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DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI

CATE OF DEATH  swerawe 2227

e ImﬁEBmg@ 110 J§TANDARD CERTIFI

Registration District No

Primary Registration District No...... 3ﬂ 7 2 Regisirar's No.

2 _

1. PLACE OF DEATH:
{6) County...._._Sal ine

b) City or tOWn .o une h,? ——

®) City or town I{ outalde city or town i -'ﬁr.- MM‘RL and name of township}
(¢) Name of hospital or institution:

471 South Lafayette ./

{If not in bospital or itstitution, write streat number or location)

2. USUAL RESIDENCE OF DECEASED,
@ sate_ Migssoluri . ¢ coumy. Saline

77

() City or town.. hall

If ontside city or town limits, write “RURAL") 2

@ sweet Mo 471 _South ILafayvette

X (I rural, give kocation) d
(d) Length of stay: In hospital or institution ;
(Specify whether || (¢} Citizen of foreign country?. No. (Yes or No)
In this community______ 7 0. ...Iea..rs
yoars, motiths or duys) If yes, name country.
MEDICAL CERTIFICATION
3. (a) PRINT
Fult name_. Louis. Schnurmacker
3. (b) If veteran, 3. {¢) Soclal Security

name w___...__# No..._#._............_..__..

20. DATE OF D 1
year_.._éz,

WRITE PLAINLY—USE UNFADIN(?’:QA

15. Birthplace . __annamm ................. a----

{City. town, of cotnty) r.luor mun country)
6. (o) luformant _S0lomon Wronker

o) Address____ Marshall, Mo,
17.° {a). _._.BM 18.1 _________ — (b} Date thereof_. M‘/ -

{Burial, eremation, or remaval) u) (Yeu
(&) Place: burial ar cremdan_.s_t.n__llﬂnlﬂ.g ._MO_._
18. (o) ngnature of funeml (hrector

(5 Addrest.....d . > j
)

21. T hereby cepify that I attended the decea: a
5. Color o 6. () Single, widowed, married, é 1 po
§ o Y A Z A I o
4. Sex.M&le__ﬂ___ race.m_je..ggm.. divorced. a-in-glg & that I last enw h /. A alive otk ( f.zé..?w.. S @
6. (b) Name of husband or wife...o—.. 6. {c) Age of husband or wife If || aad that death cecurred on the/(ite "and hour staled Gbgve. Duration
alive. o.......years || immediat of death.., Fy .
7. Birth date of deceaged .. _.. _.Inne ...... I.B...m...ls.ﬁﬁ ........ .“,M 4 w LELL -
{Month) {Day) {Yeer)
8. AGE: Years Months Days If less than one day
79 6 27
hr. min
"
9. Btrthplacem..sai nt....L uis ’ Mo d
City. town, or county) - (State'or lorelge country) ” . " pe -
Other conditions %

10. Usual mmuonﬂmﬁmed &mﬂpera:bed- gigar_co b (Lactade prosmaney =1tbin 3 manibs af desth) \

11. Iadustry or busi ; R i — ; PHYSICIAN
ot Major findings: } —_
E 12. Name_.._..Sg.}_gmon,..Sg,hnum.cher SV __{,f _ Of operations....... C{\- - i}" Undertine
=\ 13. Birthplace_Unknown 7 " .‘) the cause to
= 1 l.y‘l.ntn or cotnty) (Suu or I'm:!;;n , Of autopay ) should be
& ( 14, Maiden name.. g cl:argcﬁ sta-
= tistically.
3
=

19. (a) _I_.:_[_:- )
{Date recelved local registrar)

"‘nlllnr - d!rulnrf)

22. If death was due to external causes, fill in the following:
(2} Accident, suicide, or homicide {specify)

{d} Date of occurrence.

() Where did Injury occur?
¥ o towa) ((‘

(State)

(i
{d) Did injury occur in or about home, on la.rm. in industrial place. in public place?

pa

(Spacify type of place)

a 0 \{ (Licensad Embalmer's Statement on Reverse Side)

e (&) Meansofinjoury.
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STATEMENT BY LICENSED EMBALMER

s n

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

. *, Registered Apprentice No
working under my personai supervision.

Licensed Embalrner No g 2‘ ‘-?'-5

'P.O. Address..-_-.W ..........
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT‘NC

(Failure to comply with
the ahove constitutes grounds for revocation of license.)

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




