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

ULED.AUG. 8 |

DEPARTMENT OF COMMERCE
BunrEaU oF THE CENSUS

n STANDARD CERTIFICATE OF DEATH State File No.

STATE BOARD OF HEALTH OF MISSGURI ' e 4 77 2,

Primary Registwration District No....é_o...[l_...m Registrar's No, 3([7

.

1. PLACE OF DEATH:

(9) County....GOCOPER

() City or town.... BOONYILLE

"ouhid- elty or town limite, write “RUBAL" and name of township)

{4 , Name of hospital or institution:

o € - WATER STREET /

(If oot in boapital or Institution, write street number or locatlon)

(d) Length of stay: In hospital or institution,

(Specify whether

In this community LIFE

years, months or days)

2. USUAL RESIDENCE PF DECEASED: a&?
(a} Stae..._ MISSOURI @) County_ COOPER s
(¢} City or town BOOHVILLE o ‘?’

{If cutalde city or town limits, writs “RURAL")

(@) Street No WATER STREET

(If roral, give location)

—: - 0
(e) Citizen of foreign country? No {Yes.or No)

r

If yes, name country.

#ull Name. ABRAHAM LINCOLN SIBLEY

MEDICAL CERTIFICATION

RTT O S— 20. DATE OF D];.:Tllx Month.....d WY, i day.....2d
. veteran, < (e 2 urity 19 3 2 .
hour... . =8 ¥ i UBRUIR, » B8 %
name war NONE No. NONE year. our. 5 nute ~p
21. I hereby certify that I attended the deceased fppm :
5. Color or \ 6, {o) Single, wndou. ed, marsied, , I9£. to. M 7 19’(3'
4. Sex ALE -02'““ NE.GBO J ‘7?""’0 ced W D that 1 last saw h.etass, alive on if— 10¥3,
6. (b)) Name of husband or wife.......ccocoverrveencnes 6. (c) Ageof huEband or wife if || and that death occurred on the date ‘d d hour stated above. Ism‘un'au
_MELINDA SIBLEY alive... wm’! ‘ﬁi’- cauphof death
7. Birth date of deceased...... MAY. 1 u55. o it : :
{Month) {Day) (Year) 0 % ‘A—Mdﬂav .
8. AGE: Years Months Days If jess than one day _Due to
85 2 10 hr. min .
d Due to
0, Birthplace..._.._.Q.Qom_..g.QUHTY MISSOUBI »
{City, town, or county) {State or forelgn country) % .
. Oth ditd
10. Usualoccupation RETIRED TRUCK FARMER (,,,:,:,gf;;;::, S ) t“” Aol 0—“-’ -
11, Industry or business... TRUCK FARMmG iR PHYSICIAN
E 12. Name....... W KNOWN J’Oklds‘ L‘QL{'- ngfropedlmﬁ;u { 9) ‘Vﬁ/ .Ud "
nderline -
&4 13. Birthplace b{ Yo, / I -/ :vhlficcﬁtéseentﬂ
ﬁ 14, Moaiden name. (Cmﬁﬁmy) "{State or foveign couatry) Of autopsy..uu.. - ,I d}:ﬂ?r‘gllgsas
o . Maiden pname...... tistically.
S{ 13. Birthplace “““‘w‘“"j 22. If death was d xternal 81l in the followlng: R
s ; iCior, w“_mmun“) “Biate or torelin counied) . eath was due to external causes, fill in the following:
16. (@) Informant FANNIE LEWIS {a} Accident, sulcide, or homicide (specify)}
@ Address_..___BOONYILLE, MO () Date of occurrence
17, @ ... BURLAL__. . () Date thereot S LY. 13, 19U 3 || (> Where did Injury occur? i T
" {Durial, cremation. or removal) (Manth} {Dmy) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place? ]
(e) Place: byrial or cremation..... @ ITY. CEMETERY I

18. (&) Slgnature of funeral director_ DABGIER & KQENIG
BDONVILLE MO

& A
19, (a)J“-!‘-I'/3 43_ (6]

Date reckived local reshu—-r

MC\

Hechu-nr (3 |igr'almf

(Spedfy ty;)ae of place)

eeeee (€} Means of injury... .:-
- 2mA
T A .. (M.D.oraot it A

Date signed. 7’3 ’{3

r

*

(Licensed Embalmer’s Siatement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

working under my personal supervision.
- L]

P A .

P. O. Address

g Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. - (Failure to comply with
the above constitutes grounds for revocation of license,) ‘

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




