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

DEPARTM ENT OF COMMERC{

S e

+Registration District No.........

Primary Registration Distrct No....{. 0.9 0

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

State File No

1591

Registrar's No

‘70

1. PLACE OF DEATH:
Buchanan

{a) County

2. USUAL RESIDENCE OF DECEASED:

s Misgsouri .

77 .

@ cemyBuchanan_/ .

6. (& Name of husband or wife... 6. () Age of husband or wife if

® City or town,,..o 0 _J08eph @
(If outaide city or town limits, write “RURAL" and name of towaship} (¢} City or town S t J 08 e'Dh
(¢} Name of lh Dﬂ‘.al or ingtitution: . {1 outaide city or town limits, write “RURAL™)
15 Prospect Ave. . @ swees o L4155 Prospect Ave,
{1f oot in bospital or justitution, write street qumber or lacation) (1f ruzel, give location)
Length of : In hespital institufion, .
{ @ of mtay: In éip tal or Instity (Epecily whetber || (¢) Citizen of foreign country? no . (Yes or No}
In this community.. 3 years ' V
years, months or days) i i yes, name country,
3. (¢) PRINT MEDICAL CERTIFICATION
Full name SU8annab. Glittianger | - January 21
b) If veteran 3. {c) Social Security 0. DATEOF Dllﬁ]l: Month ]+ day
3. ¢ " no * no ;  year. 19 3 hour. minute.....l.s....é--M-
name war. No -L — /0
21. 1 hereby certify that [ attended the d d from....L. 2
. Color 6. (a) Single, widowed, married, ) 19 to = 2 [ - lgyﬂ?
4. Sex Female / f&hi te divorced.... Owed‘ that I last saw h.@A)... alive on ,/ = 19 = 4% 19..—.i

and that death occurred on the date and hour stated above.

Duralion

les A . Glittinger Aalive. s years /
7. Birth date of deceased JulY 15 1870 S ..6.3.’.‘.'5
{Mooth) {Doy)} {Year)
8. AGE: Years Months Days . If less than o.ne day Due m MQLL—_. ]\S-;Q-“
' [ Y
?2 6 6 | hr. min. l Q \
Due to, oy, SEEER )
. 9. Birthplace i 5 . I\Eebr - / ; i
b M . . CiLy, tawn, or county, 4 Stote or foreign country) || 77777 3 { _7 B f: =4 = ‘ : i
10. Usual occupation.HQu-aewi f € i O('I'Lf,';::’;ﬂx::, within § manthe of denhYl y i
11. Industry or business e ja ﬁ"‘ d%j ity /A W" ; / PHYSICIAN
8t —_
E 12. Name..... ,Samuel J. Ratli ff . ) _a a{o;emnlgonu .......... " e Underline
{2 1. Birthpiace Mo V) the cause to
L : {S1ate or foreigo conolry, hould b
E 14. Maiden name (ﬁaﬂi’:ﬂvﬂ 'Ew nk * - Of autopsy E:Jhx%g:ﬁ sme.
] il Y.
§{ 15. Birthplace Ty p— (ii?m e oounUuy) 22. If death was due to external causes, fill in the following:
16. (a) lnformant. H..a-..r t.l.le ....Q A _D&Il 3._...._...-..........._ .......... — “ () Accident, sulclde, or homicide (specify)
o agwress. 115 Prospect Ave. (8) Date of occurrence
17. (@) ... &'ﬂo‘,/ﬂ/ (3) Date thercof__..l:.é} {c) Where did injury occur? (City o town) (Coanty) (State)
(Burial, "‘“““‘“‘ aor remaval) (Daz)’ (Y“") &d.) Did Injury occur in or about home, on farm, in Industrial plaee in pnbl.ic place?
(&) Place: burial or cremation..Tthps on.Cem. Uplonv ;. le
-
18. (a) Signature of funeral LorC Ele eﬂﬁn & Son..lRcé.. While st war e e en of njury.... g} .....................
O . . .
O) Address..y =7 g 23 Stznamre....r. o LAy VAL X (M.D. oror.her)..!AQ.
. - (b) 4

19. (ﬂ) (Rg‘htrll' s signirfore) U

{Data roctived local rog trar)

(a2 Hﬂm,

Address...

_ Date sixm;df"l‘-'qs

/233

(Liconsed Embalmer's Statement on Reverso Side)
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e e — 'STATEMENT BY LIGENSED EMBALMER T

[T - - I

. I hereby certify that the body whose name is recorded on the reverse s;:ide of this certificate was embalmed by me, ol "1

‘ o Signed.... f. LA LTSN LT SN ..
it h : . :
: ) Vi, ' - Licensed Embalme
i N - ' -
. . : + P. 0. Address...
Note: Theabove MUST BE SIGNED BY THE LICENSED FMBALMER in his OWN HANDWRITING, (Failure to domply with
the above constllutes grounds for revocation of license.) . S N
I, lhlﬁ body is not embalmed fact should be so stated nbove " . . - : - :



