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DEPARTMENT OF COMMERCE
BumEAU OF THE CENSUS

Registration District N'o._

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

t=Jop e
Stale File N02 /“"@D
Registrar's No.._......... & ?27

Il ED SEBy ) IS 1'946

1. PLACE OF DEATH:
Jackson

{a) County

2. USUAL RESIDENCE OF DECEASED;
sme__ Missourl @ comy .. dackson. %f

(Berial, cremation, or removal)

Forest. Hil11l

Place: burial or crematlon

{Mooth) (Day) {Your)

()

18. {a}
()

19. (a)

Kls.

MJ‘S__OQ_L;_IMQQd Blvd
o0-Y6

ata received local rexistrar)

Signature of funeral director_ IQ lle.y"McGi ll e_ﬁ.'iE.y ]
0

Kangas Clity @
3 Ci 11
: : N b or :o:n af olutddia m‘:: c:kl);wnlmlh. write “RURAL" and nams of township} () City or town Kansas C i ty
(3 ame of hospital or institu H ({a ido £i tawn limils, write “RURAL")
General Hospital No. 1 o g 2032 BB i e ,?
{1f not In hospital or institution, write strost pumbes or location) @ Street No (I rural, give kocation)
(4) Length of stay: In hospital or institution....... ........2 7 ﬁ&.YB N ()
(Spocify whether {] (¢) Citizen of foreign country? o (Yes or No)
In this COMMUNILY.....ecevesrecrssensanes oo et 4!
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
2.9 FRINT Max W. Schieber
o 00 Secial Secaris 20. DATE OF DEATH: Month Aug. day 27
. veteran, . (¢} Social urity
name war N one o N one _19 46 hour.. ......_lo_._.__.....__._minute. 5OPnM
I hereby oerufy that I attended the eceased Kﬂm
M g 5. Calor or 6 (0) Singe, widgmed, smaricd, A 1. 26, ug. 27 £6
4. Sex divorced vorces that Ilast saw h imalive on Aug . 27 19%@..
6. (b) Name of husband of Wife.....o.oeoeme.. 6. (c) Age of husband or wife if and that death occurred on the date and hour. stated above. Duration
e atI’ i ce S Ch 1 e be r ve i___________m Immediate cause of death
7. Birth date of decensed.._ D€PTEmbEr 9 1901 Carcinoma.of stomach
{Month) (Day) (Year) ~ o
8. AGE: Years Months Days 1f less than one day Due to
qy 11 18 N
hr. min.
Due to
- Kangas City Missouri( T v
i {City, town, or county) {State or foreign country)} “ ' l (_0 /()'
10. Usual occupation Laborer .. ...t (::hump:c;my within 3 months of death) [
11. Industry or business ﬁ PHYSICIAN
E{ 12, Name ' . M'&x SChieber et ﬂ -MS{oﬂe—m,g:m v Ud—u
nderline
- h
2\ 13. Birthplace _Unknown Gepmany/ Se6 EHETE the cause to
{Cityppqwis, or county, or [oreign country) Of autopsy should be
8§ 14 Maiden mame..._L0L STEEA . Maesel™ ™" ) e T |charged ata
d MR istically,
§ 15. Birthplace (Ci"Un'fBi:E? (Suuglermfuig) 22. If death was due to external causes, fill in the following:
16. (a) Info . Mrs ThB.I‘ﬁ_Sﬁ S todﬁe l_l:“_;_ {a) Accident, suicide, or homicide (specify)
(5 Address 632 Lonroe » K. (&) Date of occurrence.
17. (@) Bur ial (b) Date thm‘i‘ﬂ' Aug 30 F) 46 (¢} Where did injury occur? {City or lo"n) {County) Siate)

(d) Did Injury occur in or about home, on farm, in industrial place, in public place?

N T 47 % (Specily typo of place) -
arWhﬂe at work? '.!____._...__..________ (,) M of injgry . .Q._.._. -
23. &gmtm Rl ON M.

Addrm Med Dir hod Gen ! 1 HOS p‘ .. Date sig: S

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that thMe is recarded on_the reverse side of this certificate was embalmed by me, or by
: A %@& . Registered Apprentice No L‘/-& ;

working under my persenal supervision,

Note: The above MUST BE SICNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leure to comply with
the above constitutes grounds for revocation of license.)

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