O

WRITE PLATNLY—USE UNFADING BLACK INK--MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE -~

Bumu oF THE CENSUS

Primary Registration District No.._:_L.QOO .....

STATE BOARD OF HEALTH OF MISSOURI

LED MAR 2719&-6 STANDARD CERTIFICATE OF DEATH

Eemltratiun Distriet No...cr...

8609
317

State File No.

Registrar's No

1. PLACE O/

{a) County
. () City or town St JOS epit

DEA
uc

311
anan

2. USUAL RESIDENCE OF DECEASED:
@ sate. MiSsouri
Cltyortown St Josebh

Buchanan //

{t) County.

{1t gutaida ¢ity or town [lmits, writs "RURAL™ and nawe of towmblp) (¢} .k
{¢} Name of hospital or institution: / (If butaida city or wwn l.mm. write “RURAL")
719 Robidoux St. @ Steet Mo 119 Robidoux St /\
"(TF mot In bospital or institotion, writs streat numbar or location) (If raral, give locntion)
(@) Length of stay: [In he I or inatitution NO
P 5 Y (Specify whather {| {¢} Citizen of foreign country?. (Ves or No)
In this community ears
years, Monthe or duys) If yes, nams country.
MEDICAL CERTIFICATION
Yl Ry Peter J. Schaff
20, DATE or DEATH: Month MATCH 4y 15
3. (&) If veteran, 3. {0) Soda[ Secun ty 1g[ " 10 . A M
ear. Qtar, tninute,
name war. No -07 4565 ¥
21. I hereby certify that I attended the deceased from.

. s Male ()]

6. (a) Single, widowed, mamed
divorced.. 2laTrried

5. Color or

race_ it e

1944, to.... YA
WM fr-/-

that T last saw h A~ alive on

6. (b} Name of husband or wife“_ N ‘) Age of husband or wife if {] and that death accurred on the date and hour stated above. k
. l Yl s e ) MW“J Duration
.’ alive.._._2 7. years |} /mpmdiate cause of death / -
" Bicth date of deceased._ SULUSE 6 1889 %’Mwm &f [raelaly iy A0
: . {(Month) (Day) {Yenr) C‘U‘-CAMJM V / W
8, AGE: . Yuru- Months Days If Iess than one day Due to /
5 6 7 9 hr. mit’l.
Due to
9. Birthplace Clyde A — Missoubd -
{City, town, or county)_ (Stal.- or foreixn country) - e o - AD'DITIONAL T
0 h ditio -
10. Usual accupation De eQ I‘at or (:n:!’:l:gl;l:‘:l.;:, within 3 montha ufd“ﬁf’ﬂmmm!
t1. Industry or bual JNROBMATION . _[PHYSICIAN
o Major findings: —_—
= (12, Name. UDKDOWN Of OPETALIONS....e s Y O IR .o " Uoae
= g . , R e . erline
2\ 15, Birbplace_URKDOWD _Unknown &' - : ' the catse to
Chiernawn (Staseor orsin counizs) | 0f autopey shovig be
& { 14. Maiden pame ; : - .- ﬁm;g.ﬁ Bta-
- . tist ¥.
§ t5. Birthplace gﬂli{lnorﬂn ngygng 22, I death was due to exterrial causes; fill in the following:
16, (a) Informant Mrs Elsie S chafi" !’ (@) Accident, suicide, or bomicide (apecify)
) Address.nniiti.LOSEDN, MO, ooy || B Date of occurrence .
. @ Burial & Date thereot_ 3. =/ f = &/ G || ) Where did injury occur? iy e
{Burisl, cremation, or removal) {Month) (D-y) {Year) (d) Did injury occur in or about hotne, on farm, in industrial place, in Dl.‘lbhc Dlace?
(& Place: burlal or cremation Mt Olivet Cemete Ty N
18. (o) Signature of f““e“‘(‘;d’"“j'-' Fl egmaﬁ & So_n In Ce While at worl.y—.. /0 (250 ‘i&gﬁ) flojury £
& Address = OSEep O . N S)f }/ 0.3 orastery
19. )%h_/ 1846 W . g | T BN © -
(e {Dnta received loc-lvqrialnr) . )» kM (Renmru s aignatore /37 Address #% . a-/L Date ngned..a'fcfﬁcé

.5%

(Licensed Embalmer’s Statement on Reverse Side)



o> |t

STATEMENT BY LICENSED EMBALMER

I hereby certify that the hody whose name is recorded on the reverse side of this certificate was embalmed by me, o820

Amzantic 2

working under my personal supervision,

Licensed Embal
P. 0. Address._ob _doOseph, Mo,

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

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




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

i
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DEPARTMENT OF COMMERCE
Burzau oF THE CENSUS

Registration District No...._.......

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District N o/_o_o__‘..

State File No W

Registrar's No. ﬂ —3 / 7

1. PLACE OF DEATH:

{a2) County
(B) City oFf tOWD. oo e A N\ P

i (If outside city or town limita, write "RURAL" and Ame ol towfiship)
{c) Name of hospital or institution:

{If not in hospital or inatitution, write street number or location)

{d) Length of stay: In hospital or inatitution

(Specily whether

In this community
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

(2} State. (&) County

{c) City or town.......,

(If cutaido city or town limits, write "RURAL”™)

(d) Street No

{If rural, give localion)

3. (Yes or No)

<L

(e} Citizen of foreign country?

If yes, name eountry.

1 BT Pudin. 3. dehadd,

3. (&)
No

3. {&) If veteran,

name War.

6. {a) Single, widowed, married,
divarced . 2L ..
6. (¢) Age of husband or

.5. Color or

iy W

6. (b)) Name of husband or wife.....oeeeer .

A a4

(Manth)

“mn

-

4. Sex

7. Birth date of deceased....

Years Months

5l

8. AGE:

WO,

) (Stats or forsign conntry)

9. Birthpkxce.@:.
10. Usual occuiation

20. DATE 7“;%: Meonth,
vearf. L. & 00
t

21. i

Other conditions,

-

1. Industry or i

{Include pregnancy within 3 montha of dm“hiUPPLEMhumﬂ

12, Name..

~

13. RBirthplace.

{Cily, town, or county) (State or foroign country}

14, Maiden name.

. Birthplace

MOTHER FATHER
e

—,
-
o

{CiLy, town, or county} {State or loreign country)

18, (a) Informant
() Address
17. (a) (b} Date thereof.
{Burial, cremation, cr removal) (Mooth) (Day) (Year)
{¢) Place: burial or cremation .
18, (a) Signature of funeral director.
{2) Address )
19. (4} [t}

(Registrar's signature}

G : SyoRMATION PHYSICIAN
ajor findings: . LB
Of operations - ]ﬁﬁw -------- /

- n hUnderIinc
> the cause to
; }:.( which death
Of autopsy.. . should be
Q d charged ata-
Fer tistically.
22. If death was due to external causes, fill in the following:
{¢) Accident, suicide, or homicide (specify)
(2} Date of occurrence.
{t) Where did injury occur?
{CiLy or town) (County) State)

{d) Did injury occur in or about home, on farm, in industrial place, in public place?

Wl;il 1 (Specily typs of place)
e at work? . ...

¢} Meangof injury_... /2

{M.D.orother) .
Date signed

23. Signature
Address_..._...couc.

{Dats recoived kocal repistrar)







