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

DEPARTMENT OF COMMERCE
BumBau o¥ THE Crrsus

17 184

Registration Dls&tt Na....

MISSOUR)] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
—ee ._..._85’} Primary Reglatration District N’o

8407

Stats Fils No,

Regisirar’s Nao.

1. PLACE OF DEATH:

{a) C 147
oo Milam.

(& Clty or town
If cutside city or town limits, writs “RURAL"™ and name of township)
(¢} Name of hospital or institution: /

KAXX

(If not in hoapital ar Institatlon, write sirest nomber or location}
(d) Length of atay: In hospital or institution

Sullivan

2, USUAL RESIDENCE OF DECEASED:

® couzy_s_nl.l.ilan/___-}

Milan.
O

{s) State Missouri

{c) City or town_

(I outaide clvy or town limitr weite “RURAL™

(d) Street No. XXX

(It rural, give location)

Cf':lf Schoéne, "
I{ilan, Missouri,

18. (o) Informant ’

(bj Addresa

17. (@) Burial (&) Date thereot

Febr. 24,19

{Burial, cremation, or removal) {Month) !Dny} (Year)

Riggen & Son,

18. (o) Signature of funeral director.

@) Placé: burial or SEANEX QA kwood CemiiMilan)

® Mllaﬁn Mo,

dresa

Regis

19. {a)

{Data “s signators)

A gWhere did Injury oceur?_

{Specify whether
In this commanity. 60 Years. . 0 .
yours, montha or daya) (e) If foreign born, bow long in U. 8. A.7. 4 Years.
MEDICAL CERTIFICATION
& e Harriet Dan Schoene.
20. DATE OF DEATH: Month__ PE0T e sy 21
3. (b) If veteran, 3. {¢) Social Security 94
narme wat, XX No XX year. 1 1 hnur__._,z_,,,___._«_«mlnut =M.
21. I bereby certify that I attended the deceased from 1{
6. Color ¢ 8. (o) Single, widowed, marded. || _ s feth d ar? 19 =2 -2 / 1944
Female .Vh ite :[) Widowe: ;
1. Sex divorced=_ .= ldl last saw h:_”é,_(/alivc on f’:;a’f 2/ M 1954/ ;
6. (») Name of husband or wifl 8. (¢) Ageof hulband or wife if || and that death occurred on the d“E nn% hour stated nbove, Derati
8., A Schoehe, alive years || Immediate cause of duth.._____‘___ﬁ__;ii’””ﬁzf._—.-“ﬁ%.
7. Birth date of deceased____J @NVATY 19, 1_8—52 et Actin LA ) A
(Maneh) (Duy) (Your) A Sereay,
B. AGE: Years Months | Days If lees than one day Dus to. DAt ALt I
89 1 6 hr. min lg
Due to
5. Bisthplace Lee County / Iowa ’
{City, tawp, or cosnty} Siate or foreign couniry, 4
10. Usual eccupation ome Other mndlﬂomMW M’L/Z/Vioa peatiTto
" {1selude prequancy within 3 monthe of death) ot
il. Industry or businesa XX . PHYBICIAN
g{m Name. ATthur Milton Ingersol Majot Badlngs: | Y =
hderling
&= X 13. Birthplace XX / Chio ;h‘:g‘é’;:g
< -
§ ( 14. Maiden name CHAPTIEEY S ki nifEg freisn oo Of antapsy. should be
. tistically.
S{ 16. Birthplace ohia. T d Glt in the following: Baa
= ‘“n or county) {State or foraign nountry) 22, If death was due to external caaves, n the following:

(o) Accident, suicide, or homicide (specify)

4] 'Datc of occurTence.

City or town) Coanty) {3tata)

{
{d} Dld injury pccur in or about home, on fatm. in industrlal place, in public place?

gﬂgé} at wg;rk?s
7 Y

{Specify type of place)
cans of injury_

(M. D. or other):
Date nhrm-d'?\'zé ‘{l

{Licensed Embalmer’s Stutsment on Raverse Side)




RECEIVED | | |
District Health Offiees No, 10 | c

District Filo P umbwr 3= - Si-5%4 E “
bote Fied .- 0AR 10,1341 (

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 by oo

» Registered Apprentice No

working under my personal supervision.

Note: The above MUST BE SIGNED RY THE LICENSED E\IEAL\IER in his OWN H.ANDWR!TING. {Failure to comply wi
the nbove constitutes grounds for revocation of license.)

* T

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




