. Mo, 300
. 10.48
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WRITE PLAINLY-—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

"I—-.D

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

e
REG. DIST. M.Z_Zi PRIMARY REG. DIST. uo.é_ﬂ. Registrar's No

FILED SEP 28 1950

'BIATH NO.

31269

57

State File No....

ANTECEDENT CAUSES
Morbid conditions, if any, giving PUE TO (b)

*This does not tmean
ihe mode of dying, such

1. PLACE OF DEATH i 2. USUAL RESIDENCE (Whars deseased lived. If lngtl
a. COUNTY Pe rrry- a. STATE Mis anu ri b. COUNTY Perlqy ldmhﬁaﬂ).
b. CITY (If outside corpurate Umite, write RURAL and give ¢. LENGTH OF €. CITY (If outide corporate Limite, write 204 give townahip) y 290
ow  Rural - Brazeau wowsis| STAY gaggsiel  OR T U Rirg T razeau R
d. F#&SLP'I#\NE.EOOF {If not in hospltal or lastitution, give strect sddrems of logution) d'AsJDR (11 rural, give locating) |24
INSTITUTION .
3. NAME o a. (Firat) b. (Middle) ¢. (Last) . | 4. DATE (Month)  (Day) (Yean)
(Typeor Prine)  PBUL G. Holschen peAAug .15 1950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In ywars| o UNDER 1 YiAR | tnoan o1 1.
Mald) | White BT o | May 23 1881 | afgpnuenis) Dun | o) 3
10a. USUAL OCCUPATION (Give kind of work: | 10b. KIND OF BUSINE%D?ET IN: | 11. BIRTHPLACE (State or forelgn eovatey) 12, CS'T'ZEWW"”
o ) UNTRY
BWMW:LW@’? Pe rry Co ’ Mo . O aid gbby
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14.° NAME?& USBAND OR WIFE
Louils Holschen Unkown Holschen
:3. WAS DnEEkEASEP EVER N U.5.ARMED FORCES? | 16. SOCIAL SECUR{B’ 77. INFORMANT' 5 S1GNATURE OR NAME ADDRESS
. Or nowD; (I . o r or dates of service) .
) o v on e o Myrtd® Holschen Alt,enbu,pg Mo,
18, CAUSE OF DEATH CAL CERTIF|CATION INTERVAL BETWEEN
| Enteronly onecaussper | I. DISEASE OR CONDITION M ONSET AND DEATH
o for (8, (b), and (¢) | CVRECTLY LEADING TO DEATH m&; h—uﬂ ,,(

risz o the above cavse (a) stating

4 {a,
o4 heart fulure, asthen the underlying couse last.

‘eft. It meens the dis-: v
care, injury, or compliea- DUE TO ()

tion which caveed death,” | 11, OTHER SIGNIFICANT CONDITIONS

Conditiona contributing to the death but not
related (o the dizease or condition eausing death.

_EQbX

 farme, tantory. strest, ofics bidg. st0.

21a. ACEIDPNT 'y (Bpacity)
SUICIDE z e
HOMIGHE

21d. TIME (Mooth)  (Day) _ (Tea) (Em) 2la. INJURY GOCURRED
. WHILEAT—]. NOT WHILE
INJURY ¢ -/ Y-8 J”gam WORK AT WORX

19a. DATE OF OPERA- |- 19%. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
hi: E] no,B;
21b. PLACE OF INJURY (s.g..inorabons | 21c. (CITY, TOWN, OR TOWNSHIP), (S5TATE)

UNTY)
%m ()&SZM‘! Hhey
INJURY OCCUR?

12 G Horind Aot

(| 21 hereby certify that 1 attended the deceased from

.
Parnrsr Ml

Rerry 1§30 15 garmuar ot Berty CHRY ¥Dihor 7 inat saio the deseased

alive on ___,.,.,\19_1_.___ and that death occurred at ...

v from the causes and on u‘w date slated above

233, SIGNATURE * (Degroe or title) ATE Sl
. ‘ _,[/( nge ol . Perg ﬂeﬂnh' M ,7 D
%a. BURIAL, CREMA; 2b. DATE 24c. NAME OF.CEMETERY OR CREMATORY. | 44d. LOCATION (Oity, town, or county) tate) -
A |Aug, 18 19590 Ihmanmuel Lutherap .| Altenburg Mo,
DATE RECD BY LOCAL | REGISTRA®S SIGNARUR 350 Z5. FUNERAL DIRECTOR'S 51SFATURE ADDRE 83 ‘
REG, , , " . 7 5 e -~ (S |
Unrg [ § 2/ 10p R YV St eyt ! XTCCP7 & J T PR Loy L P
0 A i e R ‘



R S
ocet/ 1 130 3 . ST :
' TEE LT TEN
Oy
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N R T
B r’:) . . : ) ..-.;‘: ;-‘J‘

s
T ,°°%
- Ty

'q. ." \\ \".‘\i\\ N\ \\, -\;\\

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, of by cevcrimens

working under my personal supervnswn. ude"t Embalper "o'._ "
3 st LTINS SRS N

LT .‘\ LRI ', -._}.-\;-.-;,\\ AT Ad
AT R 3
O L UL PR K L AR SR Y én - Signed.. L Rl Aadans |

-}

: - 74
b'gﬂ.d------..-;.t:l;;;‘nt--ﬂ;;;i;‘-‘-ro-n------a. Licensed) bahner No. %2.?
- P, O\Address_.....4 e -

e Note:. * The above'MUS'l‘ BE SIGN‘ED BY 'I'HB LICENSED EMBALMER‘m his, OWN‘HA.NDWQITING
th sbove constitutes grounds for revocation of [:cense.)

chhbodyunotenzbalmed,ﬁgashouldbewmtedabovt. ’ . : ’

ure tl‘F comply with




