. No, 2
—4-13-40

. 5-17-39_
2ol X23189 -

VO gy

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

5

DEPARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

10131

State File No.

FILEE"APR "2“(5?‘!‘@15

Registration District No. @ &

STANDARD CERTIFICATE -OF DEATH
Primary Registration District No!j—/.o_ﬂz..a

A .

Registrar's No

1. PLACE OF “E‘Eéjllinger
{a) County
Rural Lorance Twp.

3 (If sutsido city or town limits, write “RURAL" and noma of townghip)
{c)’ Name of hosp[ml or institution:

{Specily whether

(6) City or town

{If notin ho-p:lal or instituiion, write street number or location)
(@) ‘Length of stay: In® hospital or institution

Lifetime

In this community.
years, montha or days)

2. USUAL RESIDENCE OF DECEASED:

@ state.. MO ® camsBOllinger 009,
() Cityer Lo\vn...__......_...__m_a1 0“
(Tf outside city or town limits, writo “RURAL") L
(@ Street No......NQAL _Lute srwilll? ’- ,Mo .
rural, givo locetion)
(¢} If foreign born, how long in U. 8. A.? oyenrs.

3. (a) PRINT
FULL NAME.

Marshall Sylvester Hahn

MEDICAL CERTIFICATION

25t%h

20, DATE OF DEATH: Month 148 CH day

3. (b) If veteran, 3. (¢} Social Security year. 1942 nowr_ LO@OO  inute Pe
hame war. No.
21. I hereby certify that I attended the deceased from.
5. Color or 6. (g) Single, widowed, married M, a4 1092 ¢ MM F A 19
. s Male O ite dGvores. HaTTiEd " £ o =
. vor that I ast 64w b.esme. 2live on__ SELcXv X £ : 19é¥-
6. (b) Name of husband or wife 6. (¢} Age of husband or wife if {] and that death occurred on the date and hour stated above. Duration
NOI'B. M. Hahn alive. ?l ....... years [mmiiate cause of death. v
7. Birth date of dcceased. ......... QQ.t.-..._.........._.._..__..2.6 ............. 18.70 ...... e ﬂ ?@l
{Month) {Day) {Yenr)
3. AGE; Yeara Months Daya If less than one day Due to
71 4 89 ht. tain /
TS Due to /]
9. BMpm"me,"Q;mg.eg-_ggwem - Mo * 0 . | q
{City, town, or county) - {State o forolgn conntry) l { y
° Oth condition: .
10. Usual occupation ji) arxqer . N e COndIIO ' -
11, Industry or business e PHYSICIAN
g { 2. Name......J€SS_Hahn . VoSt apcrations. S et
S lis. misne_BOLlinger Co. Mo. O thecaoe
fov]
[ 14, Malden name. (ﬁh'g‘tgrxs)r (Beate or forelyn couatey) of autopsy. should ge
. sta-
E{ 15. Birthplace_, BO1linger Co. Mo. 20} tstically.
= (City, town, or ty) (3 Tarel ) 22. If death was due to external causes, fill in the following:
16. {a) Info - [T (@) Accident, suidde, or homidde (specify)
() Address... ﬁ« Mﬂrk%and () Date of occurrence
17. (@) ia - ?)mn,a haaG3-28-42 (c) Where did Injury occur? ST pr— = e
(Brrial, cremtion, or removal) (Month) (Doy) (Year) {d) Didinjury occur in or about home, on farm, in indus plzl:e. in pnblic place?

Lutesville, Mo.

{¢) Place: bitrial or crematio;
BakKeT i"'anfera_l Home|

18.

b{lm.."«

19.

(o) Signature of funeral dlrmnr

()]
. s £ #  (Registrar's signatore)

(Specify (tlipo of place)

While at work? of injury.

-Zi)ignature 0 ﬂ mfw

(MD-HQ!!!‘T"'_

Ads

Date dgned.l[!:ﬂ/f;‘l

(a
| W

(Licenscd Embalmer's Statement on Reverse Side)

‘.S‘




C ‘ RECEIVED -
b District Health Offlcer No.--- -ZZZ%
v ¢ et T ' Dlstrlct ‘File Number ‘*[&’ .............
Date Filed odcamcamda-liao ..-..___---_--...

- .

STATEMENT BY LICENSED EMBALMER

« L

. T hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by
' Reglstered Apprentlce No

working under my personal supervision

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in l:us OWN HANDWRITING (Fallure to comply with

the above constitutes gmunda for revocauun of license.)

If thlS body is not embalmed, fact shou!d be 8o stated nbove.




