DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSQURI

AR5 b4y  STANDARD CERTIFICATE OF DEATH stte rite w024 B2

Registration District N03.24..., . Primary Registration District No.,.fZ_Q.?p S . Repistrar's No. l 39
1, PLACE OF DEATH;: ' 2. USUAL RESIDENCE OF DECEASED:
(@ County___Saline o i @ sumte, MissOUTE @ County_O@11ine 4 7
(5 City or town Mars all, 0 - . r
(If outside ¢ity & town limits, write "RURAL" and name of township) (¢) City or town.... Na.p ton
(¢} Name of hospital or institution: d (If outsids city or town limits, write “RURAL")
Bitzgibbons Hospital .. & |l swero.. BUxal.zReFoDe 1 a
{If not in hoapi or instftution, write streat number or location) (if rursi, give location) a
(¢} Length of stay; In hospital or inzLitutlon....‘..a..A.Dax.ﬂ .............................
Epueify whetber || () Citizen of foreign country?. N O o (Yes or No)
In this community.._...‘:.’la....xear3
years, months or days) if yes, name country.
PRINT MEDICAL CERTIFICATION
Fulf Name._Kate Viola Zimmerman . / ot
TR 3. (0) Social Securit 20. DATE OF DEATH: Mont s day
. veteran, . (< al urity =
# # A .H_g' - __/_&_.._..__miuute.l.‘).__q__...M.
natne war. No.#f
= T hereby certify that I attended the decegac
/ 5. Color of 6. (a) Single, widowed, marsied, & 3 YU s
. sulemale . aivorced Married {4
6. (¥ Name of husband or wife.........rcssmeecveeeeee. 6. {¢) Age of hushand or wifeif Duration
.............. Fred R. alive__1B2..........years
7. Birth date of deceased.._....... J_u ________ 16 1895
(Monlh) (Day) {Yoar)
8, AGE: Yeam Months Days If less than one day
52 11 15
e S .| U min.
|| 5. BirtwoneeCalifornia........ . Mo, £)
{City, town, or conaty) {State or foreign countey) /
10. Usual cccupation HOI.IS € Wi fe L i : 2 : C:t.he‘r gopdlumvis, within 8 months of death) I
11. Industry or busi 'y " NPT T N\ PHYSICIAN
- " jor nn ll"l..g!: )
I E 12. Namc..._g_eorge 'qanderﬂ ~ s é + Of operations - \ J.. ! Underline
2| 13. Binhplace. nala.forni& .............. Mo, i | ¢ thecauseto
(City, towh; or count *  {State or furcign cogniry) Of autopay..... Lm (S should be
E { 14, Malden name Bt t.ymDo son ---"-------—--_--—-—--—--Q-------- e e i fhi“eﬂ ;!a—
: . iy istically.
B
£ 15. Buthptace..CAL1LT ar.nia_m__. - Yo. . P— -
3 Ciny. town, oF o T (Sate o Tpi eate g} 22, If death was due to external causes, fill in the following:
: ident, suicide, or homi ify)
16. (a) Informane_Fred.R.—Zimmerman : (@) Accident, suicide, or homicide (specify
b enoe.
) AdMJ&I)'hQ!l...-MQ. oFeDe (6} Date of occurr
Wh occur?.
17. @ .BUurial ) Date thereir. 3%2#95 (@ Where did injury iy o vowey oty
(Buarial, cremation, or removal) (Dax} (Your) (&) Did injury occur in or about home, on farm, in industrial place, in pubhc plaoe?
= @ Plack: burial of u%nadnn...AIr wW.-RBo
\1811(a) Signature of funeral director.__. ey e e of injuri . ..~-.:-__ s
. )'
(b) Address._____ ok ] -7 ). (M D. N
E ity /"/?"ff ) A ;? [,‘ ?/
(DawFoceived local rexistrar) o {‘p d [ Dnte aigned _y

(Licensed Embnl:el:'.n Statement on Reverae Side)




RECEIVED
District Health Officer N&: 8,

District File Number. —c- ccceas aaan®>
Date Filod monamneLorededmiibatn o

STATEMENT BY LICENSED EMBALMER

e
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by

Registered Apprentice No.

working under my personal supervision,

Licensed Embalmer No 24 J/

P. O. Address...... W{ .71%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to émply wi
the above constitutes grounds for revocation of license.)

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




