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

DEPARTMEI\.T OF COMMERCE
Buksav oF THE CENEUS -

JNER.DEC 978 2

L

STATE BOARD OF HEALTH OF MISSOURI e iRea

STANDARD CERTIFICATE OF DEATH
Primary Registration District No..______ _/_ég,.z- .

Stats File No.

Regisirar's No.

1. PLACE OF DEATIL:
(s} County Jeckson
() City or town, BBSAS City

(T guiside city or lown lYmh.l. write "EURAL" and neme of township)
{¢c) Name of hospital or ingtitution:

4424 Norledge /-

2, USUAL RESIDENCE OF DECEASED:
(a) State. Chio (4) County. Brown

() City or town

Rural

{If vuteids city or town limits, writs "RURAL™} ‘éj

(d) Street No.

{State or forelgn muniry}

¥r, Merrill List- - - 1

16. (4) Informant )
{8) Address 4424 Norledge
17. (o) .____._.Bemmzal_ {8)° Date thereof 11-26-1944

(Month) (Day) (Year}
(¢) Place: burial or cremstion Sardinia 2 QOhio

18. (o) Signature of funeral director M8, Col,Forster

(Burisl, cremetion. or removal)

() Address Kansas City , Mis ’
19, (a} 'ﬁ%&l&-%ﬂ _.C: 23. Signature
) recejved Jocal rerist v (F{elillrnriumwre Address. -..._Z_Qd ----- H#._

(It mot [n haspitol er 1 write street bet or location) (1f rurei, give location)
(d) Lengtb of atay: In hospital or institution .\ A
4 Months (3pecify whether || (¢) Citlzen of foreign country? (Ves ot No)
In this community. on A
yearn, wonths or days) If yes, name country il
MEDICAL CERTIFICATION
3. {a) PRINT -
FULL NaME_._dohn Fredrick List
o T 20. DATE OF DEATH: Month NOVEmber .« 26th,
3. veteran, 3. (¢ al t
No t No Y year. 1944 hour, minute 15 A‘ M.
NAME WAL worrinaenat No. ‘{
21. 1 hereby certify that [ attended the deceased from.... . B7 €25~ 2y
0 5. Color or 6. ta) Single, widowed, married, lﬁ#. to M a~ 2 & 0wy
4. Se-‘vmale'---- et mm"t-w dworced.ﬂ.;g.dﬁgﬁg_g____ that I last saw h. &#=s. alive on L o e Pl ..Z o 19. 2__1
6. (8) Name of husband or 6. {¢) Age of hisband or wife if || 20d that death occurred on the date and hour stated above. | Dration
’ Y Sl alive.._ . years || [mmediatpcause of death, .
. it dave of deomsed,.... 2= 27 = 1864 e (e
{Mouth) {Duy) {Yenr) . ’ ’1_ ?m
8. AGE: Years Months Dayas If leaa than one day Due to
o
B8O . 8 29 hr. min \ '}
N Due to ol
9. Birtholace_Sardinia Ohio | ~ f
- (f'",. town, of county)} Reti d(shhgtfqnl;n conatry) . T _ (/ A
arner etlire Other conditiona — i .
10. Usual occupation £ - A{Include pregnancy within 3 monthe of doath)
11. Industry or business M g PHYSICIAN
.E.' 12, Name Unknown agfro;er::ﬁ;u ga" P ——
e Ut . v . - . 7 Underline
=\ Blnhvhm.mjﬂk&m ) ( . the cause to
_ tuwn, or eounty, State or foreign country Of auto W—- houvld b
& { 14. Maiden name. n oWl autopsy ch:rlzed sm?
- 1> tistically.
= : ownl # . -
% 15. Birthplace. I(Ig?:l;lﬂn o —— * 22, If death was due to external causes, fill in the following® -

(a) Accident, suicide, or homicide (specify)

(8) Date of occurrence

{¢) Where did injury occur?

{CiLy or town) {County) {State)
{d) Did injury occur in or about home, on fa.rm in industnal pla.ce in public place?

{Bpecify typo of plm)

Means of lnjury..._____......._
m Do, o orwwmen___

. Date ngned“..':'f.gé,

Wlule at v.ork?.,

F T

(Licensed Embalmer's Siatomcnt on Reverse Side)




working under my personal supervision.

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Reglstered Apprentice No

Slgnod jm W
o o - Licénsed Embalmer No ffﬁ %

P Q. Address

Note: The above MUST BE SIGNED BY THE LICENSED: EI\IBALMER in l:us OWN HANDWRITING. (Fa:lure to comply with
the above constitutes grounds for revocation of license.)

"~ If this bedy is not embalmed, fact should be so stated above.,




