

1—% aih  Dic Date ma@::aa%

7% 3 9

{Licensed Embalmer's Statement on R.venc dee{




working under my personal supervision,-

+

STATEMENT BY LICENSED EMBALMER

R \ - r!'- & CanTem '

I hereby certlfy that the body whose name is recorded on the reverse side of this cert:ﬁcate was embalmed by me, or by

e . . Registered Apprentlce No.

S

wsfL

Q

Note: The above MUST BE SIGNED BY THE LICENSED vk M BALD

the zhove constitutes grounds for revocation of license.)
- If this body is not embalined, fact should be s0 stuted abuve.

e L emy ey DR S S ; Ny
BALMER in his OWN’SHANDWRITING (Fm.!urc to comply with




