DEPARTMENT OF COMMERCE

Y8 19

Registration District No.__a._.z_. .

THE STATE BOARD OF HEALTH OF MISSOURI

FILEE“IA7c: " STANDARD CERTIFICATE OF DEATH su. ruc o L3469
Primary Registration District No.....0.8.&... Registrar's Nor. d LB E o

{a) County
@ City or town_S04a1 18
(If ontsida ity or town limits, write "RURAL" and nnme of township)
(¢} Name of hospital or institution: /

A

1. PLACE OF DEATH:

Pettis

1319 E. 16th St

~

In this community
years, months or days)

(If not in hospital or institution, writo streat number or location)
(d) Length of stay: In hospital or institution

25 Yrs.

(Specify whether

2, USUAL RESIDENCE OF DECEASED; f’a
@ sme Missourd @ coumy P8ttis .
(¢) City or town Sedalija é

{1f outsids city or town limits, write “RURAL™)
{d) Street No 1319 E. 1l6th St.- ;
(If rural, give location) 0
(e} Citizen of foreign oountry?ﬂo . (Yes or No)

I yes, name country.

MEDICAL CERTIFICATION

i

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

k

MOTHER FATHER
o,

e,

-
&

3.2 PRINT sonhia Elizebeth Cunninghem
T o St o 20. DATE OF DEATH: MonthADTIL 4 30Lh:
. , . uri
3. @ veteran ¢ v year. 1947 hour. tf minute. L0 ﬂ M
name war, No
21. I heteby certiiy that I attended the deceased from.
/ 5. Color or v 6. {¢) Single, u;?;“éed. martied, | I1-2 7 19920 “ -3o 19_‘!_?
4. Sex ) 7 race V divorced L 2COW | H-hat I last saw haAdes_alive on e Al o f e ; lDt’.
6. (b) Name of husband. OF Wife.n,imveresrmecmomemen ceace 6. {¢) Age of husband or wife if and that death occurred on the date and hour stated above.
et alive . .. years
Birth date of deceased.. ! _P.I.il .......... _359_._._ __.3.:_8__.5_8_.__._..-..______
(Month) (Day) (Yoar)
8. AGEx Years Months Days If less than one day
89 0 11 hr. min
R C Due to
o minpmce. Galifornia . Migsouri D
* 7 (City, town, or oounl.y) - = {State or foreign country)

10. Usual occupation__ JJOUSEW1Le

t LN

11. Industry or business SirorEnd :rA . PHYSICIAN
or indinga:
. Name___-Xavier Eckerle N/ - Of operations 2 ’;\ ¢ Underlt
- : e 2 £ " A et nderline
Birthplace Germany ; / / ‘,1 th:i g.tésc :?,
. . e
(ﬁ:.mw or cougty) (Stata or foreign cunntry) Of autopey.... et b :vhould be
. Malden name nﬂ 088 chiarged P
- % 1stically.
- Birthplace "—G-m-—r-——— 22. If death was due to external causes, fill in the following:
(Civy, town, o county) (State or foreign country)
InfSrl;:ant Mrs. Geo,. Momb org {a) Accident, sufcide, or homicide (specify) -
Address Sedalia, Mo, (b} Date of occurrence
Burial @ Date thereof. o, (c) Where did injury occur?. T T e
{Borial, cremation, or re ng ‘"'u’) (Day) (Year) (¢} Did injury occur in or about heme, on farm, in'industrial place, in public place?
Place’ burial or crematio m& ;m:.ﬁ,_
i f place; -
Signature of funeral diector.. GO0 DidIard. .. -l g e wos o M )of,lniur:.r_.u...q._.._..___._..__

address__S€dalia, Mo, ,

-y Aalt

(Dlumd local sexistror) P |

'
Other condmons. fm ..... W
(Ioclude pregnancy within 3 monihs of death) 0

23, Sigmature.... L (M.D, M_M)

Address o P D ed. 2 f




RECEIVED
District Health Officer No. 8,

District File Number __ . _____ ______
Date Filed ________ D - Z -7

STATEMENT BY LICENSED EMBALMER

i .
s

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

..., Registered Apprentice No

working under my personal supervision.
Signed....... 44/ [ m

Licensed Embalmer No.... ﬁ g/ ...........................
P. O. Address..... Mﬂ-— 4 O I

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comp]y with

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

towh




