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

P
i

DEPARTMENT OF COMMERCE
BUREAU OF THE Cnusus '

FILED_JUN ©0 1%77

Registration Distrlct No...

THE STATE. BOARD OF HEALTH OF MISSOUR}

STANDARD CERTIFICATE OF DEATH

. Primary Registration District No_... /OO 1

20962
2619

State File No

Regisirar's No.

1. PLACE OF DEATH:

@ County Jackson

2. USUAL RESIDENCE OF DECEASED:
Missouri

Jackson #/

(Duta roveived loch] refis " mignat

() City or town Kangas CIty (a) State (b County
(If oatsida city or town lisits, weite “AURAL" #ad nams of towmabi®) || (¢} City or town Kansas City 2
(c) Name of hospital or institution: ¢ P mmits, write SR
3334 Bellefontaine A g TTa T St a1 e
Street N y 4
{[f not in hospital or fostitution, write atreat numb)e(r or location) 4 {d) Street No (I rural, give location)
{d) Length of stay: In hosplial or institution Citizen of I R No C)
roge ’
In this communigy______l 6 v ears {Specify whether () n of foreign cotintry (Yes or No)
years, months or days) If yes, name country,
3. {a) FRINT Mps . Amolia Wilhelmina Gloe MEDICAL CERTIFICATION
_— ;'M:p o Seaet Se 20. DATE OF DEATH: Month June . 16th
. veteran, . (e ial urity .
XX N None year. 1947 hour, 12 bl minute 35 A M.
name war. o
i 21. I herehy certify that I attended the deceased from..... AL ..LQ / ?4’
5. Color 6. {(a) Single, widgwed,
Fo Wh "ﬂ’ '”"jf‘e ! / 9. Al L. 1954 %
L S divorced ..o hat I last saw h /Y, alive on...... _ / é — 19‘/ 7
6. {5 Name of husband or wife..c..oooooooo...... 6. {c) Age of husband or wife if || 2nd that death occurred on the and hour stated above. Duration
uracs
Rev.Virtus Gloe ____E_ T dea_“ Immediate cause of death ’
7. Birth date of deceased Nh?vf mber . 28 1? e . 3?”
(Month) {Day) (Year) ? ﬁ AR & ‘ ,‘ _— ﬂ .‘,{a l ;. V. S
8. AGE: Yeara Months Days If less than one day Duye to
5 :5 6 18 B e .min, D
ue to
o, Bt OTKEOWN ~“Iova / . _
{City, tawn, or county) (State or foreign countsy)
. Housewife Other conditions Ao
10. Usual oceupation " -(Include pregnancy within 3 months of dsath)
11. Industry or business g . D PHYSICIAN
E 2. wame_Angust Claybaker g | Mooy findings: 5 . o
. naerline
# { 13. Birthplace indiana / bt death
i, to or foreign country) Of hould b
B f 14, Msiden e WITHETHITha Bos §¢ autopay should be
S ) _[nd 1ar1a / tistically.
3 15. Birthplace Fre A ——— Grate or Torsien conmtrs 22, 1f death was due to external causes, fill in the following:
%6. (&) Informant NEV. e ViT tus (iloe {s} Accident, suicide, or homicide (specify)
@) Address_. o004 Hellefontaine (6) Date of occurrence
AT, (g} Bul" i A 1 - @) D:;.te thcren.f 6~ 18 - 4 i {¢} Where did injury occur? e o ™
(Busial, cremation, “"“"""’Memor ial Ps ) (Deay) (Yeer) {d) Did Injury occtr in or about home, on farm, in industriat plaoe in public p!ace?
{¢) Place: burial or cre -
18. (a) Signature of funeral director... k.27, T 3 AT 7 (Sp:m!, ?;T’ oy x:)uf Injury.....-....E..:.._.__‘n.‘-_.._.,......_..
(6) Address nasaag Citv. Mo. ' . . M
19. (a} .z ﬂ....- (2] o £ e (ML D-orother) 56,1
- - oPf . Date signed.

b:t7.

7




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 hy

Registered Apprentice No

working under my personal supervision,

Licensed Embalmer No..” 9 / -5

P. 0. Address..%/ @ %

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to conlply with
the above constitutes grounds for revoention of license.) R

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




