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

Lot

DEPARTMENT OF COMMERCE
BUREAU oF tHE CENSUS

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District Nor.-.-? 7

6178
2 3,

State File No

Registrar's No.

FILED MAR 3 /&

Registration District No......
(a) County C?I' pe Gl P?; rdesau

(8) Cityor town

{If outside city or towa limits, write "RURAL" and nams of township)
(¢) Name of hospital or institution:

—Southeast Mo, Hespitel A . .
(1f oot in hospitalor Knlt.nuhon wrild street numberor bl:atmn)

{d) Length of stay: In hospital or institution...£Z).. D%S ...........................
(Specify whether
I0 Yrs.

In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

(a} State... Mi asouri L) County...ga m&irarégf
{c) Cityor towncapeGira I‘d.e&u el /

*(If outaids city or town limits, 'nu; "RUBAL } -
(Yhs or No)

(d} Street o216 NORTH EII.I53
\

(It rural, give bocation)

(e} Citizen of foreign country? :

If yes, name country.

full Kime. Clara Hauenschild
3. () If veteran, 3. (¢) Social Security
higTE $e383F
name war. No

s, Coloror ‘£6. (@ Single, w:dowed married,

s sex FE© male}

MEDICAL CERTIFICATION

Mon:h.......sIAN..........:......da
hout. 6

20. DATE OF DEATH;
1942

year,

race averced. 2ADELL. - e
6. (b} Name of husband ot Wife....c.ocmers 6o (¢) Age of hisband or wife if | and that death occurred.on theidlate and hour stated above. "
AUV, oo ecsnsr v YEATE lmmegajgeémlxse of dcat.h.___ i
7. Birth date of deceased Ma'rCh 4 I 869 -
(Month) {Day) (Year)
8. AGE: Years Months Days [f less than one day Due to
72 10| 16
Due to

Mo ’)

{State or foreign couatry)

9. Birthplace. Gave Glrardeaun..

Citr towa, or county)

10. Usual occupation........ RQ t iréd.

Other conditiona
(Includu premm within 3 months of desth)

6. (&) Informane... MES. A D Blomeyer. . . '
(&) Address Cape Girardeau, Mo

17. (a) ...____Bur'iej__....).-_ (8) Date thereot_1=21 8% = 42

{Burial, cremation, or remgval, (Month) (Day} (Year)

s

. (¢) Place;: burial or cremation.._.
18 {a) ..lgnatu.re of funex;a.l d.[rector
{» Ad

11. Industry or b K ) "PHYSICIAN
ajor findinga: —
5 2. Name HENTrY Hauenschlld operations... AN oo
Al ' . P i 2N r . ¢ "f-‘ nderline
ey G:e_rm u a 4 the cause to
e | 13. Birthplace....o e monee ny ..... J which death
. (City, town, urcuInJJ (State or foreign country) Of autopsy l should be
ot ;
i3 14. Maiden name . _MA. 12 ckman 2 chmi'ze?l sta-
tiaticaily.
51 15. Birthplace Germany A : : — - itare
g e tow or cawnte) Stats or Toralen eoanted) 22. If death was due to external causes, fitl in the following:

{a) Accident, suicide, or homicide (specify)

{b) Date of occurrence.
(¢} Where did Injury occur?.

(City or town) {County) {State)
(d) Did injury occur in or about home, on farm, in industrial pla::e. in puhlic place?

(Specify t f place}
 While 3t Work?._ o (6 Means of lniury‘.[?.

e 2 H% / ;

Date received local registrar)

{ Registrar's sizus! ra)

rmmm&uﬁ—l e
---------- sadress. CADE Givardeau Mo

~D.prother} .7 ..

DateSigabe= 20 -4 z

{Licensed Embalmer's Statement on Reverso Side)
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" STATEMENT BY LI.CENSED EMBALMER
i - . . .
" 1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or-by.....
i ! : . S
..................... Lo Reglstﬂred Apprentice No. ,

u;'orking under my personal supervision. . ) L
" R - . Slgned OM ; g ‘ L e’ z_:

: St S %@Em F390

. ' _ . . ba .
' ' ) P. 0. Addres_gfwm WM,%

Y

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HAND RITING. {Failure to comply with

the abéve constitutes grounds for revocation of license.) . . . . . .
- - ‘~.‘ P -t - q__*‘_

C - — If this body is not embalmcd fact should be so stated ubovc

a [




