« 5. No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI 803
E";i“ii dILED VARTZE G STANDARD CERTIFICATE OF DEATH Stte File No

Registration District No.. & . Primary Registration District Nn..lOQOm........... Registrar’s No. 3 5 J‘E
{ / 1, PLACE OF DEA’I‘Hh 2. USUAL RESIDENCE OF DECEASED: /
nan
e (@) County ana sare. Missouri Buchanan /
S t JO se h (@) - {#}) County.
() City of town . D ' St, J h <
{If outaide city or town limits, wri “RURAL" and name of township) (¢) City or town.._... - (@] Sep
{¢) Name of hospital or institution: 7 (If outuide city or town limits, write “RURAL"} U
E. Vassar (&) Street No.._ 109 E. Vassar
(If not in hospital or institution, Write stzeet number or location) X - ¥ (1f rural, give location)
d) Length of stay: In hospital or institation . _ 213
@ nith of stay: " o?m_ m: _m Heen ’ (Specif:{ whether || (e} Citizen of foreign country?. . NO (Yes or No)
In this community..... MOS & aOfi ""life .
yeara, months or days) If yes, name country
MEDICAL CERTIFICATION
dufp FRrINY  Flora C. Threlkeld -

20. DATE OF DEATH: Moot Ma@TCh .. 10y

3. () If veteran, 3. (¢} Social Security 1947 ur. B minute. Q0__A
rame war . NODE v None_ . il ’ f 3

21. T herebycertify that I attended the deceased frgm

P ! 5. Colar or Ls. {a) Single, widnﬁ:d, married, Y ZI_‘ 1043 Andn SO 19"/7
4. Sex'—em—ale race t divorced arr ie d that I last saw h..LA,. ativeor ..o 194-44 44 9 - 19_..‘[_?;
6. {b) Name of husband or wife ... .__. 6. (¢} Age of husband or wife if and that death occurred on the date and hour stated above. Duration

Benjamin a]_{‘m______?__ﬁ ________ years || Isymediage canse of death
. Birth date of deceased July 4, 1875 M—‘-— e
{Month) (Day) (Year) )

8, AGE: Years Months Days If less than one day

71 7 6 hr, min
. 9. Binthptace. 32l ifax, Nova. Scotis . 2

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

{City, town, or county) {State or foreign country) it
conditio
10, Usual occupation HouseWife o LR e 1) O(ther 2 ’: 'NJ mthm&mnnlhnofdealh)
11. Industry or businesa Home . - - ) PHYSICIAN
Y Maj di x - —
{g 2. vame. herles Housemen.. s gt |l O operations.c B : {Mi IRER—
g T""Halifax, Nova Seotia : \ O g erine
= 13. Birthplace ; P e T / Wg"‘*h&%gh
- 3 joreign counlry’ f aveL . 3
£ { 14, Maiden name gé'@'@lfﬁ, Barns Sagd- = Of atopsy & : . %‘l%\;eﬂmﬁ
‘ ) . Ll : istically.
€] 15. Birthplace a ‘ ifax Nova S cotia 22. If death was due to external canses, fill in the following:
= {Cily, town, or counly, Siats or foreign country)
16. (a) Informant.. -Benjamin Threlke 1d | || @ Accident, suicide, or homicide (specify)
@ g 106 E, Va ssar St., City @ Date of occurrence
7@ urial - () Where did injury occur? e o i
(Burisl, cremation, or removal) (&) Did injury occur in or about home, on farm, in industrial place, in public plaee?
{c) Place: burial or cremation/ iU XS Y Stk iy

(Sps:lfy type of place)

18: (@) Si of finess] dirsled? il G2 . N AU o e 1 ] B M £ _.___._..__ﬁ.'
a gnature oélﬁ? ir ryor Ave i - ). eans o m]u.rY
! ® fs‘rmq a“ g g ' --------------------------- S (M D or o
19. (@ (Dn:rw{;edbﬁ;%“ ® Peristrar unmlnrc) -"""“" Date sume&s j-—:{]

3 g ’_,.(Lwenoed Embalmer’s Statement on Reverse Su/é' 7 M
")




STATEMENT BY LICENSED EMBALMER

ificate was embalmed by me, e=ba

A\ ... egistered Apprentice No.

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR
the above constitutes grounds for revocation of license.) .

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

[




