UNFADING BLACK INK—MAKE A PERMANENT RECORD

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 be properly classified. Exact statement of OCCUPATION is very important,

L= S T

DEPARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

2Y891

I.’r':féﬂ"éﬁ RN STANDARD CERTIFICATE OF DEATH Stats Pils No.
Registration District No...._ - S Primary Registration District No.___"q_.__. le':tr:r’l No ‘2 4‘

1. PLACE OF DEATH:
(a) County. BENL ON

(b) City or town

Colea CamnD
(If outalde city or town Iimita, writs “RURAL" and name of township)
{¢) Name of hospital or {nstitution: 2

(If not in boapital or institotion, write streat number or Iocation)
(d) Length of stay: In hospital or institution

(Spocily whether

2. USUAL RESIDENCE OF DECEASED: '

Misgouri (0 County. 38D toON

{a) State

(¢} City or townc0l® Camp
(If outaide city or town limits, write “RURAL")

(d) Street No

(Itrural, giv.riocnlion)

(City, town, wwﬂ

18. {g) Informant's own signatore -*- er
) Adarenw..w“Q"QlQﬁ«w—_ Missourd
17. (s hurial (b} Date thereof...ﬁ..gﬁ' 2= 1940

{Burial, crematicn, or removal) Month) {Day) (Year)
() Place: burial or eremation Eickhof £ Cemetery ]

18. (a) Signature of funeral director B) %‘é!/M

(8) Addrem Cole Camp Missouril)
y H

1. (e @2_-/_?_40“, Gre Selover
{Data ved local registrar) (Registrar's sdgeature)

In this community. 87 Ye ars
yoars. montha or days) (e) If foreign born, how long in U. 8. A.? years.
Fa A MEDICAL CERTIFICATION
8. (a) PRINT 2 !
& PRINT yirs inna Marger etha Bicihoff AU o gast _
20. DATE OF DEATH: Month day.
8. (& H veteran, 8. {c) Social Security 1940 1 10 p
hour. minute. M.
name war, No. None
21, I hegeby certify that T attended the dece, from.
6. Coloror €. (a) Single, widowed, marriod,’ S A 1 - & 10 %0
« s Female ihite arried — Tl 10,25
- REX race. divorced... oo i Bat T sawh 2 ¥ sliveon. . IQ..:KQ
6. (b) Nameof hushand or wife...________. 6. {(¢) Age of husband or wife if || and that death occurred on the date our stated above.
Duration
Abert G Hickhoff . glive.. B0 ____years|| Impyediate causte of death. }
7. Birth date of d 4 September 2nd 1872 M XA W—. Z’/__Z‘no;
{Month) {Day) (Year)
a. AGI-:67 Years Months Days If less than one day Due to. — Y
11 28
hr. min \
Due to 1 2
" 9. Birthplace. Banton U, % B= 01 i o v W
{City. town, or county) (Stats or foreign conntry, Y \
53 ’ Other conditiona.
10. Usual tion At Home {Include preguancy within 3 mantha of death) |-
11, Industry or business. PHYSICIAN
. . M findinga: —_—
E {12- Name. Hermen H Kroencke £ ﬂfoﬂff °: ations Tnderlina
& \13. Birthplace Hanover Germany Q ?ﬁgmtg
o «. (City town ty) (Stats or forelgn country) Of autopsy should be
14. Maiden name y ; charged sta-
o ————— =
3 15. Birthplace Grata v’ ooty || 22 1f death was dua to externa! causes, fill in the following:

My

(a) Accident, sulcide, or he

(b) Date of occurrence,

{specily)

(¢} Where did injury occur?
(City Bn {County) (Stute)
(d) Did injury oceur in or about home, on fa.rm. industrial place, in pnblie place?

£ ) . {(Specify type of place)
Whileatwork? . (

eans of Injury.

g& (M. D. or other).
Date niznod.&:.’!.: 4%

(Liconsod Embalmer’s Statemont on Reverse Side)




RECEIVED
District Health Officer No. 7,

District File Numbar-?.:f/.é.:-../fz g.?
Date Filed ... A0 =42.

Ve

MIBLIIE ¢ MU st b e e e e e -

Date Filed coocoeeoeecmamnvenmnoon

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 Apprentice No

working under my personal supervision. l N
Signod B W

& - o

Licensed Embalmer No

7% 0
P, O. Address, (D/ﬂ_‘a‘ @a/(/:»?, g%“
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failuré to comply wi

the nbove constitutes grounds for revocation of license.)

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




