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N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
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CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

DEFARTMENT OF CMR&U

QURI| STATE BOARD OF HEALTH

22100

BuURBAU or THE CENSU3 '
STANDARD CERTIFICATE OF DEATH State File No.
Registration Distriet Nnﬂj__ Primary Registration Distriet No-.s...&._:l_.___%__ Raegistrar's No. ' e
1. PLACE OF DEATH: 7 M 2. USUAL RESIDENCE OF DECEASED: {?,
(a) Couaty Ll ’ Missouri 1 c
(®) m North Salem {a) State our {b) County. L nn Ay
{IT outside city or townlimits, write "RURAL" and © =~
() Name of hospital or Institution: (e) Clty or town Purdin N rural 1G]
/ (11 outaide city or Lown limits, write “RURAL")
(If not in bospitnl or institotion, write strest number oz location)
(&) Length of stay: In hospltai or institution {d) Strest No: 8 mi. e . 1 mi.n, 2
7 0 y ears (Spocify whether (I rural, give location}
Inthi {t;
" yoars, months or daye) ¥ () I foreign born, how long in U. 5. A2 71 years ...
. MEDICAL” CERTIFICATION
4o PRINT  William- John Burkholder :
20. DATE OF, DEATH: Month..J41 day__ 1R
8. (b) U voteran, 8. {e) Bocial Security gﬁ 60 a.
name war. None No None year. hour, miogte. M.
21. I hereby certify that I attended the d d from._
6. Color or 6. (a)/Bingle, w1dowe ad, A __“_' 19.
4,2, Male o Whnite /ii i.eﬁa.’J ¢ 4
£ voredl . st || that T tast saw h. AAM, alive on ..a...._.___.., 19.9¢;
8. (b) Name of husband or wife__._ 6. {c) Age of husband or wife it || and that death oceurred on the date and § Duration

artha qunter

Agust” 25,7186

ImmediE cause ofdeath i /’

T. Birth date of 4 d e
{Month) (Day) {Yoar) . .
8. AGE: Years Months | Days M leza than one day Due eo__H-_vj. "~ L’M‘\
73 9 1 7 ht. min, f
) ) Due to. 3
6. Birehpisce_ SUT1CH, ? Canada 74 - ]
{Cl1y, towp, or couaty) {Stata or forsign country) r; 7 }\ iv
. Oth it
10. Usua! occupation Farmer (l:}::.nm’ s Te T "d’ R—
11. In v or buxlness ) PHYSICIAN
12. Name__Paniel Burkholder M e —
. Cana d @’ gndurlino
= \18. Birthplace ..., o n a) 5 wﬁfﬂﬂ:ﬁ
Y n, 1) Foreign
8 £ 14 Malden mame CHFSETLIHE™ gal LR e = Of autopey |§£{£3
E 18, Birthplsce Canada A I
2 {City, tawpyor sount [Stata or faraizn conotry) 22, 1! death was due to external causes, fill o the [ollowing:
16. (a) Informant’s mdtut‘w- M Beonthntlen f () Aceldent, sutelde, or homielda (specily)
) Address__ EGTAin, Missouri (b) Data of occurr
17. (a) Burisl (5) Data thereat. 0/ L4/ 41 () Where did Injury occurt T — Froe— Totate)
.. (Bora) mmtim or remeral} {Month} (Dey) (Year) || (d) Dld Infury oceur in or about home, on l:rm. {ndustrial place, in public place?
() Place: burlal or rématien BEAT Branch Cemetery " ,,J__ , a
[ p’ (Specify type of place)
18. {a) Sigoature of funeral direct | Whﬂe at work? eans of injury. L]
& Ad Brookfield Missourl. y
19. (a) ._E_L_'L* - o
a
vod local registrar) (Humm . dmum) Ad Date dzned_‘z;u zl, |

(Licensed Embalmer’s Statemont on Beverse S?Qa) v




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

, Registered Apprentice No ‘ N

working under my personal superviéion. W
' Signed IS /’41‘4/74 :

Llcensed Embalmer No 37 1 8

P. O. Address BrOOkfleld - Mo. -

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW'RITING (leure to comply mt‘
the above constitutes grounds for revocation of license.)

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




