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DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FLED DEC 22 1847

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

State File No.

40812

DAL

AT

Registration District No...._... Primary Registration District No... Registrar's No._, e
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED;
(@ County Audradn, @ sme_ Missouri . Audrain, #
Y.
) City or town.._ ... Jladdonia,Missouri. _ .. &
(If cutaide city or town limits, write "RURAL” end name of township) (¢) Clty or town__..._.__.__._nﬂidgﬂ.iﬁ_;_h&i s 80our i -
(-) Name of hospital or institution: /- (If autaida city or town limits, write “HURAL")
: - (d) Street No, <
(IT not in bospital or jpstitution, write stroot number or location) (Lf cural, give lotation) 0
{d) Length of stay: In hospital or institution . N P
{Specifly whether (e} Citizen of foreign country? . {Yes or No}
In this community 4 3 Y TS
yeara, manths or days) If yes, name country.
. (a) PRINT C .th 1 a il MEDICAL CERTIFICATION
FULL NAME Amy Catherin Sankpill.
3 (0 Social Saour 20. DATE OF DEATH: Month.. D€C,. 4y 10%h
3. (8) If vet R . A al Security
) If veteran y&ar.-l.g.AT. ............ hour...2..:_.4.0.“.________...._..minute..._..._.A.. ...... M
name war. No...._.N.Qnﬂ.g....._....... '
21, I hereby certify that I attended the d d from
P/ 5. Color or 6. {a) Single, widowed, married, || v Ll w0l 0 IR LD 10447,
s sex FCMAY race... Whit g avorcea MaTTie doll 7 saw h@T sliveon. At B T 1K2.,
6. (b) Name of husba.nd or wifewrseooeoeee. 6. (6} Age of husband or wife if || 2nd that death eccurred on the date and hour stated above. Duration
. Ch arles A.S a,nk_p i_l l . alive......&o ___________ years || Immediate cause of deat! .Z._%
R Bu—th date of dmeased August, 23 ,18_.5_9_ e
| {Mon1ik) (Day) (Yenar)
8. AGE: Yeam' M;:nths Days If less than one day %
S . 78 ’ 3' 1 8 hr. min - ﬁ-?’
= e to
9. Birthplace Salem, Illine¢ie. 7
i . - (City, town, or couaty) (State or forsign country) | 77 N
’ : || Oth diti
10. Usual oocupatinn..___._._H_g_g..ae wo rk L} s (}n:l‘;gn?:relsnoagcsy within 3 months of death}
11. Industry or business..._ HOME S Q PHYSICIAN
John Johnseon OF operation e
12, Name G -..;L o ope:"atxons ) ( ) - hUnd:rline
: the cause to
Ztaa -Birtl‘l.place,,,«q..ﬂmﬂkn own — ef rme n{s}t{ X 5 : - hich death
.- N -~ ¥ lown, m'munmn ¥ ‘Ofa :"‘ ¥ - e % shou e
‘5 14, Ma?dcn name .. _a-_n_e.,dﬁ ﬁﬁ‘ ¢ell ». i e * meﬂ;m'
5] 15. Birthpiace Vicksb urg Vi rg,in ia "/ 22. If death was due to external causes, fill in the following:
- N Smle or [oreign country)’

(a)

Accident, suicide, or homicide (specily)

16. {a} In.form:mt..___ et .
T by Address Laddonia,mi gaouri, {#) Date of occurrence
4 G “BUTAAL () D et D8 Cod 2 1R Wi sy e
(Burial, cremation, ar remaval) (Month) ID‘” & (&) Did injury occur in or about home, on fa.rm in Industrial pla.c: in public pl:me?
{c) Placé: buriat or c!emal.lon:.L Qni.a.,M,Q....‘.........._....;_4._... -~
T of pt y
18. (a) Signature if funeral d:rciwr Ao’ £.8) While at wn,_?_____;____________f‘_’f_’_’ ‘&T L?é;;;)of [T _é’_
D.
@ 'Addrmm"gf%?;a &,M ! 23 Signature. ._“M [/_/_/LW, (M. D. or other}uumn—
19 @ J:II.J&udm (Reristrnr's dsmatore) 47~ | Address.. Laddonia Mo. .. .. Date mgned__%{y/

(Licensed Embalmér's Statement on Reverse Side)




STATEMENT BY LICENSED EM BALi\‘lER

-

t the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

_— _ % . 4.‘.“),, Registered Apprentice No... 5 ?5
working und%personal supervision, .
. (
Signed.......... S M ..... ‘@L)
Vo ¢ f Licensed Embalnier No..... 1:—? f ________

. - tP.O. Address.._..ézegds;ﬂ-"/ 24

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.) - ¢

I hereby certify

-t

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




