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DEPARTMENT OF COMMERCE

Eunay o oun Ghvace STANDARD CERTIFICATE OF DEATH s rune

AY 14 135
Registration District No.__ 487

MISSOURI STATE BOARD OF HEALTH 15318

Primary Registration District No......&gg.g..,._.. Regisirar's No. 21

1. PLACE OF DEATH:

(a) County__w.]..lm (=) e{e]c]

(b} City or town Aurora
(Il putaide city or town limits, write
(2} Name ol hospital or institution:

e Kelsge o

“RUAAL" and name of township)

{If not [n hospits) or institution, write street number or I;G:Eon)

{d} Length of atay: Io hospital or [nstitutio

Inthis community.,

{Specily whether

years, months or days)

'
CXAN P

2. USUAL RESIDENCE OF DECEASED:

(o) State_Migsouri

(,{)cn, or town__LOGKWOQd
(I outaide ity or town Umits, write “RURAL")

{d} Street No. R.FDD. 1

{If rora), give location)

() County. Dade

(e) If foreign born, how long in UV, 8. A.? S

W T

8. (@ PRINT Cornelis Heleana deJager

—USE UNFADING BLACK INK--MAKE A PERMANENT RECORD”

N. B.—Every ltem of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS sh
CAUSE OF DEATH In plain terms, 8o that it may be properly classified. Exact statement of OCCUPATION is very impofiant.

. @n: x19511

MEDICAL’ CERTIFICATION

20. DATE OF DEATH: Month___A.pr.il___day 4

8. (b) II veteran, 8. {e} Soecial Security 1940 N . P
name war. NO.M:Q_QQS year. our g - M-
2L I hereby certify that I attended the deceased fro
8. Color or 8. (o) Single, widowed, married, 0‘ S A ArtMr, _ to W g 10.22
wsxFemale | ne W diwrced..ﬁih&lﬁ... that I lsst aaw hf.’at:.. alive on T e P A : mtfé" .
6. (b) Name of husbandor wife.____ 6. (¢) Age of husband or wils if || and that death oecurred on the date and four stated sbove. Duration
alive... .. e erimnena Y BATE
7. Birth date of d e _July 1l 1916
{Month) {Day) (Year)
B. AGE: Years Months Dsys If less than one day
2 3 9 3 hr. min ps
Due to
-9. Birabyi s,Dakota /| " \
{Clity, town, or county) {Beate or foreign country) [5; L ,rl
10. Ususl occupatio _..___._7 " Oz?mpiliﬂ“ y within 3 e of death) —
11, Industry or business Stﬂ.te S&nitarium PHYSICIAN
M findings: —
E 12. Nlme.__JOhn de Jager : ’13; °p"“'."“ Mozre, Underline
& \ 18, Birthplace 91:13 ?:-S:
. towa, or ty) (State or foreign country) Of aut m, . should be
L charged sta-
E tiaticolly

14 Maiden nam
16. Birthplace

© {Clty, town, {State ign mm)
16. (o) luformant's own lignatur &%&L\
® Addren D

17. (c) (b) Date th

{Burlal, cremation, or removal}
{c) Place: burial or crematio
18. (a)} Biguature of funeral director.

(Month} (Duy) (Ysar)

(5) Addr Auror

22. I doath was due to external cauzes, fill In tha following:
(a) Accident, sufcide, or homicide (specify)

“ () Date of oceu.
{¢) Where did Injury occur?.

(City ot (Coooty) State)
(@) D12 Infury occur In or aboat hame, on hrm. n industrisl piace, in public place?

{Specity '5'. of place) -

‘While at workT, of i.nfn.ry

Mo ‘ p
8. (o) Al ©= Lo _ g M . oy 7. T : ALD. "“‘h"’
" 1 (Duta received local reghtrar) (Registrar's signaturs Address s " 27 Date m.d'-_—:z

(Licensed Embalmer's Statement on Roverse Side)




RECEIVED
District HeaHh Offlcer No. 6

STATEMENT BY LICENSED EMBALMER - F

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me; or by

o

Regmtered Apprentxce No

myg\i///!/wt%

Lxcensed Embalmer No C? 4 75

., . ] ' ) . v ) . -|ﬁ'
: ; + P.O. Address M/JA_. .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hm OWN HANDWRITING. (Failure to comply w'it.h
‘the above constitutes grounds for revocation of license.)

If this body is not embalmed, above space should be left blank.

working under my personal supervision.

0
.




