8. No. 2
OM—2-43
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T X35897

fo

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

DEPARTMENT OF COMMERCE
Bureavu oF THE CENSUS

_FILED Ju 1 Jay&?

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.. 5 .__..._3__

State File an()}?ﬂg

Registrar's No.

1. PLACE OF DE&I‘II:
o+
(a) County

ndy

Galt

(b} City or town.......

i om.auh city or towa limits, write * *“MURAL" and name of townahip)

(¢} Name of hospital or institution:
—

(11 aot in hoapitnl or institation, wrile street number or localion) rd

{d) Length of stay: In hospital or inatitution

-

In this community.

{Specily whether

yaors, montha or duys)

2, USUAL RESIDENCE OF DECEASED:
Missouri

Galt

“o

(a) State. (5] CountyGrundy

{¢) City or town

{If outside ity or town limita, write "RURAL"™}

{d) Street No. b
(i rural, give location) ]
{e) Citlzen of foreign country? No (Yes or No)

H yes, name country.

Fold ey JOHN WILLIAM FOSTWR
3. (b 1f veteran, 3. (¢) Social Security
name war. No. gy
O 5. Cnt;:ror' 6 (o) Single. widowcd mamcd
4. Sex Male .,...JWht. d;vor:ec\__....g'!?i_g.d__

&

(5) Name of husband or wife ..o

Dora Foster

6. {¢} Age of husband or wife if

alive,. L

MEDICAL CERTIFICATION

27

day

20. DATE OF DEATII: Month 9 488
ver.. 1947

21, 1 hereby certify that I attended the decea:

19

hOUY .. e D ermrsmeserenrars

S
-—/’y that T last saw h &Y ™live on

%l

and that death occurred on the date aédféour stated above.
A...d

Duration

Gt ...years || lmmediate ca eath
7. Birth date of deceased et, 8 4865 e - et Ao . el S 2 o
(Month) {Day} (Year)
B. AGE: Years Months Days If less than one day Due to /7 / JW
81 8 1 9 hr. .min. “

Birthptace._Bu1livan Co. Mo,

w

(@

{City, town, or county)

-

Retired Férmer'

(Stata or foreign conntry)

Due to

Other conditions

10. Usual occupation Y |l “Cinchud ithin 3 months of death} i

R ?a ml n‘ . | ( he! Il- L] pru:ncs W man 0 i1 J
11. Industry or business MR PHYSIQAN
= ajor indings: . -
= ( 12. Name John Fo ster / Of operations (A
£ . o Ky 7 4 e o \ ; hUnderline
& { 13. Birthplace o y ') G ; [which death

- . ty. mly tate or foralgn coontry, Of antopsy honld be
£ ( 14. Maiden name m b3 vJones : - charged sta-
£ MO e v tistically.
o | 15. Birthplace — e g
= (City T ot conmty) - (Grate o Torsian cowmirs] 22. If death was due to external r:ause?. fill in the following:
16, (a) Informant Mrs. Bessie Gibson (a} Accldent, suicide, or homicide (apecify)

B Address.... aT Galt, Mo, (5) Date of occurrence
17. (@), —— uria - (b), Date tbereof..gputd‘-l—_iiz.ﬂ:?._ (e Whete did injury occur? T, —
Month) (Day) (Year)

{Barlsl, cremation, or removal}

(¢) Piace: burial or cremation

REA..

: burl : ﬁ%—%,ﬂu&g%_
Signature of funeral director. M *'ga-v‘j

{State)
Did injury occur in or about home, on farm, in Industna] place, in pnbl!c place?

(d}

18. () 7 ' ns oi gojury. .- —
[¢3] " Address g@“ y Ldl] EY ﬂ ‘ ’
19, (a} é -9 L7 )} Clx Lpal .9&..{/\) #ﬂ/ M S L

{Date raceived lucal reristrar)

rda-lelenioud o = ekl

(Licensnd Fmbalmer's Siatement on Reverse Side)

- “4 v



DISTRICT HEALTH OFFICE

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.

waney Registered Apprentice No.oool

e O O

' Licensed Embalner No \3?‘ ao

P. O. Address.......<\

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,

working under my personal supervision.




