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

w

DEPARTMENT OF COMMERCE
BUREAU of THE CENSUS

FLED JUL 141

Registration District No......el A2

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

—_ Primary Registration District No......

-

State File N, 18894 |
%_08:0 Registrar's No. / .5 -

1. PLACE OF DEATH:

(z) County.
() City or town...

Carroll

Norborne Mo, YDk, .
ar outaids ity of town limits, write © RUBAL” and pame of township}
(¢) Name of hospital or institution:

_¥Yest Second Street

{If potin lmspnml. or institution, write strest number or location)
(d}) Length of stay; In hospital or institution xXx

_Twenty Five Years,.

(Specify whether

in thia community.....
years, months or d.aye)

2. USUAL RESIDENCE OF DECEASED:

State...........-Ml..ﬂAB.Q.unlih..' ) Countyc&rrall/z
Norborne, 2

{If outside tity or town limits, write “RURAL™) 0
West Second Street,
0

{ILf rural, give location)
{Yes or No)

{a)
()

City or town

(d) Street No

No

(¢} Citizen of foreign country?

If yes, name country.

3. (o) PRINT
FULL NAME___._

Charles Edward Spitzer, . .

3. (®) If veteran, 3. () Social Security

name war. no. No. N O.

"o d 5. Color or G. (o) Single, widowed, married,/
. s Male O .. Whitel  avecdMarried/

6. (¥ Name of husband or wife... 6. (¢) Age of husband or wife if

__Amanda Ellen Spitzer. .w..76

SU—. Lozt

MEDICAL CERTIFICATION

7 .
mi nute....a..;._ﬁi.

Z.

20, day.

DATE OF DEATH: Month 7 -
yeatr. £, f é[ } 7

121, T hereby certify that I attended the deceased from... 7"

. 19.9;'} to.... o~

_hour,

Duration
Immediate cause of death

7. Birth date of deceaaedean_.. 18_._ ..IBG?
(Month) (Day) {Year)
8. AGE: Years | Months Days If less than one day Due to. ,
81 6 Ig b, min
Due to
o. Birpotace-..KENBAA. Ci ty M15sourL_.._.._.._.._.._Q.-.

{City, town, or cotinty} ~ {State ar foreign country}

10, Usual occupatwn._.Eamerm_q-._cam_en_te_r_t__.

11, Industry or business.

g { 12. Name.... W32 1dam_ Spitzer. . . /
=1 13. Birthplace Stare of. Tenneseﬁ___

5 18, Maiden saime (Caty,lny cawellsummfmwnmunuy)
5{ i, Bisthoace State Tennesee, /
= - {City, to:g'or county) (81ate or foreign country)
16. (a) Informant. 1‘7],4..: et‘ﬂy, Y SN 5 SRR Y. £ S

) Adm“.:g.b\_w ‘7?%
@ Loo.purial ) Date thereaf '/ 9/ 1948

{Burial, cremlwn,urremnvnl) (Month) (Day) (Year)

{c) .Place: burial or crematinn...g.gl...._rn v_en _g_

18. (o). Signature of fune:al directm-

(Rumlrnrlul!mllm) / ’ ,

Other conditions
{Iopclude pregnancy within 3 montl}a of death)

- e PHYSICIAN

" Underline
the cause to
'whichdeath
should be
charged sta-
tistically.

Wajor findings: £ 4 o
Of operatiens... ... .

Of autopsy......

22. If death was due to external causes, fill in the following:

(a) Accident, snicide, or homicide (specify)
(b} Date of occurrence x k;
{c) Where did injury occcur?

{City or l.mm) (County)
Did injury occur in or about home, on farm, in industriai place, in pubhc place?

(d)

(Spemfy type of place}
S )| ns of injury...

(o) Addregmy.
19. (a;? A _E._Jg M)
{ ate receivid Jocal registrar)

v (Licensed Em.bu].mer s Statement on R/ crae Side)




ECEIWVED .
gistrict Health Officer No. 8,

District File Nomber. .. =s-csem==n*

Date m-d----..j 1:?.’._.‘1-‘. s.-.. . .

S - L
PO W :

.

STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBAU\IER in his OWN HANDWRIT]NG. (Fa:lure to comply wit
. the above constitutes grounds for revocation of license.) I -

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

I '




