S. Mo.300
v. 10.48

s,

WRITE PLAINLY—USING UNFADING I.ILACK INK—MAEE A PERMANENT RECORD

ALED MAR 5

THE DIVISION OF HEALTH OF MISSOURI < 50;3;'?
1051 STANDARD CERTIFICATE OF DEATH _ L oSt il Now.. g

BIRTH NO. REG. DIST. MNO. _LJL_ PRIMARY REG. DIST. NO @_?_ZL._ RmmanNo __ /’ ..............
i. PLACE OF DEATH 2. USUAL RESIDENCE (Where 4 d lived. If instizutbon: reeid befors
8. COUNTY Jasper © | S TEMissouri © M OWTY Jagper it

b. CITY (If outsida corporate limits, writs RURAL and give

tine for (a}, (b}, and (c)

*Thiz doer not mean
ihe mode of dying, such
az hearl fatlure, asthenia,

-||-ete: - It"meana” the dis- | -

case, infury, or complica-
tion whick caused death.

DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

Mortid conditions, if ary, giring DUE TO (b}
the abore cause {a) stating
the underlying.cause last. - . =~ o

rize to

c¢. LENGTH OF ¢, CITY (If ouwide sorporata limits, write RURAL sad glre townahip) &f' ‘/f
. woahi, ST th OR 4
TOWN Joplin o %6‘ ':;‘r-"é Tows  Joplin F ‘S)—
d. FH!..SLPI;I_I»_W_EO%F {If pot in bospital or Eastivation, give strest address of Iy d'ASDTDR}gEE;S (It rural, give loestion)
mstrution  St. Johns Hospital 1041 Penn.
3. NAME OF a. (Firsty b. (Middle) c. (Last} 4. DATE (Month) (Day)  (Year)
DECEASED -
(Type or Print) Joseph Lennartz. oo Feb, 14 1951
5. SEX O 6. COLOR OR RACE | 7. M%Roiugg ElEgEFRICiESRRIED ) 8, DATE OF BIRTH 9. AGE“&:L:'-;n b:; u&m lel I GKOER 4 HES,
(Bpecity,; ¥, o nys | Hours | Min.
Male White ferried T April 27 1878 | & f |
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- [ 11. BIRTHPLACE (Btate or forslsn mm.rf) 12, CITIZEN OF WHAT
dons dyring mmofvorh life, & _Emd.ud) DUSTRY . TRY?
Produce & roui Dealer Youngstown, Ohio
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William P. Lennartz. | Mary Elizabeth Ethel Ienmnartz
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT" 5 SIGNATURE OR NAME ADDRESS
(Yen, 8o, or unkuown} ( (Ii yos, wive war or dates of service} N
No thel Tiennartz, 104-1 Penn, Joplin
18. CAUSE OF DEATH MEDJCAL CERTIFICATION INTERVAL BETWEEN
_Entet only onecauseper | |. DISEASE OR CONDITION ONSET AND DEATH

DUE TO {c)

[1. OTHER SIGNIFICANT. CONDITIONS, -~ -

.@ﬁ - Jelessu .

ot

Conditions contributing to the death but zof .
related to the disease or condition causing death. 7 ‘
192. DATE OF OPERA- .| 195, MAJOR FINDINGS OF OPERATION o L e e = - } 2. AUTOPSY?
- 7 TION® ) R ' .
ves [ o {J )
21a. ACCIDENT ' (Bpecity) | 216, PLACEOF INJURY (e In orabout | 2Tc. (CITY, TOWN, OR TOWNSHIP) ' (COUNTY) {STATE}
SUICIDE bomae, farm, Iactory, street. office bldg., ets.) ‘e ae . . . .
HOMICIDE R U LR B .
zld. TIME (Moath) (Day) (Year} (Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
IN?L';RY ’ : o | WHILEAT™] NOTWHILE

WORK WANORK Lo

19968, 107Hb (S 1987, that T last sa10 the deceased

sH5Hh., from the causes and on the date stated above.

23a. SI;SN

2. I hereby cefh: {ended ske deceased from M
.alive “ 119 , and that death occurred of

ﬂ.,.,,;“», 5V Shusen By ol | RS,

G.
2 -22 -£7

TI ng IA\‘I'. CREMA 24 f 24c. NAME OF CEMEI'ERYﬂR CREMATORY 24d _LOCATION (My. Lown,or wrmty) . (sum)
(Bpuclly) - '

g‘ 2 }‘-ﬁoi‘ﬁ'\f T—Innp \”ebb Ci tV‘. M:l SS Ouri

DATE REC'D BY LOCAL | RESST 5, FUNERAL DIRECTOR'S SIGHNATURE T nbbRE$S

Parker HMortuary, Joplin, Moy




RECEIVED _5- .« -5
Jasper County Health Office
County File Number 51-2-167 .
Qate Filed S A5/

[N T T - P, A A ————

STATEMENT BY LICENSED EMBALMER
[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, ofr by i
s emeerteeees e e 8 2 R £t 438084t e ee e et e e 2 e ee et ereemronme 1o remmneeememeeny Student Embalmer ¥o.

.,

working under my persona! supervision.

Student c.ocuvaserrrresnonsoasasasmssanaoaas
Student Embalmar

Ay

P. O. Address_.L: A :
G. (Failure to comply with

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the zbove constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be s0 stated above.




