S, No.300
v, 1G.48

\JQB“

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

FALED JUN 2 1949 THE DIVISION OF HEALTH OF MISSOQURI

_ Enter only onacsitse per 1. DISEASE OR CONDITION

STANDARD CERTIFICATE OF DEATH stote Fite 0. ABOZ.....
' BIRTH WO, REG. DIST. MO, .S ! PRIMARY REG. D1ST. NO. M Repistrar's Na.......g:s...b.. ............ -
i. PLACE OF DEATH ; 2. USUAL RESIDENCE (Where desosssd lived, If institution: residence befors
a. COUNTY Benton a. STATE iy ssouri b. COUNTY Benton ld'ﬂ?ﬂ-
b. C'TY (I outaide corpurta Umita, write RURAL sad ."n..hl C. !?ENS'Q": DEF} c. C|TY (1f outeide eorporats limits, writa RURAL and give towmship)
] il
Town Cole Camp eI ar 5™ 1oWn Cole Camp Rural Williams Township’-?
d. F}‘%SLP?"I{\A{EO%F {If not in hospital or Imstintion. glve strest address or loestlon) d.ASJ&;gS (I rarsl, give loestlon) 0
INSTITUTION Home 5 Miles South East
3. NAME OF First, b. (Middl €. (Last
DEcEAsED L, o (FimY (Middle) B (Last) 4. DATE (ﬁmm) Pon, < (e é
{ Type or Print) BEDTY Ncne nk . DEATH ay 24
5, SEX 6. COLOR OR RACE | 7. m&m&g. rgE\\;gECrE\BRRIEDh/ 8. DATE OF BIRTH 9. ﬁ?ﬁﬁﬁ"}"‘ o oo -Dm IF ONDER U Ha3,
. {Bpecif; Y. on ays | Houre | Min.
Male Yhite Married s 4-27-1865 84 l -
10a. USUAL GCCUPATION (Giwekindof werk | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tats or forelgn country) 12. CITIZEN OF WHAT
done during most of working tife, eves if retired) DUSTRY 6\ COUNTRY?
Retired Fgrmery Farming Missouri U. 8. A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
¥ilken Hink ] Imbush Sena Eink .
23 WAS DEEkEASEI)J E‘;I’&R INﬂU.S.ARMdED I;':?RCES'.; 16. SOCIAL SECUREI’J 17. INFORMANT'S S5|{GNATURE OR NAME ADDRESS
-, , QT oowDn, . t
¥o T Ky s o St Nme Mrs Sena Hink Cole Camp Mo
MEDICAL CERTIFICATION INTERVAL BETWEEN
19. CAUSE OF DEATH A 0 ONSET AND DEATH

line for (a), (b}, and (c) | DPIRECTLY LEADING TO DEATH* ()

*This does not mean ANTECEDENT CAUSES
the mode of dying, such | Morbid eonditions, if any, giring DUE T (b)
as Beart faflure, asthenia, | rise to the abote cause (a) sating -
de. It wmeans the gip- | e underlying cause last.

ease, infury, or complica- DUE TO (¢)
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS
Conditions eontributing to the death but ot o 3 MA
related to the disease or condition cousing death,
12a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION A ' ) 20. AUTOPSY?
TION )
| B | . ves O o 11
21a. ACCIDENT (Specity) 21b. PLACEOF INJURY (e.g.,lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) - (COUNTY) (STATE} !
SUICIDE homa, farm, fagtory, street, offics bldy.,eto.) N s
HOMIC!DE
21d, TIME (Moath) (Dey) (Year) (Hoor) 2le. INIURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY WORK AT WORK
o inde 20

2. I hereby cert:fy that I auendcd the deceased from .#_._._. 19_{/_,? oS —dd 1942 that I last saw the deceased
N alwe , and that death occurred am ., Jrom the causes and on the date slated above.

GNATURE (wme Bﬁ 23c, DATE SIGNED

X. M/ ﬂ%J é’ 17D ST =
24a. BURIAL, CREMA- | 24b, DATE 24¢c, NAME OF CEMETERY OR CREMATORY | 2447 LBCATION (Oity; town, or county) (State)”
TION, REMOVAL (Bpeeity) , , )

Eurial 2=-26=-1945 Trinity Lutheran Cole -Camp Mo

25 FUNERAL DIRECTOR'S S|GKATURE ‘ADDRESS

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE
554 8| "E 7 Sab oty S B Cole Ganp o
(Licensg (E Emh:!mer » Statement on Reverse Side)




RECEIVED -

oo T .
Dietrict Heslth Officer No. 7,

District Filo Humber. ¢ -_ss 7 - 25
Date Filed _.___ 5 - 2/ oo &

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 Embaimer No. .

working under my personal supervision,
2 7 ehotd

Signed G ‘\J
Licensed Embalmer No. 730

5T gNed . cccvecccnrsrassrarcacsssmnnsrsnrenensanan
Cole Camp Mo

Student Embalmer
P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply wi

the above constitutes grounds for revocation of license.)
. ] - e - " ) I.

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




