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

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

ALEDAPR 5 1348

Primary Registration District No.__ QW48

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

State File No.

95'70 .

2.\

Registraton sttnct Registrar's No
1. PLACE CF DEATH: d 2. USUAL RESIDENCE OF DECEASED:
awa * %
((:; f:t::mty " ggry'\]i{le (s} State Ml S Sourl (b) County. NOdaway
¥ or town

City or town........, Ma rYVi']‘le

T#

(If cutsido city or tawn limits, writs “RURAL" end neme of township) ©
({.’) Name of hospital ot msur.uuon (If outside cily or town limits, write “RURAL") ‘
ot, Francis Hospital @ Street No 319 Bast 4th 7
{If not in hospital or institution, write street npmber or loca, r{o )] {If rurn), give location) =
(d) Length of stay: In hospita! or institution wWeeks N
7 (Specify whether (| (e) Citizen of foreign country?. Q {Yes or No)
Ia this community__ .. O years
yatrs, months or days) X If yes, name country.
s . MEDICAL CERTIFICATION
Full RAME. BFFIE FOSTER March o5
TR o e e 20. DATE OF DEATH: Month rc day
. veteran, - e al Security 1948 i -
hame War. none Ne.JlGNE year hour / 0 m'""te.3 .5'__.......£.M.
H = 21. I hereby certify that Lattended the deceased from £/
, 5. Color or 6. (o) Single, widowed, ma(ﬁ*{ed, 24 ___"_L lDé{J’m m 2 5 o) 101
-y ¥ . 1} iy Ehats '—'-‘k ol
4 Sex-bema—le mce"‘l'h i te ' divoreed b i ng l € that I last saw hM_._ alive on... _3:14,4/1. S 2.?_, ‘‘‘‘‘‘ wﬂf’.

6. (b) Name of husband or \'.'if!'_..__._DQ_I.le“ 6. (¢} Age of husband or wife if

and that death occufred on the datgand l'mur stated akove,

Immedinte cause of death. &%

alive. e __years
7. Birth date of decensed. o MOV e 9D 1865.
(Month)} {Day) rp'._.‘r (Year}
8. AGE: Yeara Montks Days If less than one day
82 4 16 hr. min b
ue to
9. Birthplace.. . Illinois /
{City. town, or county) {Stale or foreign counn-y)
10. Usual occupation HousekeeIJ er o(::::lfur;imywimmammbofmm 4 1
11. Industry or business__ HOME — S /{1 paystenn
8 ( 12, Name John W. Foster B TS I P a—.(,u.wb,l R A0/ .
noeriine
£ 15 Bisthsace Ross Cao. Ohio [ . ) . %mm ne
r‘.‘ ) (Cu.yﬁuwn wr wuntye) {State or foreign country) Of autopay AL WW E :&Cgﬂfﬂgj’:
g 14, Maiden name a CV cott 7 v charged sta-
5 ) K 55 Co Ohio / * tistically.
g 15. ‘Birthplace. proTry— o?mm = R S M 22. If death was due to external causes, fill in the following:
16, “(a) Taformant William L. Foster . . _. (a) Acddent, suicide, or homicide (specify) W_. i £
(b) Address Maryville, Missouri (b) Date of occurren 2 5 "‘8/ 4 ,7 L)L
17, (@) burial - {5) Date thereof. "5/ 29/48 {c} Where didinjury ¢ T ”(Co“;‘”“ S "‘"’mo
{Buria!, cremation, ef removaly . (Month) (Day) (Year) (d) Did injury oceur in o about homk’on farm, in industrial place, tn pubhc place?
() Place: burial o cremaﬁon__.M rlam P A FOVAAL e S
18. (a) Signatare of funeral director.. lmﬁi A :L ._.._ZJ' OPIRL \wiile at work? (!:“:i_‘_’ '(‘;‘J” e £ injury... d _0
Maryville 1ssour o
, (8) Address....... Z___ . . 23. Signature M. D. orother)m D
19. Ao B A WA . A L. Py
¢ (Date received local registrar) 172 o") £ || Address__ .. Date s ued'i.zé_i‘(?’

(Licensed Embalmer’ anlatement on Hoverse Side)




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.

Regtstered Apprentice No -t
working under my personal supervision, M’ ?
P Y X Slgned
- 1
RN . ‘, Z :2
; Licensed Embalmer No g /

+ (Failure to comply with

!'f‘\

P. O, Address...

Note:, The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT
the ahove constitutes grounds for revocition of license.)

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



