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

.

.
-

1, PLACE OF DEATH:
(a) County

(6) City or town

4
TMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOQURI ,&?}6818
'r
Fry 1543 STANDARD CERTIFICATE OF DEATH State Fite No
Registration District No.___._..%g Primary Registration District No.________._&h=ghd ' Registrar's No P é 7
B 2. USUAL RESIDENCE OF DECEASED: i
uchen an
8t. Joseph (@ sae Mi@BOUTY ® Comnty._Buchenan__ 74
(f outside town limits, write “RURAL" and of tawnship) ; 8
(c) Name of hns;sll‘.:lug.l: in:‘:lil‘;:-lon- - faduame ity v (C) City or town—...... 22 (’lt’f-:)ul.inonseo.?ttlw- Limits, writa “HRURAL"™) ”
In Ambtilance on way to St.Joseph Hoanital,z. (@ Street No Rural #4, ickett Road
(Lt not in hospital or institution, writs streat pumber or location) ' (I rarol, give location)
() Length of stay: In hospital or institution ot N
(Spocify whelher {£) Citizen of foreign country? o (Yes ot No)

In this community

27 _years

years, months or days)

If yes, name country.

L Hattie Attrill

3. (b} If veteran,

3. {c)} Social Security

MEDICAL CERTIFICATION

20. mmor-*nmri Montn._August ... Gth,
year, hnur 8 minyte. 50 8. M

name war. No No. None S'l
21. 1 hercbéc%rﬁy that I at ended lg eceased from
5. Color or 6. (a) Single, widowed, married, || #*VS A "% 0 9 2 19 :
4, Sex_F_'_e_n_a_].-g_ . ra.cawhite... divomed__M&rr.iﬂ,d..il that I last saw h alive on 193
6. (¥ Name of husband or wife.. ... ... 6. {c} Ageaf hgsba.nd or wife if || 2nd that death occurred on the fla'-e and hour stated above. Duration
Er b Atrill Bltve =t —yeann | 100F onar v Th 6w 68 18
7. Birthdateof decensed__AUgUSt 10 1892 || R4
{Mooth) {Day) {Year)
8. AGE: Years Months Days If less than one day Due to
52 11 29 hr. min
Due to....
_9. Birthplace. _Albany Missouri . |
(City, town, or county) {State or foreign conntry} ||
. Other conditions.
10, Usnal cecnpation HOHBBW i f_‘e - - : (Tncluds Drepanncy within 3 montha of desthy
11, Industry or busi : PHYSICIAN
Major findings: \ ‘,%V .
E 12. Name..._:......Llhomas. Kier : Of operatians........ TACA - Underiine
2| 13, Birthplace Albany . Mi‘eﬂm 4 {] {,' i the case to
B (City, togn, anty, iata or foresign conntry) Of aut S should be
g{ 14, Maiden name. J‘uuli T& sampaon putopay l:?la.[‘geﬁ sta-
. Jtistically.
3 : Missouri O '
15, Birthplace......_A] bamr 880 o " =
g 5 P! City, (Su!.eur P p——— 22. If death was doe to external causes, fill in the following:

16, (a) In!ormantﬁc
(b} Address__ RsRo

’

#4- i Sto Jﬂse

17. ‘() ~Burial (5} Date t

{Burul cmm.ll.lnn or rewmaval)

(c) Ptace bunal or .::1-e|:natu:n-1E Memagr

ph Miaaom-i_..__._.__
nereat. 8/ 10/ 1945

{Month) {(Day) (Year)

(@) Accident, suicide, or homicide (specify)

(b} Date of occurrence.

{c) Where did injury occitr?.

(City ar town) {County} (Ytate)
{¢) Did injury oceur in or about home, on farm, in industrial place, in public place?

(Specify typn of place)

18. (o) Signature ofz funeral érm ————— . (e) ‘Means of IJUTY.— amp. oo ccrrcarnemone
() Ad 10025/6" raon, o C or one(r{ D .
9. - () Lo
19. () (D-ta reecived loca) reristrar) ) {Regisirar's gignature) ll B ld g Date sign

75 77

(Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED FI\IBAIMER T “
..... , : B! -
N
- I hereby certify that the body whose name is r«.corded on the reverse side of this certificate was embalmed by me or by AL
v B A S
) A ,.Registered, Apprent:ce No... i ; ,
working under my personal supervision ) r:, S At .o . . ‘
- ' i) o ?" 4 . [T ) ' ' '
_ . Signed..... A4 /C& ..... AR tar Q}
. N : Degrme L L '
R “ o . NP SN
T M - e Licensed Emba[mer No.. 2238 sgourl
- serc o e U plOFAddress St. Joseph, Missouri.

Note: The above MUST.BE SIGNED BY THE LICEI\SED FMBALI\IER in his OW'N HAI\DWRITI.NG (Failure to comply with

the above constitutes grounds for revocatlon of license.) 7 ‘ -- . - .

=~

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



