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

DEPARTMENT OF COMMERCE
Bursau or THE CERSUS

Retistration District No. .....;

STATE BOARD OF HEALTH OF MISSOURT!

8 a1gg§TANDARD CERTIFICATE OF DEATH

Primary Registration District Na...

2072
L4

Statr File No.

3066

Registrar's No,

*In this community

1. PLACE OF DEATIL e, e,
{2) County.....RBoOne
«® Cityor town..........Columbla, Misse url...-
(I putaide ciky or to!rl!imlx write " IlUIlAl. and came of I.o-ncl.nip)

(¢} Name of hospital or institution:

. Bllis Fischel & a_t.e_camer».ﬂo

(I ot in bospital ar institation. -rluotn-l ncmhnur!
() Length of stay: Ino hospital or Institition'™,

tal__.---..
__f)...—d_axg____

{Specify whather

.yoars, months or days)

2,

{a)
{c)

()

(¢}

USUAL RESIDENCE OF DECEASED: é’y
smte Missourd .. ¢ County.. Monitesm €27
City or town.....Jamestown, Missouri 2..
(lfuuuin!c cily or towa limits, weite "RURAL")
Street No.
(M rursl, give iocation)
Cltizen of forelgn country? NO (Yes or No}

I{ yes, name country.

3. (a) FRINT

FutL nave___ Hyckoff, Joseph M.,

MEDICAL CERTIFICATION

— — 20. DATF OF DEATH: Month__ <eday 16
3. (b) If vetrernn, 3. {e) Security
N year h| 9_/76 bour. Two__(_z.)._...mlnute..__l(:)_.__..AM.
name war. 0.
20, T hereby certify that | attended the deceased from... JATUATY.
A 5. Cotor ar 6. (0) Single, widowed, married. B 9 wihbodamary 16 10,46
4. &L_M&le—_:__w ra.oe.......mh.i d!vorced——Mar—niadu/ that | laat saw h_im... alive on lD...Aé
6. (b) Name of husband or wife..._—_._...._.. 6. (¢) Age of husband or wifs if {| 2nd that death occurred on the date and hour stated above. Duration
..Sophia. Wyckoff 196 rrcyears || [ mmedinte cause of death :
7. Birth date of deceased.....lUNE 9 1874 A 7 fr f
(Mooth) Oy (Vear ™ Clrcessprren 1 : e
] toclh.. . *373’7“
8. ACE Years Months Days If less then one day Due to 2 .
l 7 6 hr, mh’l —— N - T mee— T
7 /-] Due to Y
o Binhpla‘:L______m.ille _,_J'.J..ssouri A\l 5

{Clty. town. or county, -

Farming

10. Usual occupation

~ (State or foreign cpuntry)_-

Other co'ndil.ir;nu

--m} A

11. Industry or business

. . . s

PHYSICIAN

12. Wyckoff, FEohiam

Name

o,

—
o

Il1inois, Missouri

. Birthplace.

b LI

VE

(Cit. wn, or coagly)
. Maiden name__-.... ye koff

-
-

(Stete or foreign country)

. Binhp!aoe..;.._.....Mi ssouri

(]

MOTHER FATPER

o~ (Clty. town, or connty)

Informant.

(3tate or loreign coantry)

Mrs Sophia Wyckoff -

Addr

J amestown, Missouri

- (#). Date thermf

TP %

{Berlal, cromation, crremuvll)
Fiace: burial or crematio

{c}
IF. (a)
&

{Month) (Day} (Yeur}

19. (a)

)] ‘muEE PQ_QM{,

(Nats reccived kool rerlatrart

{Rexistens's signntgre)

Major ﬁndmgs

Of opernuons _________ %_M b_.........,......._‘

(d)

‘.

23.

e ) Underline
,W Which deaih
kad =it
of autnpsy_..-....__ — ﬂ mhavld be
- |charged sta-
~[tistically.
i 22. If death was due to external causes, fill in the following: ° o
(a} Accident, suicide, or homicide (specify) -
() Date of ocourrence ——r
ate -
(¢} Where did infury occur?
(City nr town) nty) (Stete)

Did injury oceur in or about home, on farm, in lndustnal place, in public place?

ST at)
(Spectly lypo of plare) —
- Means of lnjury_._.._._......,..........._...-

Km_ (M. D, or other) (>

/

While at work?..oreen.

- -

Slgnatwe_.ﬁvw

Addmmm Crtorrs, . SHO..._ Dare vgiea. [{bjﬁ:’

37

{Licensed Embalmes’s Statement oo Reverse bido}




REGEIVED
Distrjct Health Officer No, 9

District File Number_..._.____

Date Filed L2l

cuE == wrin - R R

STATEMENT BY LICENSED EMBALMER

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

Registered Apprentice Nt s ,
Signed /%4/;/7/ 5 S/ “

P 0. Address..._. o M= T N 4
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in l:us OWN HANDWRITING! (Failure to comply with

the above constitutes grounds for revocation of license.) . ¥

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

working under my personal supervision.




