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M——8-43
v. 5-17-39

B 1 X37823

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

JILER AR 17,1945

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No__é_#ll.é

€074
3

State File No

Registrar's No.

1. PLACE OF DEATH:

(6} County__. Franklin 5
1a_Rid %.e Boles tow
) Clty or. mwn—?;;tzd%&lrot town limids, writa "RURAL"sl:ndtnlmﬂ' wwmgr
(¢) Name of hospital or institution:
Vil la._Bid.ge.....Mn..ﬂ...._-__

. {I{ not in bogpital oz inatitution, writa sireet number or location)
(d) Length of stay: In hospital or institution._NoOne,

52 _yrs.

{Specify whather

In this community.
yoars, months or days)

2. USUAL RESIDENCE OF DECEASED:
state_ Missourl

(e} e (®) County__ Franklin.......
() City or town Yilla Ridee
{1 oatside city or town limits, write “RURAL") /
(d) Street No A
(It raral, give location)
{e) Citizen of foreign country? NO. ‘:) (Yes or No).-

.

If yes, name country....t

3. (s} PRINT
FULL NAME_____

_Andrew Skornia.

3. (&) If veteran, 3. {c¢) Social Security

pame war. X No..X
5. Color or 6. {a) Single, widowed, married,
1 s Male () ree. . Hhitel 9 dvoned... Widowed
6. (b) Name of IEEORMEIT Wift...neeraeeeeemeee. 60 (¢} Age of NidOEHMIGr wife if
Anna...ﬁknrnia S alive.— deceased‘

7. Birth date of deceased.. I.qu_ Iﬂbﬁr R BBUL

MEDICAL CERTIFICATION
20. DATE OF DEATH: Momn, FEDIVNATY 4., 12th,_

year. 1945 hnu.r_..__2._3._0.{1____-_._.__minute_....__E‘._..M .
21. I hereby certify that I attended the deceased from 7
AL, A e ol 19..2..C
that I last saw h.4.QZx, alive on ol D e 19504

and that death occurred on the date and hour stated above.

Wumufﬂm& .
A O N M'Vﬂdd/?c‘/r 2//.(

Duratien

& s

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

;‘ju. town, or ng - .... {State or foreign country)
Informant r M .

16. (@ &
) Address_. __¥1lla Ridse, Ma.
17. (a) < A __ @ Date thereol_ 28D 4 __5,_1_._45.
{B cromation, or removal) (Month) (Day) (Year)

(3] Place burial or crema'.lon._.m

1 ; —m‘g "H'o‘ 'no
7 e Yill de

(Month) (Day)
8. AGE: Years Months Days If less than one day Due to
8 5 2 14 hr. min,
- Due to.
9. Binthplace BETMANN, M3 qg‘ou_r_ié
- - (City, town, or connty) _ (Stats or foreign country)” T
. Otber comit dg Spy ks, ox
10. Usual occupation Blackemi th, : é e:::x;relng:::y within /ﬂf“‘) i
. . ) ]
11. Industry or business X sCviak Yy Sl R TTN PHYSICIAN
Major findings: ] —_—
E 12. Name...... ..John_Skornia, Of operations....... A <y (' Underline
X T 1 P | o 3. :
21 Blrtbplace. ...... i nkn.um — -.?.Qland.-..z,/ r3 H ﬁ’ﬁ&‘&’;ﬁ
{City, lowtf gounty) . (State or foreign couniey) Of autopsy. should be
: E 14, Maiden name . Inown,... w charged sta-
9 tistically.
;’; 15. Birthplace........ Unlmown. ... 22, If death was due to external causes, fill in the following:

Accident, suicide, or homicide (specify)

Date of occurrence.

{c}
()
(e}
(d)

‘Where did injury occur?

{City or tawn) {Coanty] (State)
Did injury occur in or about home, on farm, in industrial p!.su:e in public place?

pecify f place)
1. (a) Signature of funeral director— . ; While at work?._./_. ______ﬁi.___ A ';ms;of injury.. O_ ...... /
() Address_. Washington. Mo, . / . Dot oth )
23. gnatus, or other
1. L 45 M.@.. .. Pl etitr/. A »
(e) —a:lareemv 'd Jocnl rexistrer) ¢ . (Registrar's signature) Address 7 p‘.’.": - % < Date -1;;1-1&0“:’7 ‘

/,I -4 {Licensed Embalmer’s Statement on Reverse Side) ¢



o

" | RECEIVED

_ o : o o Districi Health Officer No, g

. o District Fila Number

————— e ———
-

N o ' o Date Fuled_.__ _.gf/‘f/-"%ﬁ'"

working under my personal supervision.,

T —_— T '}‘_I't"'— - = Ty Tt '%N' - - - - ==
! .
+* - ll
H
. STATEMENT BY LICENSED EMBALMER y N
o~
* T hereby certify that the body whose name is recorded on the reverse 51de of this certificate was embnlmed by me/w-br' 3

R Regis_tered Apprentice No

P. O. Addresg” .
el

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the above constitutes grounds for revocation of license.) - o W

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



