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

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOQURI 18(;4

FiLED FEB

Registration District No.

Bunsy os e lju  STANDARD CERTIFICATE OF DEATH Stoe Fie o i

-~  Primary Registration District No\? 0 j O - Registrar's No . Vi ¢

i. PLACE OF DEATH: - - 2. USUAL RESIDENCF OF DECEASED:
{e} County Cane Girardeau (@ sae. Missouri ® comyCape Girardeau
) City or town’ GEOPE -Girsrdean
(I ontaide city or town limits, writa "RURAL" and name of township) (¢} City or town C ape Gi T™a I"d egll / 4
(c}. Name of hospital or institution: . (If outside city or town limits, write “RURAL")
St.Francls Hospital @ Sireet Now._.005 South Pacific Street /
{If not in hn-pnulor institution, wrils street Gumber or location) {(If rura), give locatson)
(d) Length of stay: In hospital or nstitution ays i)
20 vanrs / (Specify wheiber || (¢) Citizen of forelgn country? o) 3 {Vea or No}
Ino thi it
nyear: fnool:l:]x:nu; d’:nyl) M hd If yes, name country....._....o........
3. (&) PRINT c N \ . Keek MEDICAL CERTIFICATION
i - 18, £ i Rvie) o
:‘UL:. i\:AME _..Martha a_t_aﬁrj..?)ﬁ ok 2. DATE OF DEATH: Moath JANUATY w, 15th
. \ . Soctal Securi
& veteran N‘ ¥ year. 19 4 5 hour. 7 mintute. 25 A oM.
fame War 2 21, I hereby certify that I attended the deceased from
. 5. Color or 6. (o) Single, widowed, married,
o secBemalel | nelhite | % dvoceaWidowed.
6. (») Nameof hushbandorwife. .. .. 6. (¢} Age of husband or wifeif
James. W.Keefon BlVE ercon T VERTE
7. Birth date of deceased... Auﬁus £..1dth 1870
(Month) {Day) (Year)
8. AGE: Years Months Days If less than one day Due to
74" 5 2 . " =
hr, min, . P
. Due to
o. Birthomes...GrANd_Tower  Illinois /
{City. town, or county) {State or foreign conntry) = =T
10. Usual occupation Housework . o P cﬁﬁi&’.ff.‘i::, withiz 3 manths of doath) l a/
11. TIndustry or business. MaTor R 2 i PHYSICIAN
E 12. Name...G8LVIn Yow OF operations.—....... ! a Undertine
2\ 13.. Binbptace_DoON ' f_Know i 7 i Aot
a 14, Mald SEEER Thde), - e fmimeom) Of autapsy should be
. en name. -
tistically,
¥
§{ 15. Birthplace I)(g{: M‘E" orlior:nﬁ:v Biate o focich Zﬂu,) 22. I death was due to external causes, fill in the following:
16. (a) Tnformant Mra.idinnie Anderson (6) Accident, suicide, or homicide (specify}
@) Address_ CAVE Girerdean,lic. (#) Date of occurrence
17. (a) BUl"l al {5) Date thereof. 1,11'7_/_1_9_i5 ...... () Where did injury occur? (City or town) {County)
{Burisl, cremation, or remavel) (Month) (Day) {(Year) () Did injury occur in or about home, on farm, in industrial place, in pubhc place?
(@ Place: burial or cremation..... b8l rmont Cemetery
18. (o) Signature of funera! director. L.1l.Ham an *  While at work?,;.h.‘.,............ﬁlw. q’ ??’ i&::;;;)of Uy T
@ Address_ G8DE_Girsrdegn Missouri. . /fi (V)
w0 A= YT & LY s e || _ S A

(Dats received local rexistrar)

707 &

(Lictnsed Embalmer’s Statement on Revene Side)



FECEIVED
: District Health Officer No...¥on....
' “istriect File Number_g:_'f'_.‘é'::.'.z../.z--
Tete Filedeooo_ o = 1= ¥S ...

-

1+ STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed Jw-va®, or by

&7 «“O;QMM . , Registered Apprentice No. c:??é ,

working under my personal supervision. -
Signed.. M c:t.am.._) .........................
Licensed Embatmer No.... 7)? Kg,? ..........................

P.O Address..%él 1 o
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (F ailure to comply with
the above constitutes grounds for revocation of leense.)

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




