elc. It means the dis-
case, Infury, or complica- DUE TO (¢}

tion whick caused death, | 11. OTHER SIGNIFICANT CONDITIONS " : Ford -
Conditions contributing to the death but not R . p
relcted to the disease or condition cquring death. M ' A '/ . /

19a. DATE OF OPERA- | 19, MAJOR FINDINGS OF OPERATION -t . 20, MOPSY?
TION - - ‘ ,_)L 2€0
. : ves [ wo [F]

21a. ACCIDENT {Bpeciiy} 21b. PLACEOF INJURY (e.g..inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . -, .(STATE}

SUHCIDE homs, farm, factory, street, offce bldg. ete) ’ v *

HOMICIDE
2td, TIME {Month) (Day) (Year} (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

WHILEAT ] NOTWHILE
INJURY n | work AT WORK -

2. 1 hereby certify that 1 attended the deceased from M 1953 10 J2JRds 2L, 19C271hat T last saw the deceased
2, 1905 p#dpdythat death occurred ot 53150 . :15p = m., from the causes and on the date staled above.

2. SIGNATU m a) 23b, ADDRESS 23c. DATE SIGNED
'5 / ,'iaaéé_ : 77? o | 3-72-5R
BU 24b DATE 24¢. m E‘bF ETERY OR CREMAT?K}/ 244. TION (Olty, town, or county) ' (Btats)

s ﬁﬁt 3/24/1952 t. Mora Ceuetery St. Joseph Missouri

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 9‘{,\ 25, FURERAL DIRECTOR'S SIGNATURE ADDRESS
¥lco,p & @, L
Ap&” 2./

s Suternetnt on Reverse Side)

s': "{:- AT THE DIVISION OF HEALTH OF MISSOURI i?[lt":}
. 0. 8 A
e APR -7 1952 STANDARD CERTIFICATE OF DEATH g, ricw, ot
Y ' |
= r.'v‘:'_ BIRTH m > REG. DIST. NO. 2 PRIMARY REG. DIST. NO. 1 _.._.OOO Kegisirar's Na._...3...}.z................-...
' 17 1. PLACE OF DEATH ’ 2. USUAL, RES|IDENCE (Whers deccased lived. 1f institution: residence before
Q £ a. . COUNTY ) " Buchanan a. STATE Missouri b. COUNTY Buchanan *Wwisical,
., ..-/ b. CITY (If catelde corpurate limits, write RURAL and give ¢. LENGTH OF |{ ¢, CITY (If outside sorporate limits, write RURAL atd give township}
T OR townabip) | STAY (In this place) OR I !
- a TOWN S, Joseph UK, TOWN St. Joseph A7
3 d. Fll'ljéSLPFI'AAME OF (If nos s hoaplwl or Instlsation, give streot address or location) d.AsDTgREEErS 7 {1f rural, glve l:utloa) Fi O
Q 'NST”UT'ON 416 So. 20th St. 416 So. 20th St.
g 3.DhlEAcME %‘B a. (First) b. (Middle} c. {Last) &, DS;-.E (Month) (Day) ;YW)
- { Tpe or Print) Addie . Rohr peatw  blarch 21, 1952
& s sex 6. COLOR'OR RACE |:7. RIED. NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (n years| f R 1 YEAR | 7 GooOr &0 W3,
g .. WED., DIVORCED (Bpaciiy) J hltgltthdu) Mogtha| Dsys | Hours | Min
g female | white wadowed ,Z unk. 1861 1 l T ]
. || 10a. USUAL OCCUPATION (Gikve kind of 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE
-1 done during most of working 1ifa, aven it m::dl; ) . DUSTRY tate or h”d.? mml7 mﬁ&@mbﬁtgl: ?T‘."-'AT
E housewifle _ OWil .10Mme : k. B
< 13a. FATHER'S NAME . L. 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE ’ oo
& unic. : mk. -] "Jacol Rohr oL
(] 15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SiGNATURE OR NAME ADDRESS :
o (Yes, 0o, or unknown) I (If yos, xive war or dates of servios) NO. | | s - . N X
= no ——— ———— Mrs. Milton Kemnard, 418 So. 20th,S5t.Jo Segg
] 18. CAUSE OF DEATH . MEDICAL CERTARICATION w lgTERVALBEI‘wEEN
4 || Enteroniycnseauseper | 1. DISEASE OR CONDITION . ) D DEATH
7 line for (a), (b, and (¢y | PVRECTLY LEADING TO DEATH (g
g +This docs not mean | ANTECEDENT CAUSES - L o
j the mode of dying, such ').Laforgdm‘ mﬁﬂm if any 'ggimng DUE TC (b) - =
=2 as heart falture, asthenic, | Hhae [2 the abeve cosp (4) : : T )
&
2
-y
2
e
2
=
v
7
w
1
P
2

WR!TE PLA




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ___..

______ ) . Student Embslimer Mo.
working urder my persona! supervision,

) 4 -
Student ............;... ..... vesassee ensse Slmﬂﬁ%’m?&/w

Student Embaimer
Licensed Embalmer No.#d, Z/

P. O. Addressﬂﬂ../é..%%ﬁfﬂ

: s ;
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure/to comply with

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




