e

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERI\fANENT RECORD

-

DEPARTMENT OF COMMERCE

THE STATE BOARD OF HEALTH OF MISSOUR!

Buggau o THE C tv. [} »
FILEe AoR Soy oy STANDARD CERTIFICATE OF DEATH s pie v 1. 5536,
Registration District No....... __.._ A2 Primary Registration District No. a3 28 8 Registrar's No S Z
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
(a) County ﬂé‘%w (a) State }'Ji S S Our i (b) Coum_‘.,'St 13 Char 1e S d &
() City or town St. Charles e
(1t ontaide city or town Limita, write “RURAL" and name of township) ) Cityortown.._ot... AL les
{c) Name of hospital or institution: {If cutside city or town limits, write “RUURAL™) -
St. Joseph's Hosplital O @ sweet No k41l N. Second Street 7/
{1f not in hospital or institation, writa sireet number or bocatian) {If rural, give location) - Fi
(d) Length of stay: Inh 1 or institutio '
ngch of stay: In hospital or institution Epecify wiatbar || (¢) Citizen of foreign country? No (Ves or No)
I this community. o oS
years, months or days) If yes, name country
PRI E_l 1 ab t-h K MEDICAL CERTIFICATION
FULL NAME..___ Mrs. Ellzabeth Krohne . p
ST : AR — 20. DATE OF DEATH Monti:MATChH. _day’ 3
' e ’ - v 194:4- : hmlr 10 minute. 50 P =M
name war. N Qne No...._.._N.Q.n.e.._........... year ¢ ’
21, I hereby certify ihat T attended the demsed from
5. Color or 6. (o) Single, widowed, marded, 19 to.tl. 19,0
4. Sex.Fe.male/ mce.Wh.i.tQ dworocd.”lri_(iq_wed-‘ﬂ JtHat I tast saw h, G2 au;,e on W 2 19%_?'
6. () Nameof husbandorwife . _______ 6. (¢) Age of husband or wifeif || and that death cccurred on the date and hour stated above, Duration
F Ted KI‘ Ohne alive.. = =___years || Immediate cause of death, I
7. Birth date of deceased..... . FERTLAT, y... J.ﬁ o
{Month) {Your)
8. AGE: Years Montha Daya If lesa than one day Due to..eee..
71 1 0
hr. min
Due to
o. Binnpiace...2OLLage Des Sioux, Mo. /£
{City, town, ar county) (Stato or foreign country} i q //r
10, Usual occupation Retired c:fhef f"“"'"““-"_ T P T T ol U Lj
1i. Industry ar business TP 9 PHYSICIAN
jor findings: — R —
g . Names,A._P._Anderson . : Of operntions..... / : = P
=1 15, mrnpnce POrtage Des Sioux, Mo, /7 the cause to
{City Jgwn, or count (Statn or foreign country) Of aut —_ should be
g 14, Maiden name.. IELKNOVR wutore | | areedsi-
81 1. BiﬂhDhﬁe---—--—--—.—Hn-knm«mw-m-- Q . 22, If death was due to external causes, fill in the following: —
= (City, town, ag county) (Stats or!fnreun country} N &
16. (2) Informant @M (a) Accident, suicide, or homicide (specify)
) Address.. . _,6/ @ML&/ M )/Lw (8) Date of occurrence
i @ PUTIAL____ . @) Date tereot_MAT.6,1944] O Wheredidinjury occur iy vy iy s

{Barial, cremation, or removal} {Manth) (Day) {(Year)

Place: burial or cremation...\3 1y, v

(d) Did injury occur in or about home, on farm, in industrial place, in public place?

@ sohns. Cemetgry__,_
. lace)
18. (&) Signature of funeml%cg g J ' - g e o While at work?...._.._.. (s:w,!(g‘ i{igans of Imury....: ............... -
&) Address_ 24 : N g/ %
M é /ff(/([ é fﬁ (7}! / 23 Signature (M D. a¥0l ——
19 (G)%mwed local registrer) ¢ = (Registrar's signatare) Address ..., ... #p&' Z.._ % _________ _. Date signed. e = JﬁL;’/

L2t 0

{Licenaed Embalmer’s Statement on Reverse Side)

Y -



"RECEIVED . v
District Health Officer No. 9

.

...... b . R

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 No
working under my personal supervision.

- Signed % ‘_(4—/?%4%/ :

-
Licensed Embalmer No J/ v

P. O. Address A7\ _ . % .........
Note: The above MUST RE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply wit
the above constitutes grounds for revocation of license.)

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




