-
. No.300

48

.

FLED FEB 14 1949

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI £
STANDARD CERTIFICATE OF DEATH '

ReEG. DisT. w0, /77 PRIMARY REG. DIST. K0.= > & pegivtear's No... f"[_..-..... _—

1104

State File No.ooivvean

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whbars decoased livaed. If instltution: residence befors
a. COUNTY . a. STATE b. COUNTY adwkmion}.
Hole™r Missouri Eolt yryy.
b. CITY (I ogwide corpurats Limits, swrits RURAL and give §T AI;FNEE OF ¢. CITY (I outadda sorporata lim!ts, writs RURAL o give township} 4
. nahi 1 ) - :
TOWN Oregon—Rural i sl town  Oregon-Rural o
d. FULL NAME OF (1f not in hospital or lnstitatiog ‘Eive strect add or location) d. STREET (I rarsl, give location) : -
HOSPITAL OR ADDRESS o
INSTITUTION
3. NAME OF 3. (First) b. (Middie) c. (Last) 4 DATE _ (Month) “(Day} (¥
DECEASED o ~ , - - VoF : . §
(Typeor Printy ~ MATY Magdaline Kurtz oSE, Jam. > i) 49
5, SEX 6. CDLOI%ER RACE } 7. ‘I\':'lIARRIED glE“ch’RCPESRRIED 8. DATE OF BIRTH 9. AGE {In y-)nn l:' ":‘ﬂ IDﬁmM P UNDEH L WIS
a (Epecity) on Hours | Mia.
Fémale / Dmé’owe = gept.10,,1868 g yrindar l |
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IN- | 1L BIRTHPLACE (Btats or # 12. CITIZEN OF WHAT
dmdnﬂn{mﬁd-arummo.mu ndr:'d) DLISTRY Golwin, ﬁ'ren \:E E / [v's] T%‘"A.
=N I N N
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME t4. NAME OF HUSBAND OR WIFE
Michael Buntzz _ Unknpwm | Jacob. dohn Kurtz:
15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY lNFOR 7. INFORMANT' S 53 R NAM ADDRESS
Yoo, nwtouknown) (If yow, xive war or dates of .arﬂo-.) Nome-. wm l'd f‘%%g Oregon, M‘ apour i
18. CAUSE OF DEATH MEDICAL CERTIFICATION amnﬁ:;‘ gm
_Enter only onecanse I. DISEASE OR CONDITION _ - - ‘
Lins or (&), (by. and () | PIRECTLY LEADING TO DEATH® (g) Carcinoma of the bowe] (rol on)
This docs mot mean | ANTECEDENT CAUSES L/ -
1he mods of dying, suck | Morbdd conditions, if any, gising DUE TO' (b)
as Beart fallure, asthenda, | rise to the above cause (a) stating -
de. It means the dia. | -ihe underiying couse last. o
ease, injury, or complica- - DUE TO (c)
fioh whick vaused death. | 1. OTHER SIGNIFICANT CONDITLONS Q\ }<
- Conditions contributing to the death bl ot -
related {0 mwgi:me or condition cousing dealh. - l/ ] 3
19a. DATE OF °P1E'ft0‘!i 19b, MAJIOR FINDINGS OF OPERATION j e 20, AUTOPSY?
Enterostomy  9/2/48 va ] wld
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.x..loorabout | 21¢c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome. farm, factory, street, offios bldg., wta.)
HOMICIDE
21d. TIME (Month) {Day) (Year) (Hour) 21e, INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
F WHILEAT[—] NOT WHILE
INJURY = | work AT WORK
22. ] hereby certify that I altended the deceased from 6-18 , 19 48 , lo =29 1849, that I last saw the deceased
alive on __]-.:_2_9_,,,19_1&9, and that death occurred atLQ D ,m ., from the causes and on the dale stated above.
Zha. SIGNATUR . ‘Degres o tiﬂag 23b. ADDRESS 23c. DATE SIGNED
- 4 T | B s mepoth, Mo, | 5rr-4g

WRITE PLAINLY—USING UNFAPING BLACK INK—MAKE A PERMANENT RECORD

24a. BURIAL, CREMA- | 24b. DATE | 24c. NmE OF CEMETERY OR CREMAZORY . ty) (State)
TIORGPAHA Sovatn Feb 1 ,549 Maple Grove: z‘6regon~, WL dBBFE™
DATE REGISTRAR'S SIGNATURE 25. FUBERAL DIRECTOR'S SIGNATUR - ADDRESS

> /ZQJ

T~ 9 .

)

7—

(Cicensed EEmbdnsr s




. . DISTRICT HEALTH
)  ComeLTH OFFIGE

STATEMENT BY LICENSED EMBALMER

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

Student Embsimer No.

working under my personal supervision. ; /—V
SEUGBNE wrriarasaaan Geamues tessssstaansa Sign-r‘/' : -

Student Embalmer

IL72

Licensed Embalmer

_ P. 0. Addmss.__% 4.
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Falure to comply with
the above constitutes grounds for revocation of license.)

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



