[
DEPARTMENT OF COMMERCE

Registration District No.._____7 9_1__

BuREAY OF THE CENSUSR

0

MISSOURI STATE BCARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

e 30418
7691

Registrar's No

1. PLACE OF DEATH:
(a) County.

K

2. USUAL RESIDENCE OF DECEASED:

plive .. years

. Birth date of deceaaed.“MBr.O.h—_w»mw.zwaéz

5 Missouri
(5} Clty or town..,(.m.....st n....,Il.o.uia TR y ; {a) State. {8) County
If outaida cit to limits, Ls* AL" and townahip,
(¢) Name of hosplt.aloc:.r m:t:tgt?;n o limite, wri #od mme o {c&) City or town St . I|01.1 1 8 j-’ 3
S (Pimin_])ealoﬁia_ﬂ E N (I outaida city o tawn limits, writa “RURAL")
I not in hospital or tnstitution, Wtite atreet nlm%l tian} 7
(d) Length of stay: In hospital or institotion (d) Street No. 1918 South gth st.
(Speml'r whether {Itraral, give location)

In this community.

yours, months or daym) {¢) [If farelgn boro, how long in . 5. A.? Vears.

MEDICAL CERTIFICATION

3. PRINT

e __ROSE  PURNHAGEN Sept 12

20, DATE OF DEATH: Month €PLe _aay
3. (b) If veteran, _ _ _ 3. () Social Secarity year 4 . 5 e A
name wat. No. = .
21, I hereby certify that I attended the d d from
5. Coloror 6. {(a) Single, widowed, married, 15, to 9.

Sex_Fel__ng]_-Q._ e White divomdmglﬁ...... that I last saw b allve on 9.

6. () Name of husband of wife _____ 6. (¢) Age of huaband or wife if || and that death occurred on the date and hour stated above. Duration

Immediate cause of death

(Month) {Day)
8. AGE: Years Months Days If less than one day
7 7 5 21 hr. min

]

—
(=]

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

. Usual occupat[onﬂmm....mA;.m».HQme

[
-

{u. wame. Mathiag Purnhagen

MOTHER FATHER
o

. {a) lnformant_Ew

.wBurial ________ ®opa mmaﬁ.l&,rl&
(@) {Barial, cremetion, or removal) & et (Day) N Year)

18.

. Birthplace__..._.....a‘t... JLonis oo ,.MiaaonriQ

{State or foreign conntry)
Fs)

L

7

{City, town, or connty}

Industry or business,

13. Birthplace Germany

1y, town, oty) (State or foreign conntry)
i4. Maiden mr_ﬁiy_s&ma ag
15. Birthplace Unknown

{City, tawn, or county) {Stata or foreign country)

nhagen
4664 Alsske Ave,

(¥) Address

i ’/TH\ .
/\ﬂ'ﬁ'@r C%_&//MA/

(©) Place: burial or cremationi 33,
{a) Sla:nam.re of funeral

1)) Address__a_ﬁ_S_Q_._.

D 4
e Lo, — ‘
}a
Due to
ue G
Other conditions.
{Include pregnency within 3 months of death)
PHYSICIAN
Maié:fr ﬁndin%s: —_
pernl QT4 - -
° - . Underline
the cause to
hich death
Of antopay. should be
charged sta-
tistically.
22, If death was due to external causes, fill in the following:
(#) Accident, suicide, or homicide (specify)
(d) Date of occurrence
{c} Where did injury oocur?
D (City o town) {Coanty) (Beate)

Did injury occur in or about home, on farm, In industrial plam in public place?
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v 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....-. .....................

Reglstered Apprentme No

. working under my personal supervision. .

-
-

.Yy
»

. ' : P.O. Address...Ste. . . Louia . Mn. ..............

D BY THE LICENSED EMBALMEB in his OWN HANDWRITING. (Failure to comply
on of lmense.)

ould_be so0 stated above.

L]

‘Note: The above MUST BE §
the ahove constitutes groun_ds_ _f_or

If this body is not embalmed i




