DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI

Buwzav o7 T Carisus - “STANDARD CERTIFICATE OF DEATH e v o 2P
FILED JUN. 11945 v SUETG

Registration District No... 7! __________ Primary Registration District Nu"-2-“!.94..!. ..... Regisirar's No.
1. PLACE OF DEATH: 1, USUAL RESIDENCE OF DECEASED: /
as: sd 4
County...._.. r 11 4
(@ County.—J Pl sTin @ sae Miggourl....... ® cony..Jagper. ....l.
{8} City or town
(If outsida city or town limits, write "RURAL" and name of luwnshin) {¢} City or town JO Dlin 021
{¢) Name of hospital or institution; {If outsida cily or town limits, writs “RUNAL")
..1705_Byers, Joplin, Mo 7 |lo seane. 331 N, Mapie 5=
{[f not 10 hospila) or inatitaljon, writs sireat number or bocation) {If ruzral, give location)
(d) Length of stay: In hospital or institution @ © iy ) No
(Specily whether L) itizen of forelgn country? ... 445 (Yes or No)
In this community..._.. Allh.erl-ife
years, moniba or days) If yes, NAMe COUNETY e eeeaeremtemeereee e "
| MEIMCAL CERTIFICATION
SR IRINT 1 00]la Crosley Sullivan
T PRy r—— 20, DATE OF DEATH: Month. MBY a9 |
. veteran, . (e a urity
1'.9.46 —...hour. 6 minute. A M.
name wat. b U |
21. I hereby certify ghat I attended the deceag -
L]
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7. Birth date of deceased Qetober, 27, 1912
{Month) {Day) {Year)
8. AGE: Yeara Months Days If less than one day Due toZ

35 6 12 hr. min
Due to
9. Birthplace........... J oplin. Miaaourj.ﬁ . : : ;o

wn, or county) N (State or foreign couniry) /
. e B ,Other conditions.
10. Usual occupation... ... == A W BT g "“'"'“‘"““"'"""!':'"!"'J (Includa pregnancy within 3 montha of death) - D/
11. Indusiry or business SR (A ( PHYSICIAN
] o \ -Major findings: )
12. Name......d.ohn _Cro sley & . ____f - Of operations !
Underline
;ﬁ 13. Birthplace Jopmin 2. Mi 88 ouri 0 R tl}ficglése S‘)
(ca'y. town, cmmg had ﬁwu or foreign country) ot :vhoculdmbe
E 14, Maiden name......\ arrie Schinze f_hatggcﬂ sta-
A - . / Af PO SO SOOI [ 13 T 1
[ s
% 15. Birthplace. Ty e—— '-E*ilu'r]r‘wj;ﬂg&& - {} 22711 death was due to externf] causes, fill in the fol wing:
16. (@) TnformanttiX's Chag . A, Crosley ‘ (c) Accident, suicide, or honticide (specify)
{5y Address... 33l Vo Maple, Joplin, Mo,  ||® Dateof ccourrence ..
17. (@) __.Bur_ia-l....“ (&) Date thereof 5} 0-46 (¢) Where did injury occur? {City or town) {County) {State)
{Burial, cremation, or Femaval} _{Month) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
(<} Place: burial or cmmationEai.p.\ti.ew._.ceme.te ry--—-
18. (a) Signature of funeral director. PAPEK OY=Hunsaker. . || 7 Whi!;z at work?/_. Y R A
@) Address... RBO2_J oD (ﬂ in, Mo... -
_7 23. Signature. ¢
19. @ Do, ® :
ata received local istrar @fm 8 xignatere} \ Address ..oy 2L g fo
. /bg g {Licenscd Embalmer's Statement on




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.

Licensed Embalmer Noz 2 S A A,

P. O. Address.... -—téfLﬂ ........ )Z:L.cs

Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDAWREFING. (Failure to comply
the above constitutes grounds for revocation of license.)

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