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FEDERAL SECURIT{Z é\GtIiiNCY
HILER TERC 51 You §;

Registration District No.a,[ .

Primary Registration Distriet No ¥, . L. 0.

- MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

sute 7z o 2RO

Lo7%

T & 4 _/_Z

1. PLACE OF DEATH: £

{a) County... s_t_.n_ Lﬂl‘li . ]

(d) City or town_......ovreee:
(i oumdu c:l.y or town umxmh%“l’hu. and name of township)

(c) Name of ho:p:tal or institution:
hwkgj

‘Mt, St. Rose Sanitarium

{If not in hospital or institolion, wrils street
{d). Length of stay: In hospital or mstitutiun..._...__...__.

2. USUAL BESIDENCE OF DECEASED:

State. Mo. (&) County... §.§.Q.....I.'!.n —
Rural

City or town
(If ontside city or town limits, write *RURAL™)

Strest No. Bt;-lmag__ﬁa!emgwi_&

(1I rural, give kocation)

Ho.

(a)
(c}

(@

z
(Yes or No)

(Specify whather (¢) Citizen of forelgn country?
In this community. LAfe Time
years, months or days) If yes, name couatry. S
. .. . . a MEDICAL CERTIFICATION
vl Name. Bernice FPoersterling . [ 2. DATEOF DEATH: Mon D& e LT
. N " - H ont ay...
3. {b) If veteran, 3. (¢} Social Security No. f i
. l year, - 94 hour. minute ’3_0 M
name war,
’ 21, T hereby ify that 1 attended the d from
5. Color ot 6. {a) Single, widowed, marr{gd. M . _%___________. 19 _3_{,5' to. (A / 7__"_ 19. _}f
4. Sex.. Fm&l race. Whi_ta_ divoro:d.m.r.;agg. that I last saw h &Y alive on L /75/ 1922
6. (b) Name of husband or wife. _.......... 6. (c) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
Melvin Fosrsteérly ‘alive.. €9 years || Immediate canse of death - -
hJ ) "
7. Birth date of deceasad._..._& pril_ 2__0 __1._5_3_1._§_,_________- —@Mﬁwmm.—u /_..%
{Month} ) (Year) :
=
8. AGE: Yeara Months | Days If less than one day “ Due \‘.o( I/ /i syt a
: tferullpsod b yens
33 7 2 7 [T ;| N min. { v /4
c ] Due to
9. Birthplace 5% — A ‘: .
- {City, town, or connty} - (3tate or foreign country) ' I s rd -
itiona
10, Usualeccupation . At _Home B s s -y e \i
11. Industry or business Ty < PHYSICIAN
T Iindings: —_—
g 12, Name Floyd Mulherin B operatioas . A S ) il
g ; . g . nder!
= I'{O . ﬂ A / ; @d-" ‘ . the cause to
=13 erthplacc.__.. ———r ) - f / (94 ' jwhich death
( "‘" town, ox “W (Sixte or forsign connlry) Of autopsy hould be
E 14, Majden name... &ts on Y el 4 m sta-
- : 8 y.
§ -15. Birthplace Ellsm Hoa L l 22, If death was due to external causes, fill in the following:

(City, town, or couaty) (Stats or foreign enu:;-._n.:,)

xnfomdielnmﬂoensterlip% N
sadress. Pte. 1 Bax 388 Robertson Mo,
Burial = . % Dae themof..’l.a,/ﬂ) A€

{Burial, eremation, or removal) Day) (Year)

16, (a)
)
17. {a)

(e}

Place: burial or mmauoniﬁguﬁ.;,e Wﬁe ¢
Signature of luneral directorz 0L 13 OT'S ers

"l

o

(s) Accident, suicide, or homicide (specify)

(&) Date of occurrence.

(¢) Where did injury occur?
(City or town}) {County
(@) Did Injury occur in or about home, on farm, in industrial p.!acc. in pnbhc pla.ee?

face’
12 (a) ;e %;dtt,rﬁ;m)gf imtd'r{_;_.éww
Wy vy @lﬂwﬁaﬁﬂ“ ' Mﬁf’m—_ ol |
19 (e Dluuo:wedhm " signature) ) y . Date signed l__.w y

(Licensed Fanbalmcr ] Suument on Reverso Side)




i Y cemye .' -

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.

, Registered Apprentiqe No

Licensed Embalmer No 3—? C? fi
P. 0. Address /0/<Q~.3 /ﬂ M

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply 1
the above constitutes grounds for revoeation of license.) . - v

If this body is not embalmed, fact should be so0 stated above.

working under my personal supervision.




