THE DIVISION OF HEALTH OF MISSOUR! - (‘2 )7
wi| FLEDNAR 5 1949  STANDARD CERTIFICATE OF DEATHYQQ)G swr e AT .
%Efﬁ 00 1890

' BIRTH MO. REG. DIST. NO. PRIMARY REG. DIST. M0. Registrar's No.
& 1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbers decoased lved. If institution: resldence before
a. COUNTY N a. STATE b. CO s admisipnl
}/ - Hissouri ‘Pranklin =
b, CITY (M outside corpurate limits, write RURAL and rive ¢. LENGTH OF ¢. CITY (If outmide sorporate limits, write RURAL anJd give township) -
(=] townshipl| STAY {in chis place) OR d
9 TOWN 16 Da.vs - TOWN  Catawissa
~ d. FULL NAME OF (If not in hospitsl or institgtion, give strect addres or | d. STREET {lf ram), give location) ’ o
HOSPITAL OR P d‘ ADDRESS
f.ﬂ, INSTITUTION  Iystharan Hospital R. R'#l /
3. NAME OF 8. (First b. (Middle c. (Last)
DECEASED (Firsh (Middle) ( 4DATE  (Month) (Day) (Yew)
(Typeor Pint)  Yilliem Chrissian _Guenzler ) DEATH  D-26-1949
5 SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRI 8. DATE OF BIRTH 9. AGE (In years| 1 TooEm 1 mn IF UMDER 2 HES.
WIDOWED, DIVORCED (gpdeity) Lyt birthdax) Mnnth-' Hours | Min,
_Male ) White | Married / | 12-29-1a84 64 |
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (3tate or forelen couutry) 12. CITIZEN OF WHAT
dona during most of working l1fe, even if retired) . DUSTRY ~ J COUNTRY?
Farmer B Farmi ng Missourl UeS.
$3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
r Rorthea Bastlain | Elaiaa Guen
I5. WAS DECEASED EVER IN U.S5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT™ S SIGNATURE OR NAME ADDRESS
{Y®.no,0r unkoown) | (If yes, xive war or dates of service) NO. -
No Nopne ;
18. CAUSE OF DEATH MEDICAL CERTIFICATION - INTERVAL, BETWEEN
 Enter only onecauseper | I DISEASE OR CONDITION _ c Y . 9'Z£ 5 o 2 AND DE?iT
line for (a}, {b), and {c) DIRECTLY LEADING TO DEATH (@) & et -

*This does not mean
the mode of dying, such | Morbid conditions, if any, gising DUE TO (b)

yd
ANTECEDENT CAUSES . f f ! i i‘

—

a# heart fallure, asthenia, | Tise 2o the abose couse (o) sating -7
ete. It means the dis- the underlying cause laxt. . . ?
cane, injury, or complica- DUE TO .(c)

tion whick eansed death. | 11. OTHER SIGNIFICANT CONDITIONS JI \
- Conditions contributing to the death but not
related o the dizease or condition cousing death.

19a. DATE OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION * s il,(,v-e/l., - . 20. AUTOPSY?
- Al GgT éuwvw 'WIIL hﬂmﬂﬂm ? Weaesdina,. | ves B w0

21a. ACCIDENT (Bpacify) 21b. PLxCEOFINJURY {s.g..mnorabout ] 21c. (CITY,. TOWN, OR TOWNSHIP) (COUNTﬂ (STATE)
SUICIDE bome, farm, tactory, street, offics bldy., s10.) '
HOMICIDE
21d. TIME .iMonth) (Day) (Year) (Hour) 21a. INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR?
aF : WHILEAT{~] NOTWHILE
INJURY m. WORK T WORK .
L# -
2. I hereby cgﬁbf that I’ auended the deceased from _ﬂ__q__ ; lo Mﬁ.&@}, 1956.2; that I last saw the deceased
alive on '& (5 , and that death occurred at ﬁ._ﬂ. m., from the causes and on the dale staled above,
23a. SBCAM (Dem ortitle) § 23b. ADDRESS 5 5 | 236, 7ATEZI7ED
) 3701 Tranded QFuarne | 2/ 26747
24b! DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oltf, town, of cotinty) {Etate)

24a, BU RIAL CREIIIA—
TION, REM

an-:laL 3 =1=1949 Pa
DATE REI.‘.'DEYLOCAL¥ EGISTRAR'S S|GNATURE/Z,/

FEB 28 143

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

ptery 1800 Lemay Ferry Hoad Mo —
25. FUMERAL DIRECTOR'S SIGNATURE ADDRESS

/5,-.” 6409 Grafois Ave




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 )

.................................................................... .  Student Embalmer No.
working under my personal supervision, : %‘/ Q;
StUABAT veverecnnsuaanans Signed.) AW
Student Embalmer
-cd Embalmer N/
P. O. Addreasgz.....:...

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

If this body is not embalmed, fact should be 50 stated above. - . . r




