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N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may beproperly classified. Exact statement of OCCUPATION ig very imporiant,

e L X191

)

DEPARTMENT OF COMMERCE
BurBav or THE CENAUS

FLED FEB 19

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration Distrlet No 22 O} 2

2917

Sials Fils No.

Regisirar's No

Regiftration District Noﬂi—

1. PLACE OF DEATH:
Jasper
Tnnlin

(If outside oity or town limits, writs “RUURAL™ and name of township)
{¢) Name of hospital or institution:

ala. . Jackann

(If oot in hospita! or Enstitatiun, writs strest oomber or location)
(d)} Length of stay: In hospital or institution

43 years

2/

{a) County. =

{b) City or town

{Specify whethar

- ) s s
S L ES

In this commugity.

@ State_ Miggourl @ coumy__Jagper
(¢) Clty or town Joplin

(If outside city or vown limits, write “RURAL")
916 Jackson

(If rural, give location}

2. USUAL RESIDENCE OF DECEASED:

{d) Street No

16. Birthplace Ozark County Missouri

{

(Ciey,

(3) Addr
1. (2) Bur'i al

1, cramation, or removal)
(c) Piace: burlal or eremation
18. {a) Blgnature of funeral director.

140

(d) I;at.. ther
(Month) (Day} (Year}

= g . town, o Y s (State or fareign try} M
16. (a} lolormant’s own “utweimm@

'. dgnatore)

years. monthe or days) (#) I forcign born, how long in . 8. A.Y. years.
A T MEDICAL CERTIFICATION
. (@) PRINT Fanny Mable Dorfeld T D 21at
— 20, DATE OF DEATH: Month J€C. duy 8
8. (b) If veteran, 8. (¢) Soclal Security 5 . 45
year. hour. . minute. p M,
nama twaor No
. - 21, I hereby certify that I attended the deceased
Female 8. Color or 8. (a} Single, widowed, married, 19 to — 19_}__’1
LSex e | rmee___Wh diverced_Widowed that I last saw aliveon 3 )// D/ 1939,
6. (3) Name of husband or wile.. 8. {¢) Age'of husband or wife it || #nd that death occurred on the date and hour stated above. Durati
UTi
Geo.- Dorfeld alive ... yeam|| Im ate cause of depth Vi p Wi
7. Birth date of decensed. .. . — M
{Month, {Day) (Year)
B. AGE: Yearn Months Days If lesa than one day
64 4 29 hr. min, ] fi
Due to. a. N
9. Blrthplace Barry County -, Missouri Iy,
{City, town, or coanty) {Btats or forsign country) ¥
Oth dltion
10. Ususl occupation Housewife i’ (Lochade pregancy within § maaibe oF oeik]
11, Industry or busine=s S PHYSICIAN
E{m Name Steven Hollowell A || Moy Sndings: | : —
. Underline
& \18. Birthplace 5 . 3 MlSB 8 1’8 8 ip bll wﬁfﬁmiﬂ
&  14. Maiden nam - Eab eth ¢ W&ﬁ.fm) Ot autopsy. ::glg:olddl?;
E tistically

22. If death wens due to external causes, fill in the following:
Accldent, sulelde, or homicide (specify).

(&) Date of occurr
{e) Where did Injury occur? o 5 o

nt
{d} Didinjury occur in or about heme, on l’lrm. In lndundxl pi:ce. in puh[lc plm'r

of place)
Means of injury.
2 (M. D.oro!

(Spoclfy tspn

{Liccnsed Embalmer’s Statemeont on RoversdrSideY



BEDEIVED

Y5 oot Heatth Officer No, 6,
Liszrict File Numbergzag_/.d_:.é.“.27
vate Fited __FEB 151940

STATEMENT BY LICENSED EMBALMER

1 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.

P, 0. Address </ /y////éd—/\ %
Note: The above MUST BE SIGNED BY THE LICENSED EI\IBALI\IER in his OWN ﬁ(c (Failure to comply witl

the above constitutes grounds for revocation of license.)
If this body is not embalmed, above space should be left blank.




