Mo. 300 H THE DIVISION OF HEALTH OF MISSOURI
0.
e | 1K SEP 22 1949 STANDARD CERTIFICATE OF DEATH State File ,,,,309(12
1'BLRTH KO. _ : Rec. DIsT. 80, 7 7 2\ PRIMARY REG. DIST. m._i@‘ﬁl Registrar's No }70
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoassd lived. If lastitation: residence befors
a. COUNTY a. STATE __, . . b. COUNTY -dmhiam.
Lafayette Missouri Laflayett .
b. CITY (I outeide corpurnta limits, write RURAL sod give ¢. LENGTH OF ¢. CITY (If ousids sorporate limits, write BURAL and give mmh!n) --"
OR topitipy |, STAY din thie stace) OR
TOWN Dover (Rural) . - TOWN Rural nwan:é J
d. FULL NAME OF (If not in hospital or institution, give st‘ot dd or locatlon) d. STREET (1f raral. give location) (W]
HOSPITAL OR ADDRESS
INSTITUTION { 0
.3. DNE?:NE‘E s%:-:} 8. (Fist) 1 b. (Middle) ¢. (Last) 4, Dé}-g (Menth)  (Day) (Year)
{Typeor Piny ~ Michael Chatles Hoeflicker DEATH Sept 2 1949
5. SEX 6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE o yvan)] ¥ Dom 1 ma ra——
. WIDoyJED. DIVORCED, (Bpacily) inst birthday) Menu- l Hours | Min.
| ] Sept. 10th 18645 83 111122 | |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (3tate or forelgn sountry) 12, CITIZEN OF WHAT
dons during most of working 1ie, wven If retired) DUSTRY l COUNTRY?
: Effiinghsm, Y11, UgsS A
13a. nm:a'**nfn‘é Farmer 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Michael Hoeflicker 1 _Matilda Bpgt . Deceased
I5. WAS DECEASED EVER IN L.S_ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SI1GNATURE OR NAME ADDRESS
(Yee, Do, ot tnknown) l (I yem, mive war o dstes of sarvice) NO. R
E. G. Hoeflicker - Dover, Mo,
A8, causE oF DEATH MEDICAL CERJIFI ON ‘ lgTuggr\u’-‘l;‘ g{mmgrt;.’n
| Enter only cnecaiseper | 1. DISEASE OR CONDITION w ‘7 N
e for (33, (by. and (5 | DIRECTLY LEADING TO DEATH®(5) /P . % :\J}

*This does not mean ANTECEDENT CALISES @ sl ]‘ ; --‘- S _6 g Q . —2
the mode of dyfing, such | Morbid conditions, if any, giving DUE TO (b) ¥ & s

a# heart foflure, asthenia, | rise to the abose catse (o) sdating - - N
cte. It means the dia- the underiying canae last,
case, infury, or complica- DUE TO {c) . _ :
tion whizh caured death, | 1f. OTHER SIGNIFICANT CONDITIONS S
Conditiens contributing to the death but not } ‘2
related to the dizease or condition causing death. - 1'
19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
) . ves [ w0 [
21a. ACCIDENT (Bpecity) 21b, PLACE OF INJURY (e..lsorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, ixrm, fagtory, street, office bldy. et0.)
HOMICIDE
2. TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
’ WHILEAT NOT WHILE
INJURY = | “work AT WORK

NLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD Q\b i

22. I hereby certify that I altended the deceased from 195& to 19_'1_“‘ that I last saw the deceased
alive MM and that death rred al ., from ke causes and on the date stated above.
glGNAT k S g Wortmtﬁ nm W 23. DATE SIGNED

NealyS
2a. BURIAlnCREMA

\J 24c, NAME OF CEMETERY OR CREMATORY 24d. ]Qu'non (Olty, town, or county) '  {Etate)
TION, REMOV (Bpweify) .
B metoery nnlrar i

DA RECDBY LOCAL STRAR'S SIGNATURE /. 5. FUMERAL DJRECTPR"S SIGNATURE "ADDRESS i
6- /958 &m W'b MM Higginsville, FMo.

(licensed Embalmer’s Ststement on Reverse Side}

fi

WRITE PLAI

4




RERFIVED Su. s
0.

T Health Officer N, 8,

wistrick Filg Number

Date Filed -...-...:f:-'-?-}:;;;é"“

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 —— oo

__________ Student Embaimer No.

working under my personal supervision.

SLUJENt suveavencirnssssnenns cesensnasaanns SlmeW

Student fabauer ) Licensed Embalmer Nn\%}félﬁ

hllzixi'\b\'h.n., WU,

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EBJBALMER 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 so stated above.
. .- t




