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

I

a—=q Registration District No__é_%_?___

DEPARTMENT OF COMMM“ MAY 2 IM&ERI STATE BOARD OF HEALTH

BUREAU OF THE CENSUS

STANDARD CERTIFICATE OF DEATH
Primary Registration District Noégg!;i._._m

/ State File &5‘3 @5._.__ I
Registrar's No. /2 3

1. PLACE OF DEATII;

(a) County. Marion

Hannibsal

Timite, writea *RUNRAL™ and namo of township)

__Residence /.

stitution, write street number or location)

(b) City or town

oatside £ity or
or ingtituti

£} Ng_m

ab {ifnotin houpi;.;;l or

(d) Length of stay:

In hospital or institution

{Specify whether
in this community.

2. USUAL RESIDENCE OF DECEASED: ) &
Marion %

{¢} Cityortown.....Hannibal o
{If ontaide city or town limita, write "RURAL™)

...... 205 _Shepherd Place

{IT raral, give location)

(a) smte_ Miggonri ... ¥ County

{d) Street No

yoars, months or days) {e) I foreign born, how long in U. S. A7 years
3. (@) PRINT i ] . MEDICAL CERTIFICATION
"FULLNAME_ Robert William Currier . - ‘1
20. DATE OF DEATH: Momth_____April .y 5
3. (¥ If veteran, 3. (c) Social Sectirity ym......lgi .]........._......._hour miaate P. M M.
name war. No..MOME.
21. I hereby certify that I attended the deceased from___ [ i‘a
5, Color or 6. (a) Single, widowed, married, [t/ 9. to 19
sex. Male rece _f{hite divorced___Marrie that T last gaw b b= alive on Y ] s L,
6. () Nameof husbandorwife ______ . 6. () Age of hosband or wife if || and that death oceurred on the date and hour stated above. / Durati
U
Beulsh alivennn s _years|| Imm ;‘?%.f death _ i ; ration
7. Birth date of deceased_June 10,1893 2 ER LTS ’W 20
(Monat) (D) (Fouri %74 4Mm% d&a\q)

8. AGE: Years Months | Days If less than one day Due to _Aln.,oA }c\_r Lo — ,// { el
# 7 . E 9 25 he min P , e ‘4_% !
¥ ) - _ { J Due to

o. Birthptace. St liouis  Missouri (/. -

(City, town, or county) {3tate or foreign country)
Qth ditiona
10. Usual oc tion Merr‘hant (l::!ﬂ:p:'wn-m within $ rmontha of desth)
;1. Induatry or business. shoe o — PHYSICIAN
g { 12. Nadahn Robert Curxder. .o || MRS niians —
. . . Underli
ST — )Qulncy 511123:, s { "EZ‘;‘:‘,I”:‘,‘E
Ly, toyp., t ta v ea
& [ 14. Malden name_..( ” H;’Lofloﬁ“{ 3 Cr ew (State ce onneny Of autopsy..— e should be
. charged sta-
E{ 15, Birthplace.. r I1linois / tistioally.
= ty, town, Ly} tate or forsign country) 22. If death was due to external causes, fill in the following:
16. {a) Informant. g (0} Accident, suiclde, or homicide (specify)_—..
) Add 205 Shepherd Place () Date of oecurrence
1. (@ ..Burial (¢) Date mmf_AMpril_S_;;Q&L () Where did Injury ecour?_—— oo v poreem)
(Burial, cremation, or removal {Month) (Day) (Year) (d} Did injury oceur in or about home, on fam. in indus plaoe. in public place?
{¢} Place: burlal or crematio: -
. T =
18. {g) Signature of funeral director. W;iilez: worl ?/ — of injury. /}
® Adm__QDZ_BIQ&dEéX H 9 / { /Mh
19. 4 ) 23. Signature. (M.D.orother).”Z ~
N a,

{Prate receivéd localregistrar)

{Licensed Embalmer’s Statement on Rev'en} Side)
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. STATEMENT BY LICENSED EMBALMER - .

T ; . T
« T hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, orby......lc. . : R
- § , Registered Apprentice No w

warking under my personal supervision.

T

Licenged Embalmer No...3298 oo,

P. 0. Address_Hannibal Midsonri ..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING . (Faslure to comply wi
the above constitutes grounds for revocation of license.) N

If this body is not em}_m_l__med, fact 'shoilld be go stated above. )

P Y




No. 2B DEPARTMENT OF COMMERCE MISSOURI STATE BOARD CF HEALTH

pronll IR STANDARD CERTIFICATE OF DEATH suw ras mo " nc S =
Registration District r\o-Z_,{/_Z. Primary Reglstration Distrlct Noi‘é..‘:g’i._ Registrar's Nn

LTV 7128

1. PLACE OF DEATH, 2. USUAL RESIDENCE OF DECEASED:
Mﬂ/?w gt
?: {a} County. y 2 (@) State ) Cousty
2 || ®ciyor mm,.,z/m/zzﬁ?//
(o] {If Aatside city or town limits, write “RURAL" and nome of township) () City or town.
ll‘j {¢) Name of hospital or institutlon: {If outaide city or town Hrmlts, writs "RURAL")
; (IF aod ta bospital or instltotion, writs strest cumber or loecation) ) Street No iTrad, shvs Tomreiony
= Length of stay: In h tal institution \
e (&) Lengt ¥ ospltal or (Bpecify whather || () Citizen of forelgn caunmak (Ves or No).
-;..l In this community.
E! ywurs, months or dayv) . If yes, name coun
g 7
= 1l 3 () PRINT A/ W CATION
- FULLNA ~. i T S e e —— °5 —
- , 3. (3) If veteran, 3. (¢} Sacial Security 20. DATE OF —day
ﬁ pame war. No year, AL, minute. M
& 2. 1 hﬂﬁ hat I attended the d from
gi, \.771 5. Color o 6. (a) Single, ﬁWd. 19 .ta 19
e 4, Sex......Z. [T T S50, %A divoreed 4 Nz h aliveon
E 6, (&) Name of husband or wife. ... 6. (¢) Age of husband or wife if Adeath occurred on the date and hougstated D y
uration
v AT e M .
S || 7 Bireh date of deceased LY I )
= (Moath) (Day)
-] y
) 8. AGE: Years Months Days If less than omeX@
Z
Iy
=
Z

9. Birthplace 3
(City, town, or county
ol Other conditlona. /V .
EJ) 10. Usual occupation, 4 ‘ (foctude pr within 8 ks of death) v —_—
= 11. Industry or businesa i A \ N\ PHYSICIAN "
1 = v Major findings: Q., y
po 13 120 Name._ A Of operations.

I \ \ [ 4 Underline
E &= | 13, Birthplace | ‘ 2‘&3‘&’;&
2 - . #City, town, or coanty)L” (State or foreign coantry) Of nutopsy l ‘ should be
o ||&E { 14. Maiden name \ charged sta-
I E tistically.

. i I 3 v
E = 13. Birthplace (City, town, or coanty) (State or loreign country) 22, Ii death was due to external causes, fill in the following:
E 16. (a) Informant {a) Accldent, suicide, or homidde {specify)
(b) Address {&) Date of occurrence,
Wh ?
17. @ () Date thereof () Where did injory oceur (Giiy o iy o) )
(Burial, cremation, or removal} (afonth} (Day) (Year) (&) Did injury oceur in or about kome, on fa.zm. in industrial place, in pubtic plane?
(¢} Place: barial or cremation
18. (a) Signature of funeral director. While at work? . {8 ﬁ' ’“'“Lf ind
(8) Address f "
23, Siguature. A (M. D, or other)
. 19, (o) )

{Date racived Jocal roxistrar) {Roglstrar’s slgnatare) Address Date signed.







