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

DEPARTMENT OF

RCE
LED Ot~ oA
Registration District Noj?o .........

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No@.Z_.xs__Q

38@

Slale File No...

Regisirar's No.

1. PLACE OF DEATH:

Wayne  Co.
HTam, os.rtasn  Jasa s

{IT outeide city of town limits, writs “RUAAL" and name of tawaship) “
(¢) Name of hospital or institution:

(Bpecily whaiber

(a) County
(b) City or town

(If bot in hospital or institaticn, write strees number or location)
{d) Length of stay: In hospital or institution

In this community.
yoars, montha or deys)}

2, USUAL RESIDENCE OF DECEASED:

3(a) sate. Missouri
Hiram >

(1f outsida city or town Hmits, writs "RURAL™)

14/

) Cnu.nr.ywﬂynﬁ.’ 0

{¢) City or town

o

{d) Street No

(If rural, give location)

{e) Citizen of foreign country? (Yes or No}

If yea, name country.

6. (b Name of husbang or wife......
S0.022/250 4. Za sterhens

3 @ erNt Maude Elizabeth Yostephens

I. NAME

3. (b) If veteran, 3. (£} Soclal Security
Name War, No
5. Color or 6. (o) Single, widowed married,
({Sﬂ Female| _ irhite vorced.. i LAOW

6, (¢} Ageol husband or wife if

nene-YEAMS
7. Birth date of deceased_....MaTCh, 2. 1882

(Mnnth) Day) {Year)

8. AGE: Years Months Daye If leas than cne day

6 l 7 1 hr. min.

9. Birthplace ... FArmingt on,... MOy}

(Cib)‘. towD, or county} {Stats or foreign eoqni.ry)
10, Usual cccupation Housekeeper

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month......Q G day..... 9
year. g‘ hour. l minute, P ‘)‘M
21. I hereby certify that I attended the di from A /
(%, Ze & [ 2.4 /5 19..)&-3
that Tlast saw hle? glive od Z _iﬂ

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

Immedlatzﬁxse of death ;l m ?
@ )—(..qw A m Laaf 7~

Duration

Due to....

Due to.

{Other conditions.
(Include pregnancy within 3 montha of death)

11. Industry or business P PHYSICIAN
& lin : M s, —
B vame Jemes. Mul S, G Of operati Undertine
&\ 13. Binhplace o P Y ifn%c?‘éfafﬁ
mw tate or foreign cuuntry!
& ( 14. Malden name... Cﬂ g !\?1(: Kutehens, Of autopsy.... msg
j==] tistically.
g{ 15, Birthplace. TP p— {3tata or forsign couotry) 22. If death was due to external causcs, fill in the following:
16. {0} Informant. M]."'S . ESS 1 a S&nders 3 {e) Accident, suicide, or homicide {specify)
() Address i Hiram d MD hd () Date of occurrence
7. @ Bariael {5 Date thereof..._... Qct .. gl—'}ﬁd_’ (¢) Where did injury oceur? s o G
(Burial, cremation, or removal) (Moatt) (Day) (Yoo (&) Did injury oceur [n or about home, on farm, in industrial place. in public place?
(¢) Place: burial or cremation.... Hasle B Lhappel _Cem.
18. (s} Signature of funeral d:rectol ; a tkin. a.. Fu.n"aa l.Saxr. While at Ny wﬁ:«:;?zf injury... f\ -
Addz:mg /?¢§ux ico P C.a 23. Signa J—xw oL D oot
19 ¢ (Date raceived localr;:i.:u.)- ® M (Registtar's signature} Address.. 3 1‘! ... Date SIgDEd{..... &

(Licensad Embalmer’s Statement oo Reverse Side) %
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STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice | [ S _—

working under my. personal supervision.

* Licensed Embal

- ' P. 0. Addre

Note: The abowg_]\IUS'l' BE SIGN]‘,D BY THE Ll(_.l:.NSFD LMBAL\IL[{ in his OWN H WRITHNG. (Failure fo comply w
_ *the above constitutes grounds for revocation of license. ) 2

PSR
: dé " If this bedy 1\5. ot embalined, fact should be so stated above.

*L
‘.



. No. 2B DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI M

= 5.43 BUREAU oF THE CENSUS STANDARD CERTIFICATE OF QEATJ—' State File No, 4

1 X38930

. J
Registration District No....&..?.?_._ Primary Registration District No._.é..é!..ém Regisirar's No.

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
7 .

{s) State (5) County.
= _-‘_ﬁ-dli}L nndn-motmwnlhp) - (¢} City or town

{a) County.... — /-

(b) City or town.._M

{If cutxida city or tor
{c) Name of hoapital or institution? {If votaide city or town limits, write "RURAL"™}
(If nat jo hospital or institolion, write street namber or location) {d} Street No. {If rurs), give location)
(d) Length of stay: In hospital or inatitution
{Specify whether || (¢} Citizen of foreign country? (Yea or No)

In this community

yenrs, months or days) If yes, nnme country. e |

. o ~J
3. (a) PRINT ! é MEDICAL CERTIF l ] ‘
FULL NAME J# . A ST 835l ¥ et
20. DATE OF DEA' A

Montly__.
3. () If veteran, 3. (c) Sodkal Sccurity f °?
year. ... K k... :

21. I hereby certify t i

nAmME wWar. No.

5. Color W G. (a) Single, widowed, married,
Sex.__'}‘ | race divorced....del ke ... |1 that

(4) Name of husband or wife......cciiiniins 6. {c) Age of husband or wife if t

-

&

. Birth date of deceased......=

{ un'-h)

AGE: Years Momhs ' {
— A “ || Due to....... Ak o - B .
9. Birthplace ... _u._ .
. ty) {State or foreign country) B * F K

ﬁ E I\ Other conditions \‘
10. Usual occu (Includs pregnancy within 3 montba of death) e
. Industry or hnn n n PHYSICIAN

Major findings: —_—

11
. Name M of 0Dﬁmtiol;ls......................................--... B i A A
. / Underline
& the cause to

Due to

b

' 3. Birthplace Y 4 hich death
" {City, town, or county) (31ata or fareign country) Of autopsy. / 15/ :vh ucu ldmbe
14. Maiden name L charged sta-
| E tistically.
| 15. Birthplace. P T ———r— prrPPprmn s 22. If death was due to external causes, £ill in the following:

(a) Accldent, suicide, or homlcirse (specify)
(3) Date of occurrence.

16. (a) Informant

{}) Address

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

17. (a) - . (8) Date thereof {c} Where did injury occur? T TPy o pev
. {Barial, eremation, or remaval) (Manth) (Day) (Year) {d} Did injury occur in or about home, on farm, in industrial place. in publie place?

(¢} Place: burial or cremation

(Specily typs of p

18. (a) él"gna_ture of funeral director. While t WOFKZ. wryrrsy crsrereeomnce ne b injury_ ..
{#) Address M
oro

23.
19. (o) 1) grj
{Date reccived Jocal repistrar) (Registresr's signature) AddressA ._.__.__._. Date ngned_..







