.S. No. 2 DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI ; 25379

iy BunRAv oF Tute Canisus 'STANDARD CERTIFICATE OF DEATH State Pile No

B 1 xa3s697 F I ) N
gistration District No._B_L.]_ﬁg - Primary Registration District No.ooo Y ’3 Regisirar's No "?GI'?()
1. PLACE OF DEATH: S ST | 2. USUAL RESEDENCE OF DECEASED:
‘ (¢) County @ swate. Missouri ) Count cau L
o % Ciyortown.._iot Tonls @) Couaty.
(If outaide city or town limits, write “RURAL" and name of tawnghip) {¢) Cilty or town St Lou i a / 7 [b
/7 (e) Name of hoapltal or institution: / : (If outaide city or town limita, writs “RURALY) 4-7

3837 Wyoming

{1f not in hospiial or Enstitution, writs street number or location)

" (d) Street No.____.._ o837 \ﬂjom;n

([ rural, du location)

7

(d) Length of stay: In hospital or Institutlon P
{Specify whether || (¢} Citizen of foreign country? (Yes or Nu)
1n this community
years, months or days)} If yes. name country.
{a) PRINT MEDICAL CERTIFICATION
Full vame. Robert. J. Anderson 7
T 0 ot 20. DATE OF DEATH: ‘Mr:::h - day
3. veteran, . (e al Security
. ycar_._/_f.ﬁ.‘..i..m.hour.._._._.._.. ..é.....m__.minntc#Q @ .M.
name war. . No.

2. 1 herebgufy that I attended the deceazed from

19579 to gﬁ 9 19.. 00
9‘*‘{ g___\’ '_Z . _é_;"

6. (4) Name of husband or wife oo - 6. {¢} Age of busband or wife if {| and that death occurred on the date and hour stated above.

6. (@) Slngle, widowed, married,

5. Color or /
» Ay
divarcem._a._ui.e.d?_. that T last [a{v huderens alive on,

A sﬂ"m.a..l.em_g meeWRite

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

. Duration
_Carrie Anderson .. . ... Alive. el (3} _years ediate cagseof death, Q=
7. Birth date of deceased......... Jnly_J.R 1872 ||\’aeac ] ] 07T -
i © of decea (Manth) - {Day) (Year)
: 8. AGE: Yearn Months Days If less than one day Due to
73 o | 28 i
Due to
9. Birthplace DOVE D Tennessee / (%
{City, town, or county) (Stats or fureign country) - l
. Other conditions,

10. Usual cocupation retiredmeat cutter - (lnulfm pregnancy within 3 months of death) o

11. Industry or busines=s TR ) PHYSICIAN
(12 veme William Anderson : *Of operations —
= . Underline
=1 13 Binbptace NOt_Known Not,_lmown_9 _ the cause to

tawn, or cognty)} {Stste or lareign country} of -

ﬁ{ 14, Maiden name...l.é(ié.&' wt Bate autopsy dl:a&z:!ﬁngf
= tistically.
'g i5. Bmhpha_._og‘;..&g&‘%%—— Nggﬂ}%ﬁ%"iﬂﬂg‘ 22, If death was due to external causes, fill in the following:
16. (a) Inf .. Robe ert Anderaon (8} Accident, suicide, or homicide (specify)

TN (b) Address 4252 Neosho ) (% Date of occurrence

1. @ burial ®) Date thereoi__B/ 13/ 45 () Where did injury occur? e .

{Bortal, cremation, or remaval) (Month) {Day) (Yeas} || (#y Did injury occur In or about home, on farm, in industrial place, in public place?

(¢} Place: burial or uemdun__ﬂﬂ.w_-z.me_r_gﬂmw__.___.

13 (.") Signature of f“'-‘““léﬂ""'“' J L Z 1eﬂ:eni ein & 3o While at work _ (Spd', l(,ep. ‘gleans of injury. . ﬂ............. ......
®) Add 1027 Gray ﬂ... U Apest
19, (o) v 3. Sigmature c‘ (M, D or other,
. {8 ... 57
(mu (Rubinr'uimmn) dress..Jz Q___g‘ W Date signed_ ..#_._

(l.loomd Embalmer*s Statament on Reverse Side)




-
t
v

STATEMENT BY LICENSED EMBALMER

- N . o s
- L

1 hereby certify that the body whose name is recarded on the reverse side_ol_' this certificate was embalmed by me, or by

emtemetres bt e e e e R R e - + Registered Apprent:ce NGt ceesran rems e aneae )
working under my personal supervision. .
SlgﬂPd /@ @ ’ ; M
N Lxcensed Embalmer No 3 8 7 7

P, 0 Addresq 7 0 1‘7 .AAW

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAVDWB!TII\G (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embah‘ncd, fact should be so stated above.




