DEPARTMEN‘I‘ OF COMMERCE
BurEAU oF TUE CENSUS

Fl
Rezli;tEEtiorg lgxs\t(nct No. __'_954_9_ -._..__..

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...4{ & S

State File No.

33702

Registrar's N o..___é_iz.......,...............

1. PLACE OF DEATH:

{a) County......
{#) City or town

Pettls

Greenridge

{If outside city or tawn limits, writs "RURAL’ and name of township)
{¢) Name of hospital or institution:

At Home

{If not jn hospital or institation, write street number or ]ur.-l.wn)
(d) Length of Btay:

In hospital or institution

{Spocify whether
In this community, 35 Years

years, months or doys)

2. USUAL RESIDENCE OF DECEASED;

_ b7
(o) ‘sute.t Migsouri (8) County Pettis 3 n
(& City of town Greenridge’., D
(If outsids city or town limits, write “RURAL”™} IS
@ Strest No Nons
{If rural, give kacation)
(¢} Citizen of foreign country? No (Yes or No)

If yes, name country.

3,9 FRINT  JAKE SANDERS .
3. (8) If veteran, 3. {¢) Sodal Security
. namewa-: None No. None
0 5, Color or 4. (o) Single, widowed, married,
4. Sex M. race. bt i
6. (& Nameof husbandorwife . 6. {¢) Age of husband or wife if

Cora Bowers

MEDICAL CERTIFICATION

20, DATE OF DEATH; Month____Q_Qi...._....day [0
Hr__éig.?w"hom.....mm..rfl__._._...._minnu-_...aa_A‘.M.

21, [ hereby certify that I attended the deceased from
wys
19

02-? . (74 194§, @ﬁj‘ /0

that I 1aat saw hdultebs zlive on 0 e‘k V-
and that death occurred on the date and hour stated above.

Duration

aliVe.see o —.____years || Immegiate cause of geath —
7. Birth date of deceased. APT1], 22, 1877 g»;&-m e N M_ I
(Month) (Day) {Yoar)
8. AGE: Years Months Days If less than one day Due to
' 71 5 18 hr. min D
= ue to
o Bithonce. ~-S0d2lia - Missouri . /A S -
{City, town, or county) (Stats ar foreign country) 4 T Y At ¥
10, Ustal occupation Retired Farmar R C:ther Pudmomn%:;ﬁﬁﬁ%m HLop -ty
11. Industry or business - — . . ‘ o I -
(2. Name._ Bdmond -C; Sanders TR W e 2w < ’ 5 Ao T
) ; [V o "?ﬁ"l Undetline
=1 .13. Birthplace Florence Missouri : {"; é\ a the cause to
) ' i {State or foreign eounu,-) Of aut b should be
g 14, Maiden name ME&F&%’ Keele autopey L J : Ctltf;étﬁ ata-
. cally.
§' " 157 Birthiplate .. P m_';;mt;) . Effg?j‘:i.{:") 22, If death was due to external causes, fill in the following: -
16. (;, iy Mrs, APley Skidmoref~ W (a) Accident, suicide, or homicide (specify)
& “Addresa LGreenrldge, Missouri (%) Date of oorurrence
147 @ Burial- ® Date thereaf 10=- 13=1948 (¢} Where did injury occur? e o
. , (Bnrul, eremation, nrmmnv-l) 7 (Month} (Day) (Year) (4} Didinjury occur in or about home, on farm, in industrial place, in puhhc plaoe?
(c) Pla.ce burial or c.remauon.w.,.m
18. (s) Signature of funeral director. /AMY While at work?_____ ___‘fm” ":“’ of ‘;ll.r:)of IDJW A
® st Sedalia, Mo, i? Z i ,}I
23, Signat — (M. D, cr&
9 @ L0 = 13- 48 o _ .{fﬂ% % e e
{Data rocetved local registrar) Address % Date mgned_l %g’

(Licensed I:.mbnl.mer s Skhtement on Reverso Side)



ENED 5, 8
DEsl’-t;ﬂOt Health n Officer No =

District File Num'ur-_-—--:;-— “{? .
MNate F'l‘ad .....---—l-Q 4' }3}}%

STATEMENT BY LICENSED EMﬁALMER

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...

Signed...fw.,d....

Licensed Efnbalmer No... 7.‘5 .j ........................

P. 0. Address... MA_.,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure te comply,
the above constitutes grounds for revocation of license.)

working under my personal superviston,

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

) i -



