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DEPARTMENT OF COMMERCE
BuURRAU OF THE CENSUS

FILED SEP.14

Ieg‘lstmﬁon District No.....| %_,"ﬂ.‘

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH ™.
Primary Registration District No.B_Q.Q.__é__._

212
State File No.

Reswars oL 87

1. PLACE OF DEATH:
(a) County Boone

(b) Cityor town Columhig
(If oatkide eity or town limits, write "RURAL" ond namse of township)
(¢} Name of hospital or institution: ; ,

20 Sunset’ Lane

ir Lo . -
4 “ (I oot in hospital or institution, write street number or location)
(d) Length of stay: In hospital or institution

" - (Specily whether
In this community..._.... 6’ Yearss
years, months or days)

2, USUAL RESIDENCE OF DECEASED:

(a) State Missouri (3) County. Boone R
N =
@ City or town...... . cOlumbia ol
(If outaide cn.y or town limits, write "HURAL ) Fa
(&) Street No 20 _Sunget *ane :
(If raral, give location)
(e) Citizen of foreign country? Nﬂ_ (Yes or No)

If yes, name country.

. (a PRlNT

JOHN WELLIAM CLARICE ANDERSON

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month Aug, day 2

3. (3 I veteran, 3. (¢} Social Securit
@ vereran ¥ vear. 19)-‘)4 hour. 12 minute. 30 A'.hd,
name war. No
21, I hereby certify that [ attended the sed fromy. .. ../ eeamregenseaannan.
Color or 6. (a),Single, widowed, married, | ) AKX N g Ade . O / \"V& 19.%.‘15—
. sex. Male j.,,.,, White aivorces. Married |l -7 v o ﬂl o
6. (b) Name of husband or Wife...7.......cwmw 8- {¢) Age of hushand or wifeif || 20d that death occurred on the date andy ve Duration
~Nina McCracken Anderson alive___.._..__years|| Immediate cause of death. Jademsen bt
7. Birth date of deceased.....:.o by = 23 = 1902
! (Month) (Day) (Year)
8. AGE: "Years Moniljié Days If less than one day
M [ - ,
- ’.;2 " 23 9 ;) R— .1 R
9. Birthplace Buda, T1linois /

{City, town, or county) _ (State or loreign country)

10. Usual cccupation_AgTicultural FExtension Semce.

Other conditions

{Include pregnancy within 3 months of death) V
vers : T / A/

11. Industry or bu mt‘ynm er lty of Missouri Sl V/ [ : PHYSICIAN
8 12. mome...J0hN_G. Anderson Of operations........ : —
= - ; A . L Underline
= { 13. Birthplace Sweden__ 7 { . the cause to

City, wwn ?r (Smmul‘munoonntry) OF auto; should be
é 14. Maiden name 23 _‘aﬁrﬂ.ﬁman ot .L....../, ukopsy c!la{geﬂ Bta-

. Buda linois . tetieally.

S 15. Birthplace. Il 22. If death was due to external causes, fill in the following: . :
= {City, town, or county) (Suﬂ-u or foreign country}

16. (a) Informant_.Mr 53 J.W.C. .H.“&ndets on.: g SO N N—
" & Address.20_Sunset, Lane

Remova.l (%) Date thereof 8" 5"']4,—1

* {Burial, cremation, or removal) {Maonth) (Day) {Year)

* (¢} Place: burial or cremation... ..Blldﬂ. Illinois

.18 (a) Slznature of funeml directhr ALt LUMLS __.5
. “Columbia, Mo,

17. (@)

(e} Accident, sulclde, or homicide (specify)

(8) Date of occwrence
(¢) Where did injury occur?.
[CH]

{City or town) {County) (State)
Did injury occtir In ar about home, on farm, in industrial place, in public place?

(Specafy type of place)
(s) Means of injury......#

A
0. @ d.ad Jﬂ ® ,éwz/_ LA

{Registrar's siguatire)

23, Slm&:.’.._
Address

- {M. D. orother B
.. Date sig'nedg". ...... 5[-

l ’) {’,J () {Licensed Embalmer's Statement on Reverse Side) 4
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T T RECEVED -~

g SR R . ~ - - District Health
' o e et - Offlcer No.g
Cova e ) :‘_“ < B . District File NURIber
S . At . -..m-""""'""‘""""--
Lo L - - - D.t‘ ' -— ;
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o _
——— STATEMENT BY LICENSED EMBALMER
: I hereby certify% the body whose name is recorded on éhe reverse side of this certificate was embalmed b.y me, or b'y .

, Registered Apprentice No.... )

SlgnveJJ,

Licensed Embalmer No. 2 P 9 ..;

P 0 Address.

Note: The above MUST BE SIGNED BY THE LICENSED FMBALI\!ER in his OWN HANDWRITING. (Fallure to comply with
_ the above constitutes grounds for revocation of license.) . .

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

working under my personal supervision.

t -




