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

i

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

Fluzglgﬂon Dhmﬂlﬁmm g

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Remstration District No... I:IL.g- S V

42374
State File No,
Registrar's No. 'l ! S-

1. PLACE OF DWigh't
@ Co
a) County Mountain Grove

() City or town .
{If ontaide city or town limits, writs “RURAL" and nome of towaahip)
(¢) Name of hospital or institution:

{If not in hospital or institution, write strest nnmber or location) I
(d) Length of stay: In hospital or institution !
6 - {Specify whether
In this community. 5 _Years

years, months or days)

2. USUAL RESIDENCE OF DECEASED:

(a) State. Misssum e (B) County.__ W] srh'l' / / 4L
(¢) City or town Mount ain Grove f

------ . (I outside city or town limits, write “RURAL™) '@

(d) Street No. ..
. {If rural, give location)

no

(&) Citlzen of foreign country? (Yea or No) -

If yes, name country, e {

3. (¢) PRINT

FULL NAME Mrs aAlice Sanders

MEDICAL CERTIFICATION

16

20. DATE OF DEATH: Momn JOVEMbET ,

14.
15.

Birthplace.

{City, town, or county) (State or forcign country)

memm-Herbert.-Sandersero oo L=

* ::; A Mountain Grove o ’
17. (a) igrurlal L. (b) Date thmf11/19/1944’

{(Mcuth) (Day) (Year)
-Crest Cemete

{Burial, ererntion, or removal)

il

{c) "Place: burial or cremation.. -~

18. (a) Signature of fyperal dir
{5) Address ﬂl !E:aln Grove miSS‘Qurl

=1

| wg_s_t__!;rginimﬁ

If death was due to external causes, fill in the following:

3. () If veteran, 3. {c) Social Security
@ 1ve year. 1944 hnur:]_-o___mmute_l5.PgM
natne war. No.
21. I hereby certify that I attended the d d from.
1 ‘ 5. Color LA 6. (o) Single, widowed, married, || /¢ ~ /¢ — ,9914/_ tod d = {6 - 19.%
emale i ; / : -
4. E‘ a race wilte div°r°ed-"-a"r'"l-‘"l"e—d- that I last saw et alive on / (=t é - h 19 ;
6. (5). Name of husband ot wife_._.—._._...... 6! (¢} Age of husband or wife if || and that death occurred on the date and hour atated above-é}f Dardtn
. Samue 1l Sanders alwe........... years || Immegdigte cause of death
7. Birth date of d d July 30 873
{Month) {Day) (Yeoar)
8. AGE: Years Months Days If less than one day Due to.. .
71 3 16 . . P - |
..._..__...hr. [ v+ 2
B Due to d‘ .-{f [/!L/
9. Birthplace.. BNOXVille | Lennessee . DG
. ) (City, town, or county) + =~ {State or fmwn couatry) = =~
. Other conditions
10. Usual occupation Hous ewi f.e . i e (Include pregnancy within 3 months of death)
11. Industry or business P PHYSICIAN
David Hagain : R i <
g 12, Name....:.: s . g el i S - 0 operations........ - - - hUndeane
2= { 13. Birthplace N, Carrollna ihe cause to
. o o, (Sl.nl.a of foreign euu.ul.ry) Of autopsy —..|should be
a Maiden name . :r aa:a _i'iampt e charged sta-
tistically.
8
=

{a): Accident, suicide, or. hemicde.(speciiy)

[(>] ﬁate of occurrence

(¢) Where did injury occur?

(City ar ln'n) (Counly) (Stal i
(d) Did injury occur in or about home, on farm, in industrial place, in public place?

(Speuf:r type of place)
(¢) Means of injury.....

NESRSOR { )

While at work? 2.} ___._.:

2.‘;!. Signature

} & AN L2
19 ( 2 (Dat.quéei‘z.i I:ﬁ regiatran) o ﬂ (Rezistrar's sighatare) - Address. . ’#‘V”"“- ‘*7%’4'
fa ! Q 5 3 (Licensed Embalmer’s Statement on Reverse Side) 3 ’—
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STATEMENT BY LICENSED EMBALMER ~ Ty
‘ ; v ‘ -4 g

1 I hereby certily that the body whose name\is recorded on the feverse side of this certificate was ‘embalméd-by'lﬁe, or by

- ‘_. .- - ° N ‘ - .

. N1

Lt R , Registered Apprentice No

working under my personal supervision..

Signed,.

- Note: The above I\IUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITI.N G. (Failure to comply with
“#the above constitutes grounds for revocation of license,)

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

. L e TT ﬂxmﬂm___




