5. No.300 ' THE DIVISION OF HEALTH OF MISSOURI ‘;8}?()9
S | PULEDNOV 25 1945 STANDARD CERTIFICATE OF DEATH e siewo DO CID
. . Q2
TBIRTH NO. REG. DIST. NO. fgé’g_ PRIMARY REG. DIST, uoﬁ%mﬁmﬂ'; Ne JH_}l
I. PLACE OF DEATH =17 USUAL RESIDEN réGocosned fived. 1l institction; resklence befora
. COUNTY . STATE b. COUNTY adinimion
e o ‘Missourt Tincoln, 5"
b. CITY (I outsids corndeate Limits, writs RURAL and o &mtyENGLH OF|| e Cﬂ‘Y (Lf-outeide corpiras limits. wrim BURAL axt cive township), 7 /
(in thia place)
towvn St .Louls '7 > oW Rurgl=3 miles S0.0f Elsberr
d. FHééPN’!&ME OF (If vot ia hospltal or | ioo Gv% sirect wdd or lmdnn)i d. STREET (i runal, give location)
INSTITOTION Mia sourd Bapbist Hosplta ~ _ Hurrican Township [
3. NAME OF 8. (First) b. (Middle) C. (Last) 4. DATE (Month) {Day) (Yean)
DECEASED
(Typeor i) BAward Richard Haus gen oean Nove 12, 1949
5, SEX 6. COLOR OR RACE | 7. M:\RF:':'EB gfgggcnétsnmsni ) 8. DATE OF BIRTH > | 9. &Gﬁrii,'a.”)"'  voee -Dr'm T UNDER 14 RS,
. (Hpecity i t ¥ onths ays | Hours | Min.
Male Whi te ever Haryied Jen.ll,1881 68 ! |
10a, USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR IN 11. BIRTHPLACE (State or forelen country) 12, CITIZEN OF WHAT
dona during most of working Life, even if retired) - COUNTRY?
Farmer Mssourl UeS s

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN um: 14, NAME OF HUSBAND OR WIFE
Edward Wlliam Haus Mary D nham______
15. WAS DECEASED EVER IN U, S, ARMED FORCES? | 16. SOCIAL SECURITY 17 INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yea, no, or unknowa} | (If yea. wive war or dates of sorvice)
No - None Dum_ﬂﬁmg_n.._}lo_l._x&lo_.
18, CALSE OF DEATH MEDICAL ERT]FICATION ISIERVAAIESEJEWAEEN
_Enteroniy enecanssper | 1. DISEASE OR CONDITION }? ‘/ ™
o for 8y, (09, and (o) | DIRECTLY LEADING TO DEATH® (g) & Tutine ny n A l/ YA 7 den 3/- Myys2
: ANTECEDENT CAUSES
*This does not mean ﬂ !; ‘! ’ Q La 1) -
the mode of dying, such Mortid conditions, if any, giving DUE TO (b) —— v Via /f;/‘ /¢‘/7

s heart fallure, asthenia, | rise to the above cause (o) mf‘M

cie.- It means the dis-
ease, infury, or complica-

. the underlying cause last.

.Bﬂﬁa(c) 1 U’J

Lt C14~ﬁﬁémmﬂ Vi fEvs

tion which caused death,

1. OTHER SIGNIFICANT CONDITIONS, _
Condilions contributing fo the denth but not ﬁ
related to the disease or condition causing death. u r e m I ? LAJ h e4 n( ?fﬂ‘l £ s

M‘S/-Icm |

<194 MAJOR FINDINGS OF OPERATION

20, AUTOPSY?

18a. DATE OF .OPERA- -
t 7 TION

YESD NOD

21a. ACCIDENT ' (Bpecity) 21b. PLACE OF INJURY (e.¢.. 10 orabout '] 21¢. {CITY, TOWN, DR TOWNSHIP) (COUNTY)
SUICIDE Soma, Iarm, Ingtory, street, ofice bidg,, ete.) .
HOMICIDE . , _ .
21d. TIME (Month) (Duy) * (Year} (Hour) Zle INJURY DCCURRED 211. HOW DID iNJURY OCCUR?
orF WHILEAT[—] NOT WHILE / / M
- INJURY - m. WORK T WORK

2, I hereby certify that I auended the deceased from \ 194% 1o .IA&:!L&-__ 19___£ that I last aaw the deceased
i:dm T 9:3

alive on . and that death Yecurred of .__0_!3._ m., from the causes and on the date stated above.

WRITE PLAINLY—USING' UNFADING BLACK INK—MAEKE A PERMANENT RECORD

Za, SIGNATURE |, (Degrea or. une) 23b. ADDRESS ?// Izsc, DATE SIGNED
| Anq b%ﬁ‘ LUAM&W //‘plllb\)v /W I ﬂ"“"" g I/WIJI.'///?'!/?
s, BURIAL. CREMA- | 24b. DATE - 2% NAVE OF CEMEFERY OR CREMATORY | 244, LOCATION (Oity, town, or county) _ (Stato)
a TION, REMOVALT—M: l R - TEE
| Eemova 1ll=]12-49 Troy City Troy,io,

25. FUNERAL DIRECTOR'S slr.unuu ‘ADDRESS .

lbert H.Hoppe,4700 Washington Blug.

(Livensed Embal.mg:l Statement on Reverse Side)}

DATE REC'D BY LOCAL

¢=4ﬂukéé=ﬁ§§—’42




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 Embalmer No. ,

............................................... st errrraney

vworking under my personal supervision.

Student s.ceeveccsraisssrarrarancenir st
Student Enbalner

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND RITING (Failure to ¢
the above constitutes grounds for revocation of license.)

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




