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

BusEay or 1BE CENSUS

DEPARTMENT OF COMMERCE

FILED JANS ®¥hyy

STATE BOARD OF HEALTH OF MISSOURI

o }
STANDARD CERTIFICATE OF DEATH State File No. LA

Primary Reglstratfon District No._._._’ﬁ.__d__g—— Registrar's No.n_nnjggﬁ_..

1. PLACE OF DEATH:

(a) County Jackson

2. USUAL RESIDENCE OF DECEASED: '9

{¢} Place: burial or cremation.

Green lLswn Cem.

® 91€ =

18. (@) Signature of funeral directar. hars C.L.Forster

trooklyn

AJ.I
19. (a) {L
Data received Jocal

o e B> &t enen]

{Regimtrar's signature}

@ sue. Jaissourl = 4 coumy.. dackson o
® City or town__..08nsa88. . City 7 o =
{Tf ontaids city or town limita, wtite “RURAL" end neme of tuwnship} {¢) City or town anSa 3 ty ~
(e} Name of hospital or institution: ("?m. ‘T limlu. weite “ROHAL D
._K,“L,_Gﬂneral Hospital Nn 1 (@) Street No 1010
(1f ot in hospital or HETH atrset b (I rural. give Iml.lan)
(d)} Length of stay: In hospital or !nstimuon..........l.ﬁ _llI‘,S. ..5__5 m h-n . -
(Specify whether || {¢) Citizen of foreign country? (Yes or'No)
In this community 24 vrs [
years, months or dave) v I ves, name country.
;:U{.a[)‘ g?::;r Ro b er 't', R . Ri ag MED]CALDCERTIFICATION 2
; = 20. DATE OF DEATH: Momh, HE€CEMDET,, 1
3. (b) M veteran, 3. (¢) Seclal & ty 9453 4 40 P
A ] hour. minute. s M,
e wa. no o 495 10 9522
21, T hereby certify that I attended the dcceaﬁd
. { olor or 6. {a)/Sinz!e. widowed, married, Decenbe r 20 19 %! 43 ec emb er 21 19,4 43
€osex Fale cedilite diverced_Ligr2ded. that I last saw h...im allve m__D_Q_QemeI‘__Zl_________._. 19..4:.5
6. (5) Name of husband of Wife...occoee 6. () Age of husband or wife If and that death occusred on the date %nd hour etated above. Duration
Eleanor Rigp alive years || Tmmpediate cause of death nternal
T enmo rrhage
7. Birth date of deceased Nov 7 1895
(Month) {Day) {Year)
8. AGE: Years Months Days If less than one day
48 1 14
hr. min
) Due to A
T = | B
9. Birthplace...... Lowell ilnss, / I l K ) \b
. - {City, town, or county) _ {State or foreign country) | N T ' [*1 v
. + < he 2 Oth diti
10. Unual occupation......LORERPUERION. TOXKOE oo || Tichiite nenancy wibins matia oF deatsy
11. Industry or business . PHYSICIAN
= or . Major findings: —_
= 12. Name oL, Rll’?f: { operations . Undertine
B Ty N
£ L1s. Binbplace . ) ~(§En5lt_1..x1.c.l__.5§.. the cause to
- ty, town, oF nt State or Joreign country, Of aut, Day shovld be
& ( 14. Maiden name Lzma Moron o eored st
E 1 g —lilrir_-a]]y.
& { 15. Birthplace ~ireland 22. If death was due to external causes, fill in the following:
= {City. town, or county) {S1ats or foreigh country)
16. (¢} Toformatt Eleanor Rif:f—: (a) Accident, sulcide, or homlclde (specify)
@ -Address_____ 1010 west 16 St_..'iﬁr race. ... ||@ Date of sccurrence
7. @ ... Burisl (%) Date thereof....28C_3 25 1943 |[ @ Where did injury occur? Vit S 7 oo, S v
(Barial, cremation, or removal) (Month) (Day) (Year) (d) Did injury occur In or abott home, oo farm, in industrial place, in pubuc place?

Ty !yp. of place)

While at work?. _z (¢) Means of !njury..._..

vl (M.D.crothery.
Gen'l Hosp.mg P-P2-43

Address__ ed L

(Licensed Embalees’s Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER

I ileret_)y-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.

Licensed Embalmer No D 7 & 9~

. P. O, Address ?fl‘ L. 2—1/'-9'---__
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F: mlure to comply with

the nbove constitutes grounds for revocation of license.)

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




