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

LS

DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOUR!

"S-

FILE Aug 19 B48TANDARD CERTIFICATE OF DEATH sun e 2 O2O6 7

Reqistration District No._s... AUV Primary Registration District No.‘....§....o...9...g........ Registrar's Na i / g 7

1. PLACE OF DEATIL
{a) County Boone
) City or town..._.Calumbia., Missouri

f1F cotalde ity or l.n-n’i-hn. writs “NURAL" asd name of township)
(¢) Name of hospital or institution: </

Ellis Fischel State Cancer Hospital
{1 not in boapitn] of cstltotion, weite street number ot locwiion)

(&) Length of stay: In hospital or Insdtuuom_lmtl_ﬂlr_dﬁiﬁn

(Specily whether

In this community
years. motiths or daya)

2. USUAL RESIDENCE UF DECEASED:
(a) State Missouri (5) County. Cedar 2"0
ElDorade Springs '

{11 outside city or town Ilmits, write “RURAL™)

(&) Street No. 204 W, Pine St.

L . (ll‘run.l give location)

{c) City or town..

(" Citiigq of foreign o_ountry? No {Ves'or No}
e B P S - A
1f yew, name country et 4

3 I?'IEDICAL'CEBTIFICATION

Mooth), (Dey) (Yedr)®
{¢) Flace: burial or crematlon

3. (@ PRINT .
. ray, Inla Jackson . T L
FULL NAME. = = 20. DATE OF DEATH: Montn August day__ta
3. (b) If veteran, 3. (¢} Soclal Security year 1946 hour....0 minuteld __ Pune.
N
pame war ° 21. 1 hereby certify that I attended the deceased from. ..‘.:‘..!._. ...../ S
Ftor
/ 5. Color or 6. (6) Single, widowed. marricd. 1w Auy{- [ 4 ]9?6
. s
4. Sex Female race. Whlte di"mc‘ﬂ-lcicmg-z that | last saw b, BT alive on.............»_«.A.!:i . . lﬁé
6. (5) Nameof husbandorwife_ 6. {c) Age of husband or wife if an_d that death occurred on the date and hour stidted above. Duration
BHVE.. - oooroerieeenn FERTS Immediate cause of death
7. Birth date of deceased. S€DGeMber 17 1879 HAremte 30 day.
(Moath) (Day) {Yonr)
8. AGE: Years Months Days If less than one day Due to.....d.&p}l_l'_a LC!SZQ[_’J__ ......... __‘_,.._g.ﬂmg.!g!!
66 lo 18 hr. ~min.
™3 Due to
9. Blnthplace___BoOONE Co,
-— e " (City. town, or county) {State ar foreign country)} T 7 - 0 " remee—]
LMY CRYECLIMOm o - E’ e,
10. Usual occupation SX—=RE sturant, cook & housewife Q:mffgm%mm———f e Al
‘11, Industry or business ) ‘ i ﬁ 5 - PHYSICIAN
ajor Dnaings: —
€ { 12. Name... - Jackson, Szammel : of omﬁnm..ﬁJC o ; arcimoma o f {: Undertn
= Dt . ‘ .
£ ' e T .- the cause to
2 | 13. Binthplace Kentucky _.j_
> v gzlty. wD, or nc {Stata or foreign country) 0{ aumu,ﬁﬁd&#éfﬂ s f’ ;re.‘.,h"fob\ :,ﬁc;?l%dl:t
= ¢ 14, Maiden mme v2CKSON, Latherine T leharped sth
E : Mi%souri 0 tistically.
15. Birthpl . ¥ a ’ ing: "
g place P pp— Bite o Toreien covoten) 22. If death was due to external causes, fill in the following:
16. (@) Informane_ MIS. Lillian Zumbrunnen : (s} Accident, sulcide, or homicide (apecify)
) Address__Rockville, Miscouri (3) Date of occurrence.
17. (a) .&M.L— (¢) Date thereof. ‘9 s /?f‘ () Where did injury occur? (City or town) {County) {State)

(d) Did injury occtr in or about home, on farm, in industral place, in public place?

18. (a) S‘ignatnre of funeral di.rector_ - %_‘!‘_“__g__}' While gt Work?.....oueer ......-...m..[swf’ '(“r "h&m) of ijury i)
' R U
@ Ad M
23. Signature.._ AV o (MD. e
9. @ _S_V:lff_(a_ ® A Qm Py :
ved local rasistrar) {Rextstrar’s irmatare) Address___ R .m‘_:. Date ﬂn:d;‘,%

% (Liconsed Embalmer’s Statement on Reverse Side) /7,‘




IFITRTTY P g
CSTEFETZ T equN ey sopysyg “

'8 "ON 180440 yiEel Jommig)

A3A1303Y

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. oo R

Signed e M 2 %ﬁf
Licensed Embalmer No. / %J 7
P. O, Address M{ %,

working under my personal supervision.

T
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.




