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

DEPARTMEN'T~0F COMMERCE

U’RBAU oF THE CENSUS

Primary Registration District

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH_

R R/l A

oI Y —
State File No_r_gggg.a

Regisirar’s No

ZB-nlec 1’

1.

() Name of hospital or institution:

PLACE OF DEATH:

(a) County... 2%, A TOADCOLES
F.am-}.-m'l].‘on HURAJ_. St Francois

{t)} City or town

(I!‘oumd.omlyahwnl!mnu writo “RURAL" and name of township)
Mo. State Hospital No. 4 . .

{d) Length of stay: In hospital or institution

{Lf not in hoapital ar institation, write strest number or location) #'; i

yIrs. 4 mos., 19

2. USUAL RESIDENCE OF DECEASED:

(2 State_Missouri. . ... ¢ County..St.Francais ?%

(c) City or town Bonne Terre A
(11 sutside city or lown limits, wrile “RURAL™) d

{d) Street No, Route #1

das {If rural, giva location}

No

(8pecity whether {| (¢) Citizen of foreign country? {Yes ar No)
In this community
years, montha or days) Ii yes, name country. lﬁ&
MEDICAL CERTIFICATION
3.4 FRINT DAVE SEALS (WILLIAM DAVID SEEL) m 5
20. DATE OF DEATH: Month o 2. day 2,
3. (¥) If veteran, 3. (¢} Social Security 1944 15 A
U year. hour. 9 minute 5 M
name war........» ,uk.‘IJ.QHIL ................ - Nul.BQ-_l&-_’Z?Q_O
2, Iﬁ‘z by oerufy that I attended the d d from
m 5. Color or 6. (a) Single, widowed, married, prll 19 ta, Ma}f 25 » 1944 19 .
Male Whit . i Forer : T
4. Sex race ite divorced Married that Ilastsawh im alive on Mey 25, 1G44 Y
6. (b) Name of husband or wife..c...—.—._... 6. (c} Age of husband or wife if || and that death occurred on the date and hour stated above, . Duration
Lilly Miller alive.%.._ug-.lfg Immediate cause of death.., d
7. Birth date of deceased ... DS ORET 19, 1880
{Month) {Day) (Year)
8. AGE: Years Months Daya If less than one day
63 7 6 hr. min
Due to .
o. Birtnplace S0 2. Genevieve Co., Missouri f N
(City, town, or county) {State or foreign country) U\ ,
10. Usual oceupation.. Mining aeiate pevpaney wiibin S ik of decity ! -
11. Indastry or business e ’ PHYSICIAN
James. Seel OF operations. ... —
E 12. Name OperRtions.. Undetline
21 13. Birthplace Ohio o " glligléz:g
(City,fown, gr coun| * {Stale or foreign conntry} ¢ o NO AL ODSY e |8h ld b
a 14, Maiden namm....__,._..;f l___,___AHn Seel £ Of autopey P ’l oiu t:f-
i tistically.
§ 15. Birthplace e pop—r r"l;fgﬂ ?Smiie“ul) 22, If death was due to external causes, fitl in the following:
6. (6) Informant ‘Reeords St at e Hospital No. 14 . L || @ Accdent, suicide, or homicide (specify)
®) Address Farmington.,. Mo. ®) Date of accurrence :
17, (@) Burial 5 Dat thereof. D= 20=4d {c) Where did injury occur? T CA—
v A Lt Y.
(Burial, cremation, ar removal) o ~ (Month) (Day) (Year) (d) Did injury occur in or about home, on farm, in industsial place, in public place?
(¢} Place: burial or mm,.;nnmal'gtl)n Chepel Cem.,Bonne|lPerre, Mo.
i i - if; f place;
18, (o) Signature of funerafpd}rx;hn :d RU‘,n dert aklng Co. While at work?._. ... (Sm "’;‘ 2 lém_,)of injury..._._..@_-.....___.
a iver . . -
) A s serrm g amsne e N o & ARL ¥ SR S
® Z - P L - 23. Signat o (M.D.or or.ha)._}fﬁ-ﬂ
19. Lol
() {Data received local redistrar) {Repistrar's signature) Address &/f‘ % il W A Dhate sign .....__...“,.'#f(

/8?3

(Licensed Embalmer’s Statemont on Reverse Side)

F armmgt oh, Mo.




N . 295
“ECEIVED . .-, 1 HgT

iotrict Health Officor no.-_.’:f........

X . v h ot Fila Number_-__.";_‘i.k.'.--?.i.’)
.o : ' SRR >SN 0 Mol 2
- . S e r e T e —— -t LAl L2 )
' . " ) { ;'
Ll |- i y i ; ' 'U
| .
STATEMENT BY LICENSED EMBALMER AT a

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 persenal supervision,

Licensed Embalmer N02 Vi f _____________ R

P. 0O, 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 body is not embalmed, fact should be so stated above.




