DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

e APRT, 1y

THE STATE BOARD OF HEALTH OF MISSOQURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No._-./Q..é—l

State File No

120w

Registrar's No,

12343

1. PLACE OF DEATH:

Jackson

2, USUAL RESIDENCE OF DECEASED:

1ure)

[T Address

{Dinte ruzwecllocl Te)

((:)) S:?:: o Kansas Uity @ swe Missourd ® County..J8.0k 50N 2.
ar Wil .
(If autaide c{t'r or tawn limits, writs "RURAL" and name of township) (¢} City or town........ Ka'n sas Cl t‘y » P
(¢) Name of hospital or institution: d (If outside city er town limits, write "RURAL") &
Menorah. Hospi tal : @ Street Now.———_._807.¥est 48th Street,
(If not in hospital or institution, writa ll-reﬂ munbg ox local }] N (11 rural, give locatioa)
weaks )
{d) Length of siay: In hospital or institution . .
since 1903 (Specify whather |} {¢) Citizen of foreign country? e, ﬁcs or Noj
In thia community
years, monihs or days) Ti yes, name country. b 4
v, . MEDICAL CERTIFICATION
3ula) PRINT Mrs, Laure Steinlifeil
= — 20, DATE OF DEATH: Month_ M8 TCH day 25th
3. (b) If weteran, 3. (£} Socia urity
Nno. N no, _....3- gw.i...w......._..‘hour __w.l.a.u‘ﬂxﬁw.........mmute a.—_M.
name war. o
21. I hereby certify that 1 attended the decensed from g 94’2
5. Golor or 6. (a) Single, widowed, married, 19 to. 3"' 19__1.__\’
Female White i R T T
4. Sex ce "°'°°dm"mm"e"cl" that I last saw h._ﬁﬂd_ aliveonn____ [ ,...5@-.------.‘.-..., 19 bk :‘f
6. (5) Name of husband or Wif€..—.o....ocoore: 6. (£} Age of husband or wife if [| and that death occurred on the date and hour stated above. . Duration
Joseph Weil - alivenn... X yeara || Immediate cause of death A e 7
7. Birth date of deceased.. 1 € PTUATY 11 1873 _E W Mrlad? aiilin "_M
(Month) (Dax) (Yenr) W g fpafagls
8. AGE: Years Months Days I less than one day L= g ) W . . Ib
71 1 14l VRPN | et “f
. 2 . ue to
0. Birthotace Missouri 75
(City, town, or county} (State or foreign conntey) ™ h
10. Usual occupation at_home, S s oot m?.dm._ﬂ: within 3 montha of desth) 6" U
11. Industry or business x T— " PHYSICIAN
Name Siegmond Stein, OF operations -
2. ? ) : Underline
=\ 13. Birthphee unlmnown the cause to
{City, tate or foreign country) Of aut . ahould be
E 4. Maiden name 3“';1 Wcthg)chll .......................... - autepsy clh:{geﬁ Bta-
_..|tlstically.
. unknown 9
§ Birthplace. AT ——" (Slfl:‘_ u‘: ot || 22+ M death was due to external causes, fill in the following:
16, (2) Informant..... 98cky Sight o (6) Accident, eulcide, or homicide (specify)
&) Address_ 1514 West 48th St,, K. Co ,___l_._g_ ,__ || (8} Date of occurrence
17, (a) Burigl (b} Date thereof 5= 9-’,'44 {e) Where didinjury occur? (City vr town) (County) tay
{Burial, cramation, or ummml})‘t ¢ (Month) (Day) (Year) {d) Did injury occur in or about home, on farm, in industrial place, in pubhc place?
(¢} Place: burial or cremation ose Hill “emetery
N f place,
18. (o) Sigmature of funeral director. Stine & McClure 2 ! . While at work?. ... _‘_________cipj'{' ‘(ﬂ)” ‘id:ans)gf f By e
® dm 3235 Gillhenm Plaza, Kensas City,Mqe o C',\
23, Signatuore._... reeren et W R . (M. Do or other)--__---
19. (s AT {-) R "7 ._.d._ . -
@ ar) / tReritrar's

{Licensed Embalmez’s Statement on Heverse Side)




[
i
i

STATEMENT BY LICENSED EMBALMER

]

I hereby certify that the body whose name is recorded on the reverse lc,ide of this certificate was embalmed by me, or by.a.....tr bl

. . Registered Apprentice No .

working under’ my personal supervision.

. M '

Slgned 5 ?77 p

- - LlCEﬂSed Emba]merN /8 4g‘ ‘

The above MUST BE SIGNED BY THE LICEL\SED EMBALMER in his OWN I‘IANDWRITI‘ING. (Failure to comply

the nbove constitutes grounds for revocatmn of llcense )

L - -

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




