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

DEPARTMEN‘!‘ OF COMMERCE
BUREAU OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF

EATH 1623

HLED FEB 2 19‘1 State File No
. {20 -
Registration District No A Primary Registration District No.._ ! 5~ 7 & - Regisirar's No.
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED:
Harrison. 4

{a) County (a)= Statei-- = Miﬂﬂ Ouri - {8} County lh'rri 3Qn S
®) Cityortowtso...____Cainaville - ) e

(If outaide eity ar town limits, write “RURAL" and name of township) (&) City or town.... Cainsville -~
{c) Name of hospital or institution: (If outaide city or town limits, writa "RURAL'") -

)
{I{ not [n hoepital or institution, write street number or location) () Street No {If rural, give location) bl
(d) Length of stay: In hospital or Institution
(Specily whether || (¢) Citizen of forcign country?. No (Yea or No)
In this community.... ... o1 1. L £
years, months or days) If yes, name country, N
{2) PRINT MEDICAL CERTIFICATION
Full NAME_PFrona: Elizabeth Robertson. ... ]
- - 20. DATE OF DEATH: Month__ JRGUATY _ day . 3lste,
3. {8) If veteran, 3. (¢) Social Security 1947 h i M
name war None No NORQ: year, QUL minute. A
21. I hereby certify that I attended the deosased fro ....._.._.../A....._.._...........
5. Color or 6. () Single, wid‘?wcd. married, 17t ‘7&“\_ o5/ 19Y 7
s sex._Femmle | n.Bhite . 2 divorced.. Wi dOwed that T last saw b QX alive on,ﬂ/\oJ._ Vadd 1977
6. (b) Name of husband of Wife.omeurrrcveeeee 6. (€} Age of husband or wife if || 2nd that death occurred on the‘date and hour stated above. Dum.hon
BBV years || Immediate cause of death. Ao S TR LESTEY |
6 ? caa A
7. Birth date of deccasedb_pmril____%____lag_ ”- 0 il Sy Biniaid -
{Month) (Day) (Year) Woavary g
8. AGE: Yearg Months Days If lesa than one day Buetn /4

hr. min

7719 5

%

Due to..
9. Birtholace __MeRcer County . Missouri /)
(City, town, er county) {State or foreign country)
n R Oth ditl
10. Usual ocenpation __ HOUSQKOODOL . (Inctude proguaney wiibin 5 menibs of deatb)
. Industry or b PHYSICIAN
. \ . o Major findinga: . ﬂ
| 12, Name ........ Iuliuﬂ..Gn.Mll]lins » Of operations.......... o Lo
M ST ,3 - . R . { L Underline
13. Birthplace Mia%nuni_ _{/ NCRICIITLN [t et the cauge to
(City, tawn, of county (Stata or forcign country) Of autopay........... o should be
14. Maiden name. MaTY Jane. Mexandar \ . : :::{hzggeﬁsta-
N . {tistically.
15, Birthplace e TP er———t o (53%:;!;;" 22. If death was due to exterral causes, fitl in the following:
6. (@ Tnformane. MBBle Melson ' % || @ Accident, suicide, or homicide (specity)
®) Address_-- Gainaville, Missouri, ____ |[[¢ Dateof cccurrence
el (> ot thrio. 0L B TOLT 0 e ity oot
: (Buarial, “-""m}“‘""' rpmyeiy (Mosth) (Duy) (Yeard || ¢d) Did injury occur in or about home, on farm, in industrial plnce in puhhc pl.ace?
b Plame: Barial or cremation M011ins Gemstery "
. ‘ I pla - T~
18. (o) Signature of funeral director..___-Bo. Jio Stoklasa: . . While at workza. A | oo B Mans of injury. __(_/_l_ R
) Aatese___Ce1insville, Mo, ; Qf |
23. Sigmature.. > 1N A S
o @ A=10-194T w3 Lha S hauwa. |2 S S
Data received local repistrar) (Registrar's aignstare) Address.

, b {Licensed Embalmer’s Statement on Reverse Side)

1 _ ~ _ ;




Dist
Camer()n, MO OF FICE

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, :f'bj

Eddie J. Stoklasa:

working under my personal supervision.

P. 0. Address ;.. Cainsville, Missourl... .
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his QWIN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) .
LI this body is not embalmed, fact should be so stated above.

LU ¥ - r




