No. 2
1-10-39
-17-39

[ X21492

WRITE PLAINLY-—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTM 325 62
PRERU oF THE TENE STANDARD CERTIFICATE OF DEATH Siats Pite No
Regiatration Diatrict No._s-_\ﬁ. Primary Registratlon District No.ﬂ__;%é: Regisirar's -N¢ I 9‘
1. PLACE OF DEATH. OF) 2. USUAL RESIDENCE OF DECEASED;
(@) County Mercel/ o Missouri Mercer
@) City or town.___ M€ IQ_Q_L_.__......«?_ A {a) State &) Connty.
(I outaide city or town [imits, write “R! name of towmhip)
(¢) Name of hospital or institution: % Merger

(If tot in bospital or inasltution, writs stross number or location)
{d} Length of stay: In or Institution.
P EEYE

In this community.

{Spucily whether

{c) City or town
{If ontalde city or town ilmitr write “RUBAL"}

(d) Street No.
(If rural, give locatinn)

I 16. {a} Informant

years, months or days) {¢) If foreign born, how long In U. S. A.? yesra.
MEDICAL CERTIFICATION
8. (@ PRINT . Nellie Ethaline Bloom Sep! :
ep't 35
20. DATE OF DE&! Month day.
8. (5 If veteran, 3. (¢} Social Secarity e 1 s) 8 - .o
oame war. No.._-Nong—-—
21. 1 hereby certify that I attended the deceased from
5. Color or 8. (a} Single, widowed, marrled, || S€DL .13 .40, Sept, 23 L1940
le White Married er Y
4 seBema race divorced 22 o 4 ML ‘N that 11ast sawh allveos DT . 23 19.__41_.(.)
4. {b) Name of husband or wife. . . 8. {c} Age of husband ot wife if [ and that death occurred on the date and horr stated chove,
Duration
DE B. Bloom alive_fQ ___ vears|| Immediate canse of denth o
7. Bisth date of deceased. D UTLE 19 1864 cerebral hemorrhage
{Month) (Day) (Yanr)
8. AGE: Years Months Days If less than onc day Due to. hYDer-t‘ enSiOIl f
76 ) 6 .
. hr min. ’ ,] L
R Dius to
0. Binhomee DECETUT County: Iowa | L
Hotzlﬁ’amé;;l“i?“"} {States or forsign wu%ﬂ 7
itien
10. Usual occupation 7 O(tl';:l‘;d"":’f Hom Y ——T S g
i1, Indust busi - PHYSICIAN
b e eI FoT Reed TN siaior v e
E 12, Name. k 0Ot operations. Undertine
= \1a, Birthplace not( nown ; & ; < . ;l’:helg%;:g
(1) unty, te ar emmlrs skould b
B (14, Malden name - ¥1 4 ZB0ELH Richa Of autogey. should be
K Ohio .| tistically.
S | 15. Birthplace 22. If death was due to external causes, fill in the following

ty. l.n:—g 2 z: Z izu fareign counkry)

(%) Address ___—M_&mﬂ_ll?.-m
17. (a) — Burial (0) Date thereof. 9/36 2 1940
(Barial, cremation, or removal) (Month) (Day) (Year)

(¢y Place: burlat or mﬁowmem
18. (a) Signature of funeml director. e

(b} Address o osfpmssr s
LTED @ -

atrar's aturn}

19, (0)
{Dute received localsagy {

{9) Accident, suldde, or homidde (speciiy)
(#) Date of occurrence

(¢) Where did injury occus?
{City or 1own) (County) (Stata)
(d) Did injury ocetr in or about bome, on farm, in induscrial place, In pnblu: place?

“} .
- i {Specily type of pl-lu) =
Wh]lgt workl, (¢ of [ e

{Licensed Embalmer’s Statoment on Reverse Side)

~




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

Ameg L.Creenlee L.E, 3967 . Registered Apprentice No

working under my. personal supervision.

Licensed Embalmer No..J. 3

r

P.0O. Ade._,. o~ o o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to mmp|1 wi
the nbove constitutes grounds for revocation of license.)

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




