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

DEPARTMENT OF COMMERCE
BUREAU OF THE stsus

MISSOURI STATE BOARD OF 'HEALTH

2823

ea.t of Arcadis

{If not in hoapital or institution, writs strool number or location)
(d) Length of stay: In hospital or iastitution

(3pecify whether
Io this community.

FEB % 194y STANDARD CERTIFICATE OF DEATH State Pile No
. = e
Registration District No..__...__? Primary Registration Distrlrct_No.. ﬁ 95 ). Registrar's No, / 0
3

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED;

(@) County. Iron - - / M -V/”

() Clty-or-town raral Avrnadila /ﬂ A /,//?/ (a) Seate _.._.ALL m.r_QllI‘_i__ {» County. Iron

(If cutslde city or town Limits, wrjte "RUNAL" §ud naphe of fownship) .
() Name of hospital or {nstitution; 7 {(9) City or town Burali - 3

— g (If outstide city or town limits, write “RURAL")
(d) Street No.um of Arcadia_

{If raral, give location) 0

3. (&) If veteran, 3. () Social Security
name war. none No. JION8
5. Color or 6. (g} Single, widowed, married,
4 Sex._nl@_lg ________ MMQ. / divorced.m&rr.iﬁd..
6. (3) Nameof husbandorwife . 6. (¢) Age of husband or wife if
Daizy Xuhn allve . Y227 years

years, months or days) (¢) II forelgn born, how longin U. 8. A.? years,
3. {z) PRINT . MEDICAL RTIFICATION
“ruLLname _W1lliam Bernard Kuhn . :zz

20. DATE OF DEATH: Month

e ,__/ﬂ:mm gf“

. I hereby certify that I attended the deceased lru e

|‘ 1 .y L0, &(
that Ilast saw beftvnalive o%mmz.ﬁ.__ s 19:&__ )
and that death occurred on the daand hour stated above. -

' Duration

[
—-

. Industry or business,

{u. Name.._GBonsfentine Xubn_
13. Blnhphmuﬂm..(.m.g.exm a

Immediate causp of death
7. Birth date of deceased ... Jdecember 17, 1875 d"/'«;g' Jnpnelod e, /A‘F(q
(Month) (Day} (Year) _ / 7
' i
8. AGE: Vears Months Days If iess than one day Due mH,MJ"%__M : ] /
67 1] 9 , 1 V) ’%ﬁ?f‘p-
. min, Dae to (.L ’w,
9. Birthplace Pilot Knoh Mo . v
{City, town, or county) (State or forelm country) | MMWW
10, Usual occupation farmer Olrlier_condillnm A .

- 2,

Majgfr !indinxi:. —
operationa
B Underline
the cause to
- & | jwhich death
Of autopay. should be
sta-
tistically.

Y o cougty) (State or foreign country)
{ 14, Malden nam; S

15. Birthplace..____ (38 HK

{City. town, or county) {State or Larelign comotry)

MOTHER FATHER

22. If death was due to external causes, fill in the following:

16. (o) taformaat.... M8, WM, Kuhn () Accident, suicide, or howidide (specify)
| @ Addres Arcadlia Mo, () Date of oocurrence
17. (@ bueial ) Date thereot__L/2BZ4 (&) Where did tnjury oceur? -
(Buzial, cremation, or removal) . (Month) {Day) (Year) {(d) Did ln]m‘y {n or about hnmeE on farm. in Indmt.rgnl 91;2-, in p'ubl(Ic pla)oe?
(©) Place: busial or cremation_ SY.C80 18 Mo, 0
AT “‘“"”W
{®) Ad £
> 1. Slmtu.n‘ (M. D. nroth
19. (a) 1 /
g 2ony sl . et
17 A= =

{Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBAILMEri —pe

-

+ | hereby certify that the body whose name is recorded on the reverse side of this certlﬁcate was emb"almed BSr me, or by

Sl %70-505( peree st e TR Ry e B me by —

y , Regi_sj:ere_ﬁ Appi'ex}tic!: No 2 7 7
- working under,éxy personal supervision. . . )

”

- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER 'in his OWN HA_I\DWRITING
the above constitutes grounds for revoeation of license.)-

I'd
(Failure to comply

__ If this body is not embalmed, fact should be so stated above. .. -



