8. No. 2

M—E8-43
. 5-17-39

1 xaz823

N 1)

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

FILED MAY, 121

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI 1% >,
I LW F

Biazav o e Crvacs "STANDARD CERTIFICATE OF DEATH Stte it o

--1003 Regisrar's Wo 4099

[

6 (@) Informanr_. p% O A .. AR
" (9) Address 537 Kep¥uk 3*' ) " . '
170 e} Bnr_;l.gl______ & ) Date thereor. MY 6 1926

m“""“’“‘“’""’"‘“‘“"" (Month) {Day) (Year)
{c) Place: basial ar cremation St.Paul’s ¢
18. .(n)
&
19. ()

Slgnature of funeral director... .\l

Registration Diatrict No........—- Primary Registration District No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
\ e
((:,) ?:oum st (c) Sate_ Higgourd .. (& County U
ity or town____.
O i cuteide ity br town Liit, writs "RURAL” ad name of township) (&) City or town.... Bte.lpuls de
() Name of hospital or institution: [ (If qutalde city ot towa Limite, write “RURAL") & [ 7
» -
St.Anthoni B_ Hﬂﬂp.nﬁl {2 (d) Street No. 2837 Keokuk Bt
{If oot pital ar i , write street ber or location) (It rural, give location)
(d) Length of stay: In hospital or institution 4 Days:
, (Specily whether (¢) Citizen of foreign country? (Y e ar No)
In this community
years, manths or days) If yes, name country.
MEDICAL CERTIFICATION
. PRI
Fuil NAME. Ida A.Saddler
- - 20. DATE OF DEATH: Month.......&th . .. day e MO
3. () If veteran, 3. (¢) Social Security 1946 . 1:45 A iy
- ur. -4 inte . ... b .
name war. Sttt NOAQ.‘._O_S:Jr%‘._ year ° fnute -
21. I hereby certify that I attended the d
. 5. Color or 6. {a) Single, widowed, married, 1 99’ r & ol
srsclemale /| e WRiSH.. divorced. WAAOW _ 2l o ntive on i
6. (5 Name of husband or wife....oo.oceoo. 6. (¢) Age of husband or wife if || and that death cccurred on the date and ho statéd above Daration
AliVe .o nnn. yenry | | [mediate capae of death
7. Birth date of deceased.... %tqmr__% 188‘ ' ’.API I\ ?
(Yionth) (Day) (Year) . 7
8. AGE: Yeats M6 Ws If less than one day Due to ‘7 La&!v
/ 61 t‘ ( hr, min o
W] Due to . .
9. Birthplase......... Missourd 1 L
(City, town, or county) {3tate or foreign ew.nur) p
10. Usual occupation. 20O Ot lonary Worker e b7 3 vaoeabn o eniiy 7/
11. Industry or business. Spack 's. Confectionary.......... i PHYSICIAN
- or T1il m_gs:
E { 12, Namemoro Mopitz Kaeppel _Morits __ s/ ||  Of operatio %M ¥ —
' S the cause to
2l Bh:hpm.___(qfﬁm Py et u{ ) , [ehichdeath
" : Of aut shou e
= 14. Malden mme,:ﬁenrigi»{ Diﬂtﬁ 1 aukopsy charged sta-
E V4 f tistically.
o | 15. Birthplace.....  WOQIIRRLY .. . . . . . .
g ( City, town, oreonntv) (Suuw Toreim comntss) 22. If death was due to externial causes, fill in the following:

(e} Accident, suicide, or homicide (specify)
{¥} Date of cccurrence.
(¢} Where did injury occur?
(City or town) {County, (Sta
(d) Did Injury occur in or about home, on farm, in industrial pl.a.ce in public plaoc?

ﬂ

My ( po of place)

While at wor ¢) Means of injury.. __._ o0 SN

6. s

(MD—““

adiess 3253

(B2 Arsmsis! e mm_{{_gz

{Licensed Embalmer’s Statement on Reverse Side)




bogerm -
&8

p:ca;.xd

T N R - 2ligmol ’-i"faunlflmi..‘.‘r%

oye e ' o
&

’ A ' e TE N L, X §
eens T ga _ TPAN L3 L .La - %
~ T, -
" - Hel e w e .
[ - a‘} v iy £—ﬂt4."'k""ﬂeé B 3 A

& . . S : . -
: {98 (T 24ed slaie¥, §+

2L 22 wedadad

» I3
itpoazts

)

A8 Yu-d-rilostuow
STATEMENT BY LICEN SFQ,iF:“N'_Il}” Pl:Eﬁ:oJ APCTIN
_ ) Ll e LelieRa Lildow
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

Ve T A

£ Rieistered ADDT6atiEE N oo sr e ,

working under my personal supervision. VisLrisy

»
’e TITTIVIRT

G5 3 s Licensed Embalmer No‘._.éﬁr }

P S VS SR

Stgned

. TS
F. O. Address .
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 embalined, fact should be so stated above.



