- No.z DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI ;T ()1 50 v
UREAU OF THE CENSUS ‘ )
i1 g ANDARD CERTIFICATE OF DEATH  suxra o
1 X33607 RE JL&'DE @_apizj Primary Registration District N(}\hgé__._._. Repistrar's No.__-,.DZéL. -
' C{ 1. PLACE OF DEATH: G 2. USUAL RESIDENCE OF DECEASED: 3 Cf
L reans
a {6) County — State Mi asouri a reene
&2 || @ cuyortows.... Rural Gampposii Townghip (@) Seat @), Cousty.
= (1 cutslde eity or towa limits, write “RURAL" and nams of tawnahip) (© Cityor m Aural m N9l
J a (¢} Name of hospital or institution: O | ittt ([#—-{— A g T Un.u.. ) "...
= Gresone Younty Hogpital . @ Street No R.®. D, W
[ {If Dot in bospital or Institation, writeatrost number or locatknn) ("““.-1. wive tocntion) (-/
.4 (d) Length of stay: In.hospital or institurion L7 _years NO
E'J s 35 Year (Specify whether (] (#) Citizen of foreign country?, (Yes ot No)
ﬁ In this community 8 9
E yesars, months or days) If yes, name country.
-1 MEDICAL CERTIFICATION
e 3. PRINT o Y
8 | $u{9 ERAT _ GERYRUDE ZENER Harsh 176h
< PR 3 I Seom 20, DATE OF DEA 1 Month day.
=] ’ vetera, nons -0 noneunly yest, 1 b4 hour. 7 =40 m minute. M.
¥ I name war. No, .
- j 21..-] hereby certify that I attended the d from 5(6
- ) —
= ~ y | 5 Coloror 4. {a) Single, widowed, married, e S S T to. b7 AC AL _/ 7 o, 19
] FemAie Vhits Singim |l ¥ to % 7?
v £ Sex 1 mce_.. bd"n“:‘d e P Tlast saw hdas_ alive on Sheq.s 19,
A 6. (b) Name of husband or Wife......cooverrrve 6. (¢} Age of husband or wife if d that death occurred on the date and hour stated above. Duration
s —
't v none alive...... years
3] 7. Birth date of decessed___ D2 COMbe T 15, 1875
5 {(Manth) {Day} {Year)
3 0 P
e 8. AGE: Years Months Days if less than one day W
E v 7 U 3 2 hr. min
= o. Birthplace. BVANSVLI1i6, indiana /
o E Tt (City. town, or county} ' (State or foreign ectintry) N N
: o 10. Usual occupation nons
| % 11, Industry or business........... JONO a ICIAN
I E 12. Name Mathiag Zener v Of op¥rations i U—'d'—u .
= N " : - o
¢ =\ 13. Birthplace raria, indiana [ the catse to
_z_ = (City. tuwn, or coonty) {Stais or [oreign country) Of autopsy Ly : ?ﬂﬁ?lﬁmﬁ
5 & { 14, Maiden pame . FrAnces Glitter ;' 'L) YA cﬁlr:ueﬁ Ml
= . 1 tis Y.
& ||E9 ts. Bihplace BBttt as1d, Magsachunet g = R
E g {City. tomn. or coumty) (Siate or Toroigm counsl) 12, If death was due to external causes, fill in the following:
- 16. (s) Informant._ M 8. ¥Filoyd T. bidine {8) Accident, suicide, or homicide (specify)
& ) Addrems 929 E. Locust, Springrialid, Mo, || ® Date of sccurrence
17, (a) surial (5 Date thereof. marsh 18,4948] () Where did Injory oceur? e T s
(Burial, eremation, or removal) (Month) (Day) (Year) _ || (@ Did Injury cecur in or about home, oz l’a.rm in industrial pia.me in pubuc place?
(2 Place: burial or‘creniation_APPLieton: 8ity, Missouri
-
- 18. (a) Signature of funeral director Fred U, thiems
& ad Sprmangtissd, B1as0uT2,
19. (a) EJ:M o A {
ate received lml rur (Hc(hlrl -!m:m-n)
nt (l.leen-od Embalmer?, /5utcm-nt on Reverse ‘f’d‘) 7 F’C/




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Registered Apprentice NOu.oev e ,

working under my personal supervision.

Licensed Embalmer No

‘

P. 0. Address.._3pringtiesd, Mo,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure to comply with
the above constitutes grounds for revocation of license.) %

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




