E. No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI .
BUREAU OF THE CENSUS
vs | AEPBECIESy  STANDARD CERTIFICATE OF DEATH srae rae e S OO8
1337823 1} Registration District No. oS3 Primary Registration District Noi.a,.lﬂ_. Registvar's No.. a3 327
1. PLA(‘.E OF DEATH: 2. USUAL RESIDENCE OF DECEASED: .
- (&) County. Cape Girardeau caee I1linois Union 77 ; 4
€ || ® cityortown..... CADE_Girardeaw () State <onen () County
5] (If outside city or town limits, writa "RURAL" snd pama of township) (¢} City or town DOD.gOlB. //
4 E {c) Name of hogpital or insutunc:n & (If oatsids city or town Limits, write “RURAL™)
£ St. Francis Hospital- (@ Street No o
! {If not in hospital or fnstitution, Write street number o Jocation) it roral, give lontion)
(d) Length of stay: In hospital or institution . No ?.)
5 davs § (Specify whether || (¢} Citizen of foreign country? (Yes or No.
5 In this ecommunity. By e.
E years, months or days) . If yes, name country.
= MEDICAL CERTIFICATION
= PRINT
& || Full NAme. DWIGHT LOUIS SHEFFFR. a T
= 20. DATE OF DEATH: Month_. MAC . day..... L
3. (b If veteran, 3. (¢) Social Security / y
E None No None year........ v A 7. ..... hour. Z minute. 262 &Y. M.
name war.
< 21. I hereby certify that I attended the deceased from
- Mal ol s Cdorvoii'lit 6. () Single, w:duwed married Yt v, 2P 19.8¢%to /&-la s 19 y}
=] e 11 e . ’ T o
I 4o SeX FACC e ravereenn divorced... gl ( ’Lhat 1last saw h Y. alive on b Le, g 19,5‘_-};
E 6. (b} Name of husband or wife ..o 6. (c) Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Durati
L uraison
% . x alive. .- X_I _________ years || Immediate cause,of death AN
N v )
7. Birth date of deceased.. NOVember. 8th, 1947 d:?
j (Month) (Day) {Year) @
o -3t
) 8. AGE: Years Montha Days If1éss than oneday  §| DU tOeeed i a e o Foe L e .
& 26
a ............. bt o ..rvon.min,
E 9. Birthplace 4nna,. Ill].nOls f )
D' . - - . (csu,i%-n,wcaunty) . ~ " '(State or forelgn countiy) P --},_:H i , =
. one Qth mnﬂ;!innq
ﬁ 10. Usual occupation NE T I " un:::da proguancy munn 3 mouths of death)
w 11. Industry or business PHYSICIAN
J g 2. Name___ Clyde Sheffer,. YA opernitos. JJMM. nprsre | —
= R . = . ; . : D nder
g |13 Botae " Dongola,. Illinois. /7| ... . A thecaee o
4 3. . lwhic
3' 14. Maid A “ToUTEY HalsterBuig/ et o= Of autopsy... z 1) féj cqhahorgduldmtbac
. en namae. -
[N E =< Moun i3 - I2Yinois / M ! :a ' Listil:all:.
g § 15. Birthplace. P o: ; e o o m: 7 || 22 1f death was due to exterizal causes, fill in the following: "
= Ilie ¢ Informant. c%& . i (a) Accident, suicide, or homicide (specify)
B ) Addreas_ ngola, IM4nois, ~ |l Date of cccurence
Where did { occur?
17. (& Bu.rlal - - o A : () ere njnry iy o Lo premmrgs T
. (Burial, cremation, or rehuug ¢ (d) Did injury occur in or about home, on farm, in industrial place, in public Dlace?
r {c) Place: burial or cren
|1 18 (@), Signature of funef - _Gw' o Means of inju ___”Qp
(&) Address b3
. or thel)._ts.._
19. @ ./ .Lll.......y_;_ ® °
Dinte roceived loca! e signed.. A=_2 .
(Licensed Embolmer’s Statement on Keverse Side) /
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.ot Health Of1aer m..fi,;g_;z
n i.l.C-tv File Num'ber ——l--- Z-Z-uoal.lﬂI“

| 2danianm

Date Eiled.--;- p———r Y L J-!nl;!!
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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, C####
* - - t

X000 ; . %&#M#ﬂ#ﬁ%’ T :

Llcensed Embalmer ...46 h‘o

-+ * P O.Address.. Dongola,. I1linois,

Note: The above MUST BE SICNED BY THE LICENSED EI\IBALMER in his OWN HANDWRITII\G. (Failure to comply with
the above constitutes grounds for revocation of license.)

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



