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Registration District No.

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEAT

Pdmarv Registration District No.)__z:.___

28288

Staie File No.

Regisirar's No.

Y

1. PLACE OF nmﬂ&. % fﬂ m
A

{6) County. B.y For f

(b
) i1} aul.dd. cltr or tawn I.lmll... write “RURAL" and name of township)
{¢) Name of hospital or institution:

Route #4

=
{1 not in hoapital or institution, writs streot or Jooatlon) /

(&) Length of stay: In hospital or Institution
(Bpecify whother

43 years

In this community

1()! e Missouri

2. usu RESIDENCE OF DECEASED:

Clay

(¥} County.

© Cyorowlor-th Kansas Cilty, (rural)

{If outaide clty or town limits, write “RURAL")

D. i#4

(If rural, give location)

R,

(d) Strest No._ 14

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

years, months or days) {¢) If foreign bom, how long in 1. 5. A7 -. yearh
MEDICAL CERTIFICATION
s.@PriNt  Amadore Spencer IS 2 , t 8
T TR 20. DATE OF DEATH: Montn AUEUS : dey
. (&) If veteran, < urity 940 4:00 ........A.................
hi L) .
- name war no "1'&99 16_249".6 year.....> : our. ® minute.. b’ M
21. I hereby certify]that I attended the deceased fromers & .
1 5, Color ;; e 4 6. (o) Single, widowed, ;améd 1widdd o 10%2
4. 5x 0820 race 9 divorcedRRL T 1O that I last eaw b alive on 18
6. (b) Name of husband or wife. .o, 6. {¢) Age of husbangd or wife if || and that death occurred on the date and hour stated above. Duration
— alive..... 6. years te cause of deatp —»
7. Birtk date of deceased March 7, 1897 &02‘? QMM_M
. (Month) (Day) (Yoar)
8, AGE: Years Months Days’ If lecs than one day Due ta
42 8 1 . i /
- T. ML,
O Due to. ral V

9, Blrthplace_orﬂqk.,_ I’Q [ S

(City, town, or connty)

(State or foreisn couniry)

10. Usual oocupation_£21Nt oY _
11, Industry or bun&ggnﬂwr_ﬁ.ﬁ.m ________
12. Name......lQDO..Snencer o0
{ 18. Birthplace Missourl d

. (State or foreign conntry)

@)

14. Malden name p :‘Chic! ‘uﬁfn

!
Other conditionsa.
{Include pregnancy within 3 monihe of death)

PHYSICIAN

Underline

Major findinga:
Of operationa

Y
‘HDBR_e

nhould be

of nulot;sy'
“la stically.

=
é Missouri

= { (C\ity; town, o eonnw)
18 {a) Il;fnrmnr;r ‘Wr 1 S.D enger
® Address.co . BOULE 4 North ¥. C. Mo,

n @ . Birial ) Date werearAUE 10, 40
(Burla}, cremation, or removnl) | {Month) (DI!} (Year)}

‘(@ Placs: bnﬂalorcrcmation____smithv ille, Mo,
18, (a) Signature of fynerat dhmrmmmﬂma_

15, Birthplace

{S1ats or faroign country)

19, (e

{Daterocrived local registrar)

22, If death was due to external causes, fill in the fellowing:
{a) Accident, sulcide, or homidde (specify)

(¢} Date of occurrence.
(¢} Where d.ld.,lnjury oecu:?

or town) (County)

(Cliy (State)
“{d) le imgy oocur lnor nbou! home, on fnrxn. in industriat place, in public place?

(Sped.fy typo of p!

(e} Meanl of lmury
4 (M B. or othcr)z:

G

|74
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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
Harold L. Posson

working under my personal supervision,

Registered Apprentice No

, 7'+ Licensed Embalmer No 2200

r

f'P:0. AddressNOL Yt Ko Qo MOa .

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

If this body is not embalmed, above space shounld be left blank, .

~
.




