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WRITE PLAINLY—USE UNFADING BLACK INK--MAKE A PERMANENT RECOR

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

R:!istmtionEDist?ct Nf;}‘:_zlg:g%

Primary Registration District No,

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

State File No..._._ 595# .....
407/..7 Registrar’s No. &

1. PLACE OF DEATH:

(a) County. Co oper
® Cityor town.....Boonville
a roumd.e clty or town limits, writs “RURAL"™ and nama of township)
() Name of hospital or institution: ’
T (1f zot in hospi jon, writs street number or & loo)

(d} Length of stay: In hosp!tal or institution

50 Years,

(Specily whether
In this community
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

@ sweMissourd ... » conv.Cooper 7T
(c) City ot town........ Bo onv:.ll‘ e
It outside city or town limits, writs “RURAL") __é}
(d) Street No. 518 Mﬂ.in Bt. ~
{If rura}, give location) L/
Neo

(¢) Citizen of foreign country? {Yes or No}

If yes, name country.

o FNT Mre, Cora Roesghel

3. (¢} Soclal Security

No -

3. (b) If veteran,

ety e
name War.

6. (a) Single, widowed, married,
:2 d.lvormd__Widowe-d

6. {c} Age of husband or wife if

5. Color or -
4. &x..mEﬂmal/a race. A1t ®

6. (5) Name of husband or wiic......

o ¥m, E. Rosgchel. .

alive..._ === ____ years

20. DATE OF DEATH; Month__ 80 s

MEDICAL CERTIFICATION

33
inute 1.9, ....34 M.

day;
ymr.._._.._l.%ﬁ%mhour......‘..u..,l1..........“

21. T hereby certify that I attended the deceased from.... . Setan
% fe3 19_7(

* 1

that I last saw h. ‘&_ alive on
and that death occurred on the dat.

I jate cause of death.

n :
(s Docember 27" 1883 . AL NAstn [htopetferrts ... . L
7. Birth date 0 COm Lo D9 M [ Pty
‘.
8. AGE: Years Months | Daya 1f lesa than one day Due to...{W. L. A—WI"/ .
82 - 8? hr. min
. . Due ta
9. Birr.hphce_.__......._Alj.o.n.,..m.m"......znllj BQ.L.B_!_____Z_._..
. {City, town, or conaty) (State or foreign country)
- N - 3 ———
10. Usual occupation..,‘.._HOuae.wi fa ({:ﬁm:«ilm'mm’ wilhin 3 months of death)
11. Industry or bu;lnm.m_.,_.At_.ho.me . . : PHYSICIAN
Wm._Holt oo ||, P~ 1] —
g 12. Name .. : , _ % Rl i Underline
z 13. Birthplace Unknon 5 - 7 : It o i g:hig-l;;&z;:g
{City, town, ar ) tate or foreign country /h (Ch P U 1 1111 P S
5 14, Maiden naml:._.___..:._..___ _____ nknD'Nn c"4 Of autapey . ;ilgélaeﬁ ;t;:
g 15. Birthplace........ S am%?known Erite o omeien coniten) 22. If death was due to external causes, fill in the following:
6. @ tntormast. MT B Mabel Moore, 1 ||« Acitest.suicde,or nomicde Goeity

® address__ Boonville, Mo,
17 @ — Burlal

n
&) Date thereor,. B2 35 1/46
{Barial, cremation, or removal) (onth) (Day) (Y )

18, (o) Sigaature of funeral director. aﬂ

(¢) Place: burial or cremaﬁon...Halnut—-gmm_.cme.t.e.r‘

@) Address........ BOONV. 111 e, M
9. (o) £—2I~UC @) o]

() Date of occurtence

(¢} Where didi injury occtur?

{Ciry or tawa) {Couxn (Stal
bid imury ocenr in or about home, on farm, in Industrial place in public pla.ee?

(Specify type of place) L
- (¢) Means of injury_ ...

{Date received Jocal repistrar)

(Licensed Emhalmer’s Statcment on Beverse Side)
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. STATEMENT BY LICENSED EMBALMER, . .- . ) .
I herchy certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ‘r
[ RS .t
_ et eeeeemeeme e -, Registered Apprentice No
working under my personal supervision. ; S o
SLEAS, ;o

- - 3 ~ -~ [
v .. A - t

. o POAddress. y
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i in his OWN HAI\TD“'RITII\ G. (leure to comply with

the above constitutes grounds for revocation of license.)

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



