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

1

b
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DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FILED NOV 6 lgg,q

THE STATE BOARD OF HEALTH OF MISSOURI

- STANDARD CERTIFICATE OF DEATH

35258

State File No,

Registration Distriet No. . Primary Registration District No. -~ * -/ O ?_?...._....... Registrar's No. 216 !
1. PLACE OF DEATH: 2. USUAL R.FSIDENCE oF DI:‘JCEASED:
-
@ Comty..Saline Missonri . - - 7 /
(a) State.. NN () County...Saline. . . /. 2.
(8} City or town,,_...... Ma-. I‘Bhall_t MO ] ety S
. (Lf outside clty or town limits, weite “RURAL’" ond nams of townahip) () Cityor tuwn.._..............Ma ) iy Bhall /
() Name of hospital or fnstitution: / (If outeide city or town limits, writs “RURAL™) 2
w152 S0.0.. 52kt Pond @) Street No....... 752 50. Salt :
(If not in bospital or institotion, write streat number or location) {If rural, give location) u
(?) Length of stay: In hoapital or Institution () Cltizen of f 2 NQ
3 {Specify whether e n of foreign country?.......JN4J.a {Yes or No)
In this community All His Life
yearm, months or days) 1f yes, pame country.
MEDICAL CERTI TION
PRINT
full same.. . Sherman. T. Anthony - g
3 &I 10 P— 20. DATE OF DEATH: Month.. G e
. L . . {£) Social il —
veteran ¥ /?@— 5___1101” Q—' ?/‘J’ mmutp @ M.
nAame war. N et / —
21, T hereby certify that I attended the deceased from. o 1-/-
& 5, Color or l 6. {6} Single, widowed, married, ;to _____ y e g——"_r' lgq_f
. s=Male 7 | neWhite] avorcce aTTied that I last saw hAaA*alive on Lo - g —— 10 $€ g
6. (b) Name of husband ot wife ..o 6. (¢} Age of husband or wifeif || 2nd that death occurred on the date and hour stated above. Duration
............ Nancy.  F..Anthony. elive... 30 years || Immediate cause of death
7. Birth date of deceased....... Feburary 25 1865, . || CRCastgp et . o JZ gz
- {Month) (Day) (Year) / o
8. AGE: Years | Months | ' Days If less than one day /
895 7 13
hr. min
/ Due to
5. Birthptace._ L8 COa . __lowa

{City, town, or coanty) {81ate or foreign country)

10. Usual occupatiun_..-..Br_i_Ck...Maﬂ.Q.n.._......_._._...___-.._..'._.._........._._'.

Other conditions.
"(include prégrancy wilhin 3 monibs of denth)

tt
11. Industry or business......... SR O, PHYSICIAN
or findings:

E . Name RObert AI] tho ny 5 - . ! Of operatiéns / ‘\ - J 'Under]ine
2. Bnosce CUBTIDIOD o Whgern / 4 e o

jty, ln'n L pr wﬁ {State or foreign cogalry) Of autopsy........ h ahould be
E 14. Maiden name. ... ¢ S / dla.rgeﬁ sta.

. i I : ; T H tistically.

g 15._Birthplace........ %ﬁm. I.}uli l'otu?nﬁglﬂ)’ -22, 1f death was due to external canses; fill in the {ollowing: "~ -

16. (2) Informant ML 8. Sherman T. Anthon ny ’

(%) Address Marshall s Mol
17. o) . _BUr ia ]; i (b) Date thereof.. lQ/ #h l’/_4 8

Bnrhl. cremation, m'remmr-l) {Month) {Day) (Year)

{e) Place: burial or mmuom...Ri.. &Q...Pé_g_gﬁ_ e_t_e_.ry

() Address...

19. (g)@% ?"'/?“/

(a) Accident, suiclde, or homicide (specify)

(&) Date of occurrence

(¢} Where did injury oceur?.
{City or town) {Co te)
(d) DId injury occur in or about home, on farm, in mdustnal plaoe in pubhc place?

(Specify type of place) -
) Means of i lmury

e (€, .

{Date reccived koca) registrar)

_._.:__.._..__. Da;e signed. £ & 3"({ g

(Licensed Embalmer n@mtement on Reverso Sidce)




RECEIVED

District Heajs Ofilcer
District File Nomber______ No’

STATEMENT BY LICENSED EMBALMER
r e

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
, Registered A;;prcntice No.......

working under my personal supervision,

Licensed Embalmer No..c. €. 2. f f”

P.O. Addr%s%da-ﬁﬂ(/%

(Failure to comply with

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING

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




