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PERMANENT RECORD

WRITE: P;LAINLY-—USING: TINFADING BLACK !NK—-—-MAKE A

RLED AUG

st wo. 0 735~

THE DIVISION OF HEALTH OF MISSOUR! °
STANDARD CERTIFICATE OF DEATH .

atc. pist. wo. o2 $€  sriuany REG. DIST. NO. \Srzildu

28 1350

ﬁ'!a!:FuicNo
A3

Kegistrar's No

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers dscossed lived. If inetitution: reskience befors
a. COUNTY a. STATE - dinioion.
Nawton ‘Misssurd b CONTY Jasper &.477 o
b, CITY (If outside corporats limits, wita RURAL and give c. LENGTH OF €. CITY (If cutaide corporate limlts, write aumx..ua sive tawnehip) o
OR tawoship) AY (ip chis place) L
Town  Joplin s TOWN Joplin~ : .. :/
d. FU SPrFANl!‘EO%F (If oot in hoapital or | slve sirset add of locatlon) d'Ath?FEEESrS (If rursl, gve location)
) INSTITUTION Shoal Creek,.Dr {(Nursing Home) 1312 Byers Ave.,
P L2
3 NAME oF a. (First) \FHlassis ) b. (Middle) e (Last) 4. DATE (Month)  (Dey} (Year)
{ Type or Print) Bartha Hall peatH B=10=1950
5. SEX 6, COLOR OR RACE | 7. ‘%\FD%RIE[D) EIEJEECBESRRIED' 8. DATE OF BIRTH 5. AGE (in yenrs| Ir UNDER | YEAR | ¥ UNDER M HEs.
tBpecify} . last birthday} Manﬂn Days | Hours | Min,
Female White Widowe 2| 11-19-1866 43 | 21 |
10a. USUAL OCCUPATION (Qivekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Site or forsign cquntry) - IZ. CITIZEN OF WHAT
done diring moat of working life, even if retired) DUSTRY COUNTRY?
_..Hopsakeapar Homemaking Frankfort, Germany f Us Se
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
' Caspar Wilgand Margaret
i5. WAS DECEASED EVER [N U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Ym.cnmkw'n) I (H yes. rive war or dates of service} None ¥Mrs D. E. &y‘ Sturgeon Bay’ Wiaconsin

. Enter only onecnuse per

18. CAUSE OF DEATH

line for (&), (b), and {c)

*This does not menn
the mode of dying, such
a# heart fallure, asthenia,
ele. Ii-meons the dis-

INTERVAL BETWEEN

MEDICAL, CERTIFICATI
ONSET AND DEATH

N

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH* ¢

ANTECEDENT CAUSES ’

Morbid conditiens, if any, giving DUE TO (b) ]
rise to the abore cause (a), m:tmp . . . ) 1

DUE TO ©

ease, infury, or 0i
tion which cawred death.

11. OTHER SIGNIFICANT CONDITIONS .

Cornditions contribuling to the death but nod
related to the disease or condition causing death.

the underlying cause lost.
-
[5YN
A .

19a. DATE OF OPERA- | 190.. MAJOR FINDINGS OF, OPERATION . 20, AUTOPSY?
C R ! . !
. . ves [ wo []
21a."ACCIDENT {Bpecity)’ =" 21b. PLACE OF INJURY (o.g.. tnorabout | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) -7 C(STATE)
SUICIDE = | bome.tarm. fastory, strest, office bldg., s10.) . . . ) o .
HOMICIDE . . C
21d. TIME (Moath) (Day) (Year) (Houry | 2le. INJURY OCCURRE_D 211. HOW DID INJURY OCCUR?
. WHILEAT[ ] NOT WHILE ; .
INJURY = | " WORK AT WORK ‘ C e e el R )
2. I hereby that I attended the deceased from __.l.d___._ 1 ) _L;La_, 185, that I last saw the deceased

alive on

e

m. _from the cauu.i and on the dale stated above.

Za. SIGNATURE,. N ’4/
AY he y L
. ot L

1958 "and thal degth occurred al
. (Degraa or title

z:u:i ADDRESS Z | 23c. DATE SIGNED

24a. BURIAL, CREMA-

TION, RBJ.OVf; v)

' -
(DAL
24b. DATE

e /l~5_'a
>WAME OF CEMETERY OR ({}M_TBRY 24d. LOCATION {(Cty, town.otoounl.y) (sute)
My Hope Gemstery """ | webb City, Missouri :

DATERB:'DBYLOCAL

8- 11-19 50

25, FUMERAL DIRECTOR'S SlGIATURE " "ADDRESS




RECEIVED
District Fe2lth Ofﬂaer no..NEJfLTD.N..COUNTy HEALTH DEPT.

Districs File Bumber.._--.-.-... ........
Dete Filed _UG 211950 -

¥

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 B e st enmem

,,,,, Student Embalwmer No.

working under my personal supervision.

Student cesusecsnascasnransasnnns resarianns Signed.\c:\’}g%ﬂm_g

Student {mbalmar

P. 0. Address Q‘ﬁ
© Note: The gbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN _G. (Failure. to comply wi
the above constitutes grounds for revocation of license.) ) - - ]

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

-




