. No. 2
[—2.43
5-17-39
1 X35807

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

DEPARTME\IT OF COMMERCE
BUREAU OF THE CB\.SUS

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Regiatration District No..a..é._ﬁ_é__

1664

State Fits No

Registrar's No. 3 ) /

tiLc) JAN 20 19§5
Registration District No. ._.. U
1. PLACE OF DEATHI

{a) County... BOONE
(» City or townoeeoee . __..C OLU_MBIA

([l'oul.lldu cily or town limita, write “RURAL" nnd pame of townahip)
(&) Name ol hospital or institution:

2.210 8T JOSEPH 8T :

2,

(@)
()

USUAL RESIDENCE _OF DECEASED:
sae M1 880UTY
Columbla

(If cutsids city or m:: lmits, write “RURAL"™}

210 St &esph

{#) County Boone

City or town

6. (b) Name of husband or wife_____

Rginia FOSTER

and that death occurred QW and hour stated above.
Immediate ceuse of death ‘74' ” At

(I1 oot 1a hoepital or fnstitution, write strest number or location) / @) Street No {If raral. giva location) |
{d) Length of stay: In hospital or institution Frr @ Chi . no
'y whether &) zen of foreign country? (Yes or No
In this community. 30 YEARS g !
___ years, manths or days} If yea, name country. XX 2y
. MEDICAL CERTIFICATION
fyld FUNT  SAMUEL DAVID FOSTER
FULL NAME h
o 5 — " 20. DATE OF DEATH: Momth DEC, day. ot
5 veteran, . {¢) Soclal ty
No ﬁ year, 19 44 hour. 5 + .mingte P
name war. No
. 21, 1 hereby certify that I attended the decensed s 5= *f L4
0 5. Color or 6. (a} Single, widowed, married, 19&{(. o, Mo & 10.4¢ &4
4. Sex MALE race \ divorced...._.. === |} that T last saw h. br2=—glive on 9.
6. (c) Age of huuband or wife if

Dur‘cfjon

é ._.__._..... years y
7. Birth date of deceased Ju 1y 31 1 6 W{_'
(Mnn_(h) (Dey) {Yeur)
8. AGE: Years Mom'ha Days I less than one day
84 4 |8 ) |
I. min, "\ .
9. Birthplace.... ........,.Q ﬂlhmn cQ..__ _i\_._IllinhoLs . ;F ------
(City, town, of county) (State or foreign country) N
Oth ditlen: i :
10. Usual occupatlon..__F armex (}n:;ll,ldo:):r::u‘:n:_y withiz 3 mantbs of desth)
11, Industry or buﬂnm--_ao_ _YI' G’GO 19& Bl.g&_ M.l_u.! ST E ‘di A PHYSICIAN
= wlajor fin (L H
B ( 12, Nemeownn... John. . Foster ' 51 cperations... MBS —
£ - : : o yoo- ve v e - nderline
=\ 13. Birthplace ) _EIl_'L}noiﬂ_..)_ the couse to
. ty, towg, of coupsy, Stae or furcizn couvntry Of W
; 14. Mgaiden came_ ataji__:c&ppﬂ entopay %,g’_
€] 15. Birthplace ~18NN, __ b 22, If death was du 1 il i ind] e
= (City, town. or county) (Stute or fwelcn country) ' e to external causes, fill in the lollo
16. (o) Informant . YEEEINia Foster {8} Accdent, suicide, or homicide (specify)...— ... %__ ____________
{§) Address 210 St LOS GDh st #1 Date of ocrurrence. L
17. (@ “"'B]'l'rl'al_‘""’_ (8) Dote thereof... 2 DQc 13- 44 () Where did injury occur? ) {City or town) {County) {Stata)
(Baria), crazuation, or remaval) Bowli GSM‘”’“) (Day) (Yeur) H (4) DidInjury occur inor abo me, on farm, Ia industrial place, in public place?
() Place: burial or ex ow ng reen Mo
18. (s) Signatere of funeral dxrector_)? QAWMJ'JJ-L i.../.-.'_.__-.__...._ Y t’,g' Mmu of in} Lo BN
® Ad e G01nMPL ____Mo,.m S ,9_,,32 %
19. (a) / 2- bl Mﬂ (M. D.or d

{Dats received locs! registrer) {Reglatrar's drnnnro)

: Date dgned,l_Z...//

/A 2O

{Licensed Embalmer’s Statement on Reverse Side)




RECEIVED ._
District Health Officer N &

District File Number.coraespesaszrazaz:
Dat Fled o Ll T S

STATEMENT BY LICENSED EMBALMER

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

Apprentice No

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in bis OWN HANDWRITING. (Failure to comply
the ahove constitutes grounds for revocation of license.)

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




