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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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DEPARTMENT OF COM:;;E'.RCE STATE BOARD OF HEALTH OF MISS50URI
U oF TEE CENg L ) g -
F “_E JAN 10 1 STANDARD CERTIFICATE OF DEATH State File N@%ug
é? o
Registration District No........ %_ )1 Primary Registration District No.___.ﬂ..gz. Registrar's No.,..... % /,..S..
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: /’/’f
(2) County Pettis Ligsouri ! Petti d
| {a) State (d) County. ] r}‘

®) City or :o“n_l.c_@:l_'.ﬁlfr aip Rural Flat Creek Townshi

I outzide city or town limits, write "AURAL™ aad nome of u-rr-hm)

(¢) Name of hospital or institution: y

{ir not In hospital or Institethon, write street nomber or tovation)

(d) Length of stay: In hosplial or inatitution

(Bpwcify whether

v Camp Rural
City or lown..—..g.' ole C P r -
{If ovtaile city or Lowe limits, wrile “HURAL"™) -

Street No... A‘Dout Ten Miles North of Cole Camp

(If rursl, give location)

No

{e)

()

(¢} Citizen of foreign country?. (Yes ur No)
In this community._. . 79 Years
years, months or days) - if yes, pRme country,
MEDICAL CERTIFICATION
3. (a) PRINT S g
Full mame_ Martin Mein December 20th
0. DATE T’glﬂ'rlh Month day
3. (b)) Ii veteran, 3. (<} Social Security iz io0 1
NO o hour. minute. ¢ M.
name wor... ..~ No
21. 1 hereby certify that I attendsd lhedemﬂu- 2 q__ 5
6. Si . ] i . to,
Kale oo o | & (9 Siawe. widpRgyEETed N’z
Sex rnr- | az,dwurced—----.------w—-——— that {last saw h..lelve on... ._ I _— 192

6. {(b) Nameofhusbandorwife ... .. ... 6. (<} Age of bushand or wife if and that death occurred on the date and hau.r stated above Duration

lrs hargar et Ge rken ) alive.. oo yeATS cause of dpath

7. Birth date of d , March 17th 1865 S S

(Montk) (Day) (Yuar) A ot YA
8, ACE: Years Months Daye If leso than one day
79 g T2,
hr. min D
- ue to
9. Binnpace__cettis County Missouri 7/ p
(City, town, or county} {3tats or forsign country) e - m p
13 ] d- =
10. Unal sccumtionRe bired rarmer %E::;e con m":" within 3 months old-nlw‘ ﬁ {/
11. Industry or busines Siaior o Y74 PHYSICIAN
e ajor fine
ﬁ 12. Name Henry ein Of operat! ons . l
E - . 27 I L thnderl.lne
=1 13, Birthplace Germany 5 — the cose to
= { Jlr -aw MTI;G {State or foreiym country) Of antopay__.._ honid be
= i14. Maiden name o) m sta-
5 15. mirtapiace Germany &7 22. If death waa due to external causts, 61l in the following: : =
= (City. town, or county) (Stata or forslgn cothitry) ) ' owing:
16. (a) Ioformamt—_..Theodore Mein {a) Accident, euicide, or homicide (specify)
) Addrems______Spring Fork Mo (&) Date of occurrence
Burial Jan 1st 1944 () Where did injury oceur?
17. (o) " (¥ Date thereof. (Clty or town) (Connty} (Scaza)
(Berial, cremaasion, or camoval) 5t raul C mg’é"é‘” (Day} (Yo} ] (d) Did injury occar in or about botue, on farm, fa industrial place. in public place?
{¢) Place: burial or cremation & ? RN, -

18. (o} Signature ¢f funeral director.. _EE.%“ . 'ﬁ ............... (8pecity ;m u!pll:. Df injnry.__ff_g___‘:._

Cs 1e Camp Mo

(%) Address \J
1 @ 4ol (5)7"41.4 gamq: .....
{Dats received focal registrar) {Reglstrar's slgna )

While at work2ey.o g remoog oo mecea- t E erernnanes S g
23, Signam.re..“a L w (M D, orothern

Address... v M__

Date’ liEﬂth..z.'..af.---%

/L’.'fd.-l.

{Licensed Embatmer's Statement on Reverea 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 bwe. or by

, Registered Apprentice No

working under my personal sizpervision.

. | 7 Signed............. g4 M/Q,.rﬂ._r

) - Licensed Embalmer Lp 730
Cole Camp Mo

. P, O. Address
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.,)

If this hody is not embalmed, fact should he so stated above.



