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

|

DEPARTMENT OF COMMERCE
BurBAU OoF THE CENSUS

R.EJJ.;DD&A!OM

STATE BOARD OF HEALTH OF MISS0OURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No(jng_.ﬁ .....

18665
(27

State File No.,

Registrar's No

1. PLACE OF DEATH:
(a) County_ Marion

() City or town_..Hanni hal.
{11 outsids city or town limijta, write “RUKAL" and name of townahip)
(¢} Name of hospital or institution:

St. Elizabeth Hospital

{IT pot tn hospital o fnstitution, writestrest cumber or location)
() Length of stay: [n hoapital or institution

{Specify whetbar ‘

In this community
years, montha or deys)

2. USUAL HESIDENCE OF DECEASEI:

sate Migsouri @ county Marion

W4

{a) g
i -1
(&} Cityortown___Hennibal ~

{if sutside city or town limits, write “RURAL"} 7

(&} Street No.#ok00Q Vailey

{I{ rura), giva location)

{¢) Citizen of foreign country? (Yes or No)

T{ yes, name country

3. (@) PRINT

FULL NAME Anna Zimmer

Mrs.

MEDICAL CERTIFICATION

20. DATE OF DEATH: Momh March = day 30

3. (M L veteran, 3. (¢) Social Security
e:r...._l.9.44 __.hour_.___nf...,__,,.._,_....,.....mlnut;._é,.imA M
DAME WAoo No.
21. I hereby ce{.%y that I attended the deceased from
A 5. Calor or 6. to) Single, widowed, married, o = 10 4L o FFLA a..() 10504
4. Sexr Female | /raee._%l.ile_ voreed_Married that Tlast saw h .l alive on-.._M O _4‘ ‘ 19_¥4
6. (b} Name of husband or wife 6. (&) Age of husband or wife if and that death occurred on t ate and hour stated abova. ati
mJ.&.CQh.,Zimﬂer slive..__ 88 year || Immediate cause of death ) Rcter T A e e W
7. Birth date of decessed.._JECEMDETR 2.-1- 1864 e V '
(Month) (Day} (Year)
8. AGE, Years Monthe Days If less than one day Due to
ht. min.
- 79 3 9 R d Due to__, .l) ﬁ 4
5. Birthplace__Hannibal Migsouri &/ | A Y~
- {City, town. or county) (State or foreisn country} N I 'j
i Other conditions a‘t
10. Usual mmﬁomﬂﬂuﬁnﬂlge {iozlude wegnancy wiithin 3 months of death) l &
11. Industry or busk Py : PHYSICIAN
= ajor findings: —
% { 12. Name Jacob Hubb Of operacions Underline
z " =
=1 13 Birhplace Linimowm he Cauee Lo
Chy. ‘U'n'ﬂ coasty) (Stats or lorelgn couotry} Of autopey shonid be
£ { 14. Malden name o charged sta-
E U . tistically.
© { 15. Birthplace NANOWN + 22. If death was due to external causes, fill in the following:
= (City, town, or county) (State or loreigs conntry)

Inl'ormanthhl'- B Ca Hubb - LI m s

-
(-]
—~
o

-

® Addm_ﬂQB _Park Ave.
17. (@ ..B oo (3) Date :nmofA L _9
(Bnrill almnlmn.armvnl) onth) {Day, (Yur)

(¢) Place: burial or mao&&%tw_
18. {a) Signature of funeral director.
®) A ____QO%ABQL_.(_FQ?( —— ]
?’/ o Ry o o ® @W

19. (&)
{Dats raceived locat resistrar) Holiur-r '» signatare)

- Accident, sulcdde, or homicide (specify)
Date of occurrence
(¢) Where did Injury occur?.
{Clty or tawn} (Couny) (Stote)
Did Injury occur in or about home, on f&rm. in lndustrial plaoe. in publlc place?

{Specify typs of plare)

While at wor (&) Moans of inJUryame e
23. Signature._. e (ML D
Address.......... 2 LS T Date signed. ,5/ Le¥'s

/Y b

{Liceased Embalmer’s Statement on Roverse Side}




v ' STATEMENT BY LICENSED EMBALMER

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

L e e et Registered Apprentice No

P.O. Addrp-m Hapnibal, Mo.

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 body is not embalmed, fact should be s0 stated above.




