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

DEPARTMENT OF COMMERCE

FILED 0CT 6

Registration District No. _z%._..

Buzgau or THE CENSUS

STATE BOARD COF HEALTH CF MIS';SOURI

STANDARD CERTIFICATE OF DEATH

30926
e 853

1. PLACE OF DREATIL 2.
() 1L 13— ~_g§.ﬂﬁne § @
(8) City or town._ pringfield
rlrwuul- ity or towp limiu, writs "BUHAL" and name of toweship) ()
(¢) Name of hospital or institution: o
Swringfield Baptist Hospital || ,

(d) Length of stay:

(It not In boapital ar insti wrilastreat

ber or loratlon)

days

In hospital or ingtitution

(Speclly whether [{ (¢}

USUAL RESIDENCE OF DECEASED:

sumre __ MiSSOUTL. 4 county. GTeERE -.:?:? |
City o town Willard PN ‘

(ll’ouuic!oeit town JTiml/ -~ - |
coeer o RURAL ROUTE"# SRET(LT o

(It rural, give iocation)

No

Citizen of foreign country?

(Yes of No)

In this community 74 years
yanrs, ponths or days) y If yes, name country,
MEDICAL CERTIFICATION
bl TNT SMAZORA HOFFMAN o | -
: 20. DATE OF DEATH: Momb SeDbLember a4, 27,
3. (b H veteran, . 3. (¢} Social Security 19‘&7 L - 20 P
name war None‘ No None Year, hour, : mintte, fo\ M.
- 21, I hereby certify that I attended the deceased from .
/ 5. Color or 6. (0} Single, widowed, married. — /L 1R L to 7 s "f A
4. Ser.E.au.l_b.:;_e:_._ mce.....‘?.h;.l-_.t..%... dIVnrced_b‘la_-ll_l:l:.Ld that T last saw h.!A_.—_rﬂﬁve on '7 ~F 7
6. (8) Nameof husband or wife_.._________ 6. (¢} Age of husband or wife if {| 2nd that death occurred on the date and hour stated above. Duratios |
Max Hoffmen elive. JILUNO W1 yeara || Immed use of death 22 4 i
7. Birth date of deceased Oc tober 50 F) 1872 M@Mk e .
{Moath) (Duy) {Year}
PR aath, * f
8. AGE: Years Montha Days If less than one day Due to—___é‘/m._ 4. S
74 10 28 b b min. ¥
. Due to .
9. Birtholace Polk County, Hissouri (M
. __ (Clsy. wown, or county) {3tats or fureign coantry) . || T . __
Housewife Other conditions —_— -
10. Usual occipation = 7, = - " e - {1nclude peoguancy within 3 moaths ofdul.l:)
11. Industry or business.£100E_Makaing S| —— PHYSICIAN
& { 12, Name.. Jacob Hinkle - e || Mt n:mff:.‘.. — & 7 l UTu
= 7 %  Underline
=1 thphmmm&_m__.____.__ Tennesses {the cause to
I (ﬁlv Eﬂmw oototy)} {State or lanl:n mn:n) Li Of autopey. Y 7 Z) ( } \ ?}? f,c:.%m&
E{ 14. Malden name /‘ i e ‘ (;Pargﬁ sta-
Unknown Tennessee 3 triey.
15. Birthpta : '
g place. i ———"1 (Biats o farelqn covats) 22. 1f death was due to external causes, fill in the following:
16. (¢) Informant Max Hoffman._ (Hu sband) (a) Accident, suiclde, or homicide (specify}
® Aamm“__;ll_&ri;.Mlsﬁouu_l.ﬁaut.a_#;ll (&) Date of occurrence
1. (@ Burisl ) Date thereot.. HU2FLIOLT...|| (9 Where claalery i ity woes] (oo (i
(Burisl. crematioa, o (Month} (Day) (Year) (d) Did injury occur o or shout home, on {arm, in industrial place, in publlc place
(¢ Place: burial or c,.,.,,,.,.ﬁose hill Ceme tery /) K
18. (a) Slznnlure of fun mrLthyef FU neraI Home Wiile at “z/ e ) Meaul of Enjury_.__..,...........g....
(5 Address bpr1ngf1eld,~M1ssour1 :
23. Sigmatute_,_ ‘.
o0 GeBVAT T2 ety WS, fff/‘{%‘ "'3?:77
(Data recsived focal roristrar) exlatrar's siame ” ; Address..... A _,M..- 2 Date sign
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STATEMENT BY LICENSED EMDALMER

I hereby certif%’ne body w%ecorded on the reverse side of this certificate was embalmed by me, or by. é‘ /7 /? ......

, Registered Apprentice No

o

working under my persol

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his WRITING. ailiite to comply with

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above,



