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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD ) Qf‘

~RLED APR 28 194§  STANDARD CERTIFICATE OF DEATH

THE DIVISION OF HEALTH OF MISSOURI

REG. DIST. NO. 2 : —

11887

State File No.

PRIMARY REG. DIST. NO. 3_0[_9__. Registror's Na.....g . SR

BIRTH NO.
1. PLACE OF DEATH W 2. USUAL RESIDENGCE (Where deceased lived. [If iastisution: residence bejore

a. COUNTY &. STATE - b. COUNTY sdinimion).

Cole Missourd Callaway

b. CITY (If ogtelde corpurate limita, write RURAL and give ¢. LENGTH OF ¢. CITY {If outaide corporata limits, write RURAL and cive townabip) ~ / ¢3

. . towrship)| STAY (in this place) P
TowR  Jefferson City 2mo., TOWN Mokane Missouri -

d. FULL NAME OF (If not in beapital or Institgtion, give streot pddress o loestlon} d. STREET (I rural, give loeation} [
HOSPITAL OR ADDRESS /
INSTITUTION 209 W, Tlm, St. Main St

3. NAME OF a. (First) - b. (Middle) c. (Lnst) K
DECEASED 4. DATE (Menth)  (Pay)  (Year)
(Tyweor PimiPhe odore Frederick Hafner DEATHADYril 17, 1949

5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In yesrs| I (M0ER 1 YEAR | IF UnoER u mms,

O WIDOWED, DIVORCED (Spe ‘ laat blrthday) | Months I Daye | Hours | Min,
Mald” | White Widowed March 22, 18711 _ 78 |
102, USHAL OCCUPATION (Civekindof work | 10b, KIND OF BUSINESS OR_IN- [ 11. BIRTHPLACE (State or forsign sountry) 12. CITIZEN OF WHAT
done during most of working lite, even if retired) DUSTI RYqr . UNTRY?
Bentist Own 1St, Charles Co, Mo, .
13a. FATHER'S NAME Eab. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Fredericik Hafner lary Ma ne sAulbsiker Zoe Burn
I15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SQCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, 8o, orunknowsn) | (If yes, give war or dates of sarvios) NO., B
No o No Lois HelmendechJefliorson ity Mo,
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTE| B
Enter only onecauseper | . DISEASE OR CONDITION ~ ! ONSET AND DEATH
e for (8), (&), and (¢ | D'RECTLY LEADING TO DEATH®(g) . cratons .
*This doet not mean ANTECEDENT CALISES
the mode of dyfing, such | Morbid conditions, if any, aiviﬂa DUE TO (b) ___m
at heart failure, asthenia, | Tise to-the abose cause (o) stating - T -
de. It means the dis- the underlying couse i,
eaae, infury, or . DUE TO () - 5N
tion which caured dwﬂ 1. OTHER SIGNIFICANT CONDITIONS . U
Conditions contributing to the death but nat w R
reloted to the disease or condition eausing death. b .
19a. DATE OF OPERA- | 190, MAJOR FINDINGS OF OPERATION B - - Y p—_ 20. AUTOPSY?
- TION '
: Jd. - ves [ wo [
21a, ACCIDENT (Bpeciiy) 21b. PLACE OF INJURY (s.t..inotabout | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE home, tarm, tastory, strest, office blds..ste.) : L
HOMICIDE .. - i . N
21d. TIME {Mcnth) (Day) (Year) {Hour} 2te. INJURY OCCURRED | 21r. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE -
INJURY . | WoRK AT WORK

alive on

2. I hereby certify that I altended the deceased from 221 2a. @ 1Y%, 10 %A-M, 19X P, that 1 last saw the deceased
MLY- 19_%9, and that death ocourred at L1120 @m., froth the causes and on the date stated above.

Zia. SIGNATURE

Lol

{Degree or-title)

Z3c. DATE SIGNED

Z3b. ADDRESS yzg‘w%

2%

Burisl

bl

24n. BURIAL, CREMA-
TION, REMOVAL (Spudity)

Zib. DATE

4-20-49

Mokasne f‘pmp

. NAME OF CEMEI'ERY R

il 7 A

. ok (City, town, or connty) .
IMokane, Mo,

Yty 9

{Btate) .

tery

DATE REC'D BY L%%AGL
/1 8-194e

W SImATURE mg-

2. FURERAL DI TOR' S S1GNATU

é[a( o,

4

*=F
et

jrl.'l

on Reverse Side)




g6l o2 4 Pl oa

- ==emicquren Cojld 3Mmng

‘6 ON 20010 YHEdM JoMISI]
SEINERED S

JAN151959 4“9 g

Rms omm

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 byame. .

- Student Embalser No. \-?)... g/ur

working under my persona! supervision. d W
Stud en\%-é% < . Signed At
9>“//€', 3

tudent Embalmer o
%%’L/ Licensed Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in Ins OWN
the above constitutes grounds for revocation of license.)

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




