No. 2
l—2 43

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

DEPARTMENT OF COMMERCE

Bumuu oF Tun CENSUS

Remst.mtion District No.oo.

STATE BOARD OF HEALTH OF MISSOURI 2 U g 5 0

STANDARD CERTIFICATE F DEATH ' Stale Pile No

' 00 Lt7
Primary Registration District Noo ., s Registrar's No

1. PLACE OF DEATH: ¥
(a) County.... Bucahanan
(8) City or town.. 8t JOSEDh

(I!’ ontside city or tawn limits, write "

{c) Name of hospital or institution:

“RURAL" and uume of townaship)

{1 noLin

(d) Length of stay: In hospital or institution

In this mmmunlty-.l.’.'.lf....y.g.g_r__s

_____ 1319_Faraon 81, /

pital or institation, write stroet number or bocation)

{Epecity whatber

years, monthe or days)

2, USUAL RESIDENCE OF DECEASED:
(ﬂ) State. Ml B souri (b) County Buchanan///
{c} City or town.. St JOB eph 4

1t outside city or tuwn limite, write "RURAL’ ‘y
@ Street No._ 2319 Faraon

149 FRINT Mapy E. Figher
3. (b)) If veteran, 3. (¢) Soclal Security
pame war__NONE w. None
5. Color or 6. (a) Single, widowed, married,

4. Sex Female'}( we White

6. (b}

¥Williem Fisher

7. Birth date of deceased

Name of busband or wife ...

divouﬂidoﬂg.d

. 6. {¢) Age of husband or wife il

February 16 ig6s"

{Mooth)

{Day) {Year)

(if roral, give loestinn} //
() Citizen of foreign covntry?_ N0 : e (¥en or No)
If yes, name country. /3
MEDICAL CERTIFICATION
20, DATE OF DEATH: Month. ¥ UNE day heh
B 1S S S, 1 Y

21. I hereby certify that I attended the deceased from
—_Patient was dead. ow grrival .

that I last sgaw b alive on 19, i
and that death occurred on the date and hour stated above.

i Duration
Emmediate cause of death

e ANEING, PROVAYI S 2. hr.

B. AGE: Years

Months

3

Daya

19

18

If less than one day

hr. min

o Birhplaee..2lBLESDUrE

Mo. O

(Citv. tawn, or covaty;

10. Usuat occupat!on___.H_ouﬁewi f e

11, Industry or bualness

Mame. 00N W Moreland

MOTHER l"ATHER

16. (o)

{ 12
13.

10
{ 15.

(State ar lorcign coaniry)

Due :o___ﬁiﬁalnfmnffi&mm__ __53’7‘8 .

Due to.

Other conditions

Bmhpmce__P_lﬁ_t_t sburg Mo. ¢
1y, town, or gonnty} {State or foreign conatry)

Maiden nnme.._ nna.. "

Birthplace Ky. I

{City, town, o2 county)

(State or foreizn country)

Informant_ M8 E.L.Smith

@ Address. 1 313 _Faraon St, SJ'W e

vV
Of operations........ L7 —
/ _ i )

{include pu(mnc, 'lf.lzm 2 months of dell.h) \_F —
/ r) PHYSICIAN

Mn)or finrdings:

Underline
the cause to
[which death
Of autopsy. haonid be
charged sta-
tistically.
22, 1f death was due to external causes, fill in the following:
(a} Accident, suicide, or homicide {specify)
(& Date of occurrence
(¢) Where did injury occur?
(City e tawn} {Coanty) (State)

(4) Did Injury oceur in or about home, on farm, in industrial place, in pubtic place?

{Spacify hpe of plmj
While at work? Means of injury .o

23, Signature, je EM —p. 04D orothu)l_.;.:p

. @ Burial ® Date thereot_ O=__'[ =43
{Borlsl, cremation, or remaval) (Month) (Day) (Year)
(@ Place: burial or cremation__ @ €N _Lwan, Plattsbyirg
I8 (a) Signature of e.gamorFleeman & Son Inec,
) .zdm- 19 Colh‘om St, .,
0 @ b=2=4%3 (e
{Dats recuivad loral r-lﬂrtr) {Registrar’s lllﬂl&U

13\33

Address £3() S ranada ,u_t_._. 02enhate -Igncdﬁ,.ﬂg A3

{Licenscd Embalmer‘a Siatement on Reverce Side)



STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER iu his OWN HANDWHAT
the above constitutes grounds for revocation of license.) ‘ '

NG. #nilure to comply with
1

if this body is not embalmed, fact should be so stated above.




