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

DEPARTMENT OF COMMERCE -
UREAU OF THE CENSUS

ILED

Registration District No...

THE STATE BCARD OF HEALTH OF MISSOURI

MAY 1 6 STANDARD CERTIFICATE OF DEATH
gl% anm'Y Registration District No.._ .. __,__:_l 00 3

= .
" ., State File No 1‘31-‘()2

~l Registrar's No......... ..._3894...

1. PLACE OF DEATH:

(a) County ey 4

SE e T

(&) City or town

(Ef cutaide city or town limits, write “RURAL" and name of township)
{¢) Name of hospital or institution: J

..Misgouri Pacific Hospital.

USUAL RESIDENCE OF DECEASED: ~ - T

smM.issouxi e ) c°umyJacks.on 7‘(
Bu‘e Xner - s o

{[f cutside city or town limits, write "RURAL") /V &!J

(a}
()

City or town

Street No.

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

Ann Anthony Shafer

6. (c) Ape of hushand ot wife if
alive..._..! 8 O ......... years

{If nct in hospital or institution, write strest number or lmnlu)n) (if rural, give location) E]
{d) Length of stay: In hospital or institution. ....... -31‘ DH.Y.S":. ......... .
(Spocifly whether || {¢) Citizen of foreign country? {Yeaor No)
In this community y
years, mautld or days} If yes, name country.
3. (a PRINT MEDICAL CERTIFICATION
vid Mame_ . Lufhex James Shafer AP-Ril
P | Security 20. DATE OF DEAT];;/ gnnfh —day ‘55 f
3. (b) If veteran, 3. {¢) Socia ? 7
| S rvrarsenBOUF e minute.,.... .
name war__.. O .. Jnknown / JA
- 21. I hereby certify that I aitended the deceased from.... -
: d 5. Color ot 6. {a) Single, widowed, married, 10/
! X Lo ] ra v
4. Suual_e___ mc&‘;&hlte d.lvorned.—:iarrj-ed that I last saw h A8, alive Oft...._.

and that death occurred on the date an

Immediate cause of death

7. Birth date of deceased.......... J'LJ.]. A S 1 3 e 1 86 5
(Month) {Day) {(Yoar}
8. AGE: Years Months Days If less than one day Due to.........
[l 80 9 | 14 b, i
-Due ta
9. Birthplace Ironton - Migsouri (|} -
™ . © {City, town, or coanty) (Stats or foreign cotntry) ; F,e-j
10. Usual occupation Refired. : e (){Ehel[fon;{mor}ﬂ within 3 moaths of death) ;\"("‘“
11. Industry or business ; SR PHYSICIAN
]OT lngs —_—
g 12. Name Peter Shafer o + - Of operations....... : Undetline
2\ 15, Birthplace (E\Ilewark ) E)whir o_._ ‘{ > 3}1&&3&?&;
aty, Wi, OF or muﬂ niry . 8
E 14. Maiden name n T“Bng' F ebaoﬁ Of autopsy ch:r;cﬁ sta?
bt - tistically.
2{ 15. Birthplace.... 'I‘:(g_-rx%—'?%&&&-"" (5%0%1&{,{ 22, If death was due to external causes, fill in the following:
16. (¢) Informant MHrs WA Ce Mil es . {¢) Accident, suic:’de.'or homicide (specify)
(%) Address Buckner , Mo, () Date of occurrence
17. (o) Burial (b) Date therdof. "4 30— 46 (¢} Where did injury oceur? g T o
(Buzial, cremation, ot remaval) (Moath) (Day) (Year) (&) Didinjury occur in or about home, on farm, in industrial place, in public place?
{c) Place: burial or cremation BUCkner MO'
1R, (g) Signature of Tuneral director... Alb ert H. Hopp € e ot wurk? i t(’pe < ph:?of oyt TN
) Addressy 4700 Washington Blvd,. ; ' - 2/, -y v
,l]PR } ﬁ S:gnature 4 e e e L r other) ...
19 (@ (Data reccived Iocalremu’nl}ws T %?;;ﬁm:e) i / ? .&-S- q WY, ettt X /S ] i ate gigned.. ?/ 1 ? Ké

{Licensed Embalmezr’s Statement on Reverso Side)




STATEMENT BY LICENSED EMBALMER

I 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 personal supervision.

. P.O. Address. R

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

-

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




