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WRITE PLAINLY—USE Ul\iFADING BLACK INK--~-MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
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FLED MAY, 19 19987

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.-3:0..1.6_.....

)
State File No 57‘) ?
Registrar's No......... la_g. .....

Remstraﬂo
1. PLACE OF DEATH:
(a¢) County Cole

(%) City or town.. _Jgf

& oty or lown
() Name of hospltal or institution:

St,MarysHospital
{If not in hospital or institution, writeatrest umnli 6 Iocal.lon) :
(d) Length of atay: avs

(3pecify whether
In this community. _..
yenrs, months or days)

Git.

il.l “write - XJRAL" and name of township)

In hoapital or institution

2, USUAL RESIDENCE OF DECEASED: ‘2 é)

(@ sate_ Missouri o comty.D01E€
M §

@ CltyortownRUT8L nearer Osage Bluff,
(I outaddo city or town limits, writa “RURAL") 0
(Yes or No/}

@ swect o N.0ATEr Qsage Biuff, Mo, .

(ll’rurnl give locnunn)

(¢} Citizen of foreign country?

If yee, name country.

Fuil rameDeloris Reta Schubert

MEDICAL CERTIFICATION

—
FCK 3 i) Soctal Securl 20. DATE OF DEATH: Month MMABAL~  quy 4D
. veteran, . urit;
N O ]:- N é year. / ? “8 howr, ‘—7 minute. A M
name war. o
21. I hereby certify that I attended the deceased from. mM (9
j‘e al ey 5. Color or te 6. (a) Single, wicg{ed. m}a..r:e-ie - - z to. M /5' 195{1;
4. Se m 1 race. l divorced . 2 XNE L €14 that llast saw hlfe__ alive on..... 2¥hEALn | 5- 3 10¥8;
6. (3) Name of husband or wife....o.eeoee... 6. (&) Age of husband or wife if and that death occurred on tyatc nd haﬂ stated above. D on
no alive... 13Q _ years || Immediate cause of death.. réM » il 2.94!-
7. Birth date of deceased___S€PYe 23, 194,
(Month) {Day} (Yeat)
8. AGE: Years Months Days If less than one day
5 7 2 2 ht min

Jefferson City, Mo. D)

9. Birthplace
A (State or foreign conntry) _

(City. town.orcounty) . .« - -

10. Usual occttpation_. ~Infant.

MW@W

Other condmonn
([ncludu pwlnlnc) wilkin 3 manths of death}

Jefferson City, Mo. )

15. Birthplace

11, Industry or business o i - PHYSICIAN
£ (12 name. Clarence Schubert Maly ;‘;d,::%::.. A

E{ 13, Bibpiace__JOTTOTSON City , “Ms. ' D 2 S'E:%‘:’Eggﬁe
& { 14. Maiden name,_l\.-g.fg,f’hiﬂéu ?é‘g obg- {Stare or forsign conorsy) Of autopsy. :ll::r:elg stl?as
E tistically.
=

e,

{City. town, or county) {81a1g o foreign country)

. @ miormane.ClBTENCE Schubert
@ adaresBEFD 4 Jefferson City, Mo.

—
&

17. (a) i Bur ial {b) Date thereof. b -1 7-48
{Buria), cremation, or removal} (Month) {Day) {Year)
(¢) Place: burial or crcmation.tl.o .-“2 ?_9_3' (_}_er_n_ej[e
18. (o) Signature of funeral director_ = ot =
® addren_Jeofferson City, Ma. 1,_ .

19. {o)

DGR o A

{Date received tocal rerlatyar) (Rui-l.rnr ] -Kn-mn)

22. 1f death was due to external causes, fill in the following:
(@} Accident, suicide, or homicide (apecify)
(&) Date of occcurrence,

() Where did injiry occur?.

(City or town} {County) {State)
(€} Did lojury occur In or about home, on farm, in industrial place, in public place?

(Specify typo of place)
{¢) Meansof Infuryaeeeee

Kt AT (M. D. orother)ﬁ?;ﬂ-
1 ddress. 1 Lo . J TMBE. Date sumed.‘.b 5)2‘?

{Liconsed Emb.

ment on Reverso Side) % M/
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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....
. Re'gistered Apprentice Nou oo .
) oM .

working under my personal supervision. .

Signed.. CAETA

' . €

! h . ‘ .' o . " Licensed I;.mb;lmer N037ﬁ/ .......... _

P.O. Address SAC
Note: The ahme MUST BE SIGNED BY THE LICENSED EMBALMER in lns OW'N :
the above consututes grounds for revocation of licensel) . L2 v ¢
L. P

- If this bc_)dy is not _embalmed, fact should be so stﬂted-ﬁbdv:élb




