. No, 2
—1-4-41
5-17-39
1 X28390

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

DEPARTMENT OF COM ‘
AR I
Pk 7 91°

Registration District No.._..__..........__

v
MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primeary Reg:nﬁthn DR NOraeremecrrene

Stale File No...?_los et
.1003 [800

Registrar's No.

1. PLACE OF DEATH:

{a) County:.

(b City or town. ..
(1f outzide mty ar towa limles, wiits "RAURAL" and name of township)
{¢) Name of hoaspital or institution: ‘

412 N, Unlon 3lvd,.,

(If ot in hospital or institution, writs street number or location)
{d) Length of stay:

In hoapital or institution

80 Years

(Specily whether

Tu this community.
yenrs, months or days)

2, USUAL RESIDENCE OF DECEASED:

/2.2,

(a) stae... . Migssouri (&) County
(e) Cityortown St. Louls » ~—
() outside city or town Hmits, write "RURAL"} ;
(d) Street Nowon.. 4 18, Na.. Union.»Bl.ul.n,............_...n.._: .........
{1f rural, give location)
{e) Citizen of forcign country? 'NO hJ {Yes or No)

If yes, name country

ffLTaMe.. Nannle E, Wear,
3. (b I veteran, 3. {¢) Soctal Security
name war None No.__.None
| 5. Color or 6. (), Single, widowed, married,
4. SczE@Hlﬁlﬁ/!_, race WAL O a!orcﬂldw~@_
6. (b) Name of hushand or wife......ecoeee . 6. {€) Age of husband or wife il
lﬁm%ﬁ mﬁ.....«\ﬁﬁ.ar P SO, alive ... . ____yeals

7. Birth date of deceaned._ SGptember ,1.___,_ 1847

MEDICAL CERTIFICATION
25
minute 2“ a M

20. DATE OF DEATH: Month __ % B
vear LT R s

21. I hereby certify that I attended the deceased from

day.

hour,

that I last sawl}.% alive on - 2 S 19, ﬁﬂ__-

Duration

;4/4«1,0
228

and that death occurred on the date a.nd hour stated above.

Immediate cause of death

(Maath) (Day) (Year) . y?_%
8. AGE: Years Months Days I less than ane day d
94 5 8 hr. min
: Due to. oD .
0. Bihomee . HANNibal MissouriJ e Y kR
(City, town, or county) (Stute or foreign country) v ) ki ,‘
Othy diti M 7%
10. Usual occupation Hou S8W ife (aiu:l:‘;':nsre - noy within 3 moathy of death} b‘?
11. Industry or business. . PHYSICIAN
5 12, Name. JOhn J . HOlliday T4 Mmgfr E!}ndli'zﬁzlﬂi ’)/Z"’p .
[ Y] L Underline
< 13, Birhplace__E 1K@ Countv Kissourl the cause to
City, towa, E 1"“ {Bato or foreigm conntry) of nutopcy._............,.__._m :rhouldeabe
;E{ 14. Maiden pame... L1GTEL1Aa FoOree eemererereeee ._..I : cfmrgc;g sta-
tistically.
g 15. Birthplace i ——— K‘?nfllﬁc kn w:'nn) 22. If death was due to external causes, £ill in the following:
6. (o) Informant VM {a) Acdident, suicide, or homicide (specify)
) Add _M/QO Waatmoreland Place. L () Date of occurrence X
1. (@ .1_._____._ (&) Date thereof (¢} Where did Injury occur O pp— rro— (l v
(Burial, cremation, or remaoval) (Moath) (Day) (Year) (d) Did injury occur in or about home, on l’a.rm. in industrial place in public place?

() Place: burial or cremation_HB611efontaine Cem. .

18. () Signature of funeral director.. . WAZONOY_ _UINd. £0..,... While at work?. P i - 7. v e S
o) Addrcss_....._...7...__3u.621 Qlive St. . “ o M
— 23. Signatures S e . OT O N
19. (a) (_EEB._Z.D“"MM J;LQAZ;.") (”)ﬂﬂmﬁ-’-_n B L el Address.. m slgned_ 272 2
= =

g q q {Licensed Embalmer’s Statement on Revorse Side)




L

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was eﬁ:balm'ed by me, of by

Robert T. Sangster : , Registered Apprentice No. 259
working under my personal supervision.

s.gneg. ﬁ"7’w4¢—:22?:‘"

) P. O. Address 3")/ fvd‘:m

Note: The above MUST BE SIGNED BY THE LICENSED EMBAI:ME_R in his OWN HANDWRITING. (Failu:re to comply wit
the above constitutes grounds for revocation of license.}

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



