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CATE OF DEATH
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1. FLACE OF DEATH:

(o)
®
{c)

County.... Knox

City or town... ... REdipa
{1{ cutaida city or town limits, writs "RURAL" and asme of townahip)
Namne of hospital or institution: /

{d)

(It oot in hospital or institation, write stroet zumber ot location)

Length of stay:

In hospital or institution.

31 yrs

{Specify whether I

In this ¢
yeare, mozthe or dayse)

tnity.

2. USUAL RESIDENCE OF DECEASED:
(@ Sae. Missouri

32

Knox /

d

(5) County,

(0 Cityortowo.._.. Eilna
{11 outeids city or town Heits, write "RURAL™)

(d) Street No........

{1t rzrul, glvs locatlon}
(¢} Cltizen of foreign country?

If yes, name country.

Futy mame_ Alexander Burton Crank
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g pame war. HOT1d ¥ar No.I. -03-5254 |+ v LZHLE o minute .. AM.
< U 21. I hereby certify that I attended the d d from ‘
éi: M Sd.Color or 6. (o) Single, w{iged. r.}tan&ed. e 160 t0 1. , |
w 4. Sex race " Alvurced...._._...l.‘.g..l.'.g..._-- that I last saw h. ‘ ﬂl . alive on. "l'_l ety ) 19 _j ‘
4 6. (b) Name of husband or wife_ . Zs.i. 6. {c) Age of husband or wife if || 2nd that death oecurred on the date and houf stated above
o [iCeleste Agnes Frobes ... alive_... 40 _____years || Immediate cause of death :
% 7. Birth date of decensed......... ..Jm................... 0. . =.. 1800 . | -—--3 B i el
— Moath) {Day) (Yrar} Q: R S
= T \ S |
L) 8. AGE: Yeara Montha Dayd If less than one day Due to et araim g s ¥
Z \ LT o :
E 53 0 il inr. min - ‘ -
- H Due to.... - h ]
2 9. Birthplace .. Elﬁl}baﬁv (SLH 3.;0@1, ,3 . . '
5 itv, town, or county; tate or foreign conp AL (/ '
. Other condith axLoie G et

w || 10 Unal ocupation_Linotypa. Opesrator (Incivds postnancy wHibin 3 adodon of Sears)
= 11. Iadustry or budnees £OT _Edina Sentinel
i = Maior H . PHYSICIAN
S 1|8 { 12. Name._. Thomas N Crank Of overations........ AL Ao o
- e A ., 7 Underline
z |zt amnpuce__._...__l_-ynchhul_g Va. / ,/ ! the cause to
< & [ 14. Malden name ki rgars ommfk Hicklin(sm R Of autopsy.—. phould be
-y of e e
B = Erl-rimll’y,
E E{ 15 B[rthplax:e...... “j;mg}nm&gnntYm . If death was due to external causes, fill in the following:
E 16. () lnfomant__‘@ ‘ é: 42" r( - > Accident, suidde. or bomidde (specify).
B (5) Address......... j‘.dina-..,mmasonri. . Date of occurrence

0 o BUTIRL_ . () Due thereoter JULY-BA=108 (0 Waere ey occu e —

(Burlal, cremation, nrr-nmugi (Maith) (Day} (Year) (d) Did Injury occur in or about home. on fnm lnindum'hl plal:e. in pnblIc plece?
() Place: borial or‘crgmat!on_ggd g
18. (o) Sigpature of funeral dip C ; While at work?_...__. ._.._...(f.:,:‘.'., “T Meane of injury. 2 ¥ .
® va,/ BMMQ/ ZQ@
19. (a) grature (/ : - (M. D. or other}
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STATEMENT BY LICENSED EMBALMER

' 7 I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.....

.

e e asas s aneas et seen eereseemeaeameeenme e , Registered Apprentice No

.
- working under my personal supervision.

Llcensed Embﬁ i
P. O. Address :
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITII\G
1.the above constitutes grounds for revocation.of license: }

(Failure to comply with

l
N N If this body is not embalmed, fact should be so stated above. - -_\




