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

FEDERAL SECURITY AGENCY
National Office of Vital Statistics

FILED

MAR 22 l%j

Reglstration Distriet No, &%, ...

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH s £ie o 7943

Ptimary Registration District No....._. ]._-_ Q.Q._.O_..m Registrar’s No. 310

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

@ County_Buchanan @ sate.. Missourl ) Coumty....Buchanan
& Clty or w“ff oot d&. t"_'g'-%%m E.h “RUAAL” and of ) St N
(£ Gt’ ox 11 writa namea t S D
{¢} Name of hospital or institution: {c} City or town_. it mtﬁﬁ:ﬁ e e T wvins “HURAL™ 7
Rosg Leon Nursing Home 624 Pro. -AYH a5 Street No.__ 2700 Sacramento Sit.
{If not int haspital or inatitution, writs strost nember or location) T rural, give location) 0
(d) Length of stay: In hospital or institytion 1 yoear 7 Llonthﬁ
(Specily whetber || {(¢) Citizen of foreign country?. Noo. (Yes or No}
In this community 68 Years, .
youru, months or days) If yes, name country. .
MEDICAL CERTIFICATION
il e Lois Belle Topham March 7th
20. DATE OF DEATH: Month re day.
3. (&) If veteran, 3. (¢ Social Security No. :
Nom Nong * __J_m_m__«_hn 6 minugte 25 P. M,
name war, .
21, I hereby certify that I attended the eccancd from... d..‘ .. rraesssmsimasnsanran
/ 5. Color or 6. (6} Single, widowed, m:?jd o A - 5 .
At
r
4 ser. Fomale | nfthite voreedl 1 0W.. £, that I last saw h e alive on N 10 \
6. {#) Name of husband or wife____ er. 6, (&) Age of husband or wifeif and that death occwrred on the date and hour utated above Duration
_.Charles Topham. . . .. alive . years || Immediate cause of death -
7. Birth date of d d October 29 1864 — aa&o(,w-d ‘éL"ﬁ
(Month) " (Day) {Yoar) i}
8. AGE: Years Months Days If leas than one day Due O AT \
8 5 l’ 8 hr. min,
Due to.
9. Birthplace....G1aBDUTY - - - - -
{City. town, cr county)

(State or fareign country)

Othermmliﬁamn LI

10. Usual occupation _ NONE e

11. Industry or business

E { 12,
13.
14,

o

A

16. {a)

5
17. {a}

()

18. (a) —rem While at work?.
® Adressl 946 Colho 4 - 7=
F-25-4F o b ‘ 2. Sematge s 7T
1o @ (Dato received local reistrar) @ sigmature) L 2 Al Address__ _.1__ Datesigned. ", LR/}?
I L +

within 8 moniks of dsatb}
o1 "aj PHYSICIAN
Name Thomag Gladman - ‘K‘ B l-"algfrnm!i‘:;m fad " ‘r n Hr)" S e T —
‘ ) Underline
Birthplace_UNK nown Ohio / U. v . ine et
“YWar & K, (State or faraiem souniey) Of autopey....... - \ i lehould be
saster same WEFY GTedman T L charged sta-
l I n kn B stically.
Birthplace.__. (Citr E_E,_na pr—— (Sm? rrign M{ 7 22, If death was due to external causes, fill in the following:
Informant. Mre. I. H., Lisetor’ (6) Accident, snicide, or homicide (specify)
Addms__2?QQ_Sncramanj.n._StL,St.Joa.e;h,}..o { (&) Date of occurrence
Burial ©) Date therearMAL2 10,108 ... () Where did injory occur? e e
«(Bprinl, gromgrion. of ramors) (Day) (Yeur) (&) Did injury occur in or about home, on farm, in industrial p[ac!: in pubhc plaoe?

Place: burial or cremation, _ Mbe Auburn Cemetery

Signature of funeral directo! _@@

. {Specify type of place

(Licensod Embaluier’s Statement on Roverse Side)

{e) Menn:)ol l;:u o .._...‘.[.,.;!%x




STATEMENT BY LICENSED F.MBALMER

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 No

working under my personal supervision.

oo *  Licensed Embalmer No.. 3258“ismouri

P.O. Address.. Sts Joseth, 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.




