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A PERMANENT RECORD

%

WRITE PLAINLY—USE UNFADING BLACK INK—MAKI

DEPARTMENT OF COMMERCE

FILED FEB 2 5 }%?

Registration District No....

BUREAU oF THE CENSUS

"THE STATE BOARD OF HEALTH OF MlSSO;JRI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...._é 4_7_/_

5923
2

State File N6

Registrar's No

1. PLACE OF DEATH:

(a) C;)ﬁnty
(8) City or town
(c) I\tame of hogpital or institution:

'St Francois

Bonne. Terre, K., 1, Mo.
{If outaide city or town limits, write “RURAL" nnd name of township)

Marion Township) /

{d} Length of stay:

In this community

years,

{If not in hoapital or inslitutjon, wrils street number or location)
In hospital or institution

{Specily whether

woonths or days)

2. USUAL RESIDENCE OF DECEASED;
(8) County.. St.._Eranc.oia...zi(

(a) State liicsmari
/
(¢} City or town R B 1. Bonne TE‘I‘I‘F N Z
(If outaide city or town limits, write "RURAL" y e
(d) Street No 4
{If rurul, give location) W
{e) Citizen of forelgn country?... . Ti0) {Yes or No)

If yes, name country.

MEDICAL CERTIFICATION

3. (a) PRINT
FulL NameE__ JOHN RONAID HOLLINGER .
- - - 20, DATE OF DEATH: Momt Februery.. . day. 1l
3. (¥ If veteran, 3. {c) Social Security 1a)7 N 7 . 30 _" N
name war No year. >4 our.— [ AN o pinUte s .
21, I hereby certify that I attended the decenzed fro
6‘ 5, Colar or 6. (a) Single. widowed, married, [| /G = 19
1 Whi widowed g '
1. Sex Male | ce.liN1te divorced WLIEOWEL v }that I last saw M‘:ﬁhve LY WY 4o oo
6._{5) Name of husband of Wife.....ooreecere. 6. {¢) Age of husband or wife if || and that death occurred on the date and hour s
Hattie Hollinger alive. - years
7. Birth date of deceased Jane 10 1862
_ {Month) {Day} {Yoar)
8. AGE: Years Months Days If less than one day
84 8 - h hr, min
9. Birthplace Newion Illinois /
{City, town, or counly} {Stats or forzign conutry)

1
E 1.
2 1a.

14,
15.

MOTHER

16. (a}
)
17, (a)

1G]
18. {a)

ocgupati Other conditions
10. Usual pation R ¢ t ir g d {Inclide pregnancy within 3 monthe of death)
1. Industry or business S . PHYSICIAN
jor findinga: T .o
Name C__n_grles Hellinger Of operations...... ] \
% ﬁ i’} Underline
Blrthplace . 1LNkcnown Germany (7 the cause to
(City. town, or county)* * (State or foreign cuunux) Of autopsy - 1\’ ohonld be
Malden name.. ANKNOVIO S : T e
}P tistically.
Birthplace... T Gty town, orcounl:} - e (s.m%ﬁﬁnazﬁ'u,) 22. If death was due to external causes, fill in the following:
. , Y o :
Informant G a i HQ_l_lj_ngsr oA e ! (2) Accident, suicide, or homicide (specify}
Address_-"BOTIDE Terre, 1o (5) Date of occurrence
—.burial s @ Date thereot._2/16/17 (&) Where did injury occur? G e
(Bnm], mmmn,or removaly. (Mcoth) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
Place: bunal or crematlon Inob. LlﬂlLL Ho. .
Signature of funeral director ik len “uneral Home White at work? Sk e A
Address.__ Farmington, Ma.. , _ ‘ i;}:

)]
19. (a)

/- 47

() Il
{Data received local rem&n)

(ncrinr:r'; s-irn-l.nre)

1

48 7

(Licensed Embalmer’s Statcment on Reverao Side)

. -




"TRIVED
* Health Officer H’o.-.L./-.-__-.m
AN ¥ Number---?".-i‘t.ﬂ-.'..'?_.z. 7
. T S o222 =Y

STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No

working under my personal supervision.

Licensed EmbB4lmer Noy/Xd ................................

P. O. Address. =78~ gl ,}L‘O .........

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his'OWN HANDWRITING. ailure to comply with
the above constitutes grounds for revocation of license.)

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




