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UNFADING BLACK INE—MAKE A PERMANENT RECORD

FILED JUL 11 1951

"BIRTH NO. _

~ b THE DIVRION OF HEALTH Or MISSOU
STANDARD CERTIFICATE OF DEATH

[

State File No....

20034

\ 7 6‘
REG. DIST. NO. Z__i PRIMARY REG. DIST. w.__ili Registrar's No. wé.d__“_.

line for (a}, (b), and (c} DIRECTLY LEADING TO DEATH®(4)

ANTECEDENT CAUSES

Morbid conditions, If any, nimw DUE TO (&)
" rise to the above coure (o) stath
the underlying couae last.

*This does not mean
the mode of dying, such
a# beart fallure, asthenia,
de, It means the dis-

caze, infury, or complico- DUE TO (¢)

1. PLACE OF DEATH 2. USUAL RESIDENCE {(Wbere d a lved. U waldence bafors
a. COUNTY . STATE b. COU ndmbsion).
Perry * Missouri Mperry *
b. CITY (If catelds sorpurats timits, write RURAL and give ¢. LENGTH OF c. CITY (U oawids eorpocate limits, write RURAL and give sowmhin)
OR . townahl OR
TOWN Brewer : - Years TowN Brewer. - D774, _ .
g FH%SLP#ME OF (If ot 1 hoapltal or luatitation, giva -nut-ddu-orlondom u.f.lgtEEr (If raral, give looation) d
INSTITOTION Perry¥ille, R.4, Parryville, R.4.
3, I;IE%ME or-l'J a. (Firsty b. (Miadle) . (Last) 4. DATE (Month) (Day) (Year)
(Typeor Print) William A August Kirn DEATH June 24,1951
5. SEX 6. COLOR OR RACE "' 7. MARRIED, NEVER MARRIED, { 8: DATE OF BIRTH 5, AGE (o years| # GEER ' ian | ¥ Onome & m,
WIDOWED, DIVORCED (Bpecity) birthday} nmn.’ Days | Hoar | Min.
__Msle White Married /. | October 29,1875 | 785 |
10a. USUAL OCCUPATION (Oivekind of woek | 10D, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE oraign sountey]
done during most of working bife, wwen if nﬂ.r:) - DUSTRY K (Bt ol ! 0 llcgl[}-l':'lgﬂ"‘}fo': WHAT
Farmer Agricul ture Perry County, Mo. «S.A.
Hls-._nmen's NAME 13b. MOTHER™ S MAIDEN NAME ‘14. NAME OF HUSBDAND OR WIFE
Anton Kirn Sarah Schny h Rosis _Winkler Kirn
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
Yoo m.mu:nknown) {If yeu, tive war or dates of sarvios) NO.
No None Gecrge ¥irn, Perryville, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onsceuseper | |, DISEASE OR CONDITION ONSET AND DEATH

% “ps .
' /

[1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the dircase or condition causing death,

tion which coused death.

WRITE PLA\I'.NLY—-—USIN’G

N

19a. DATE OF 0915_%?; 19b. MAJOR FINDINGS OF OPERATION . ’ o 2. AUTOPSY?
) _ Y222 | wd B
21a. ACCIDENT (Boeeity) 215. PLACEOF INJURY (sx.ocrabout | 21c. (CITY. TOWN. OR TOWNSHIF} | (COUNTY) | (STATE)
H- -SUKCIDE - - home, larm, aotory, streed, ofoe kidy., ets.)

HOMICIDE. - | g .o~ ‘

21d. TIME (Mcith) (Day), (Tear) ,(Hour? | 2ls. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
i . oo 5 o] WHILEAT NOT WHILE )
INJURY = [ ~woRrK A} WORK

z] hereby cerquy thaz I aumded the deceased from ISL. lo !9_1 that I last saw the deceased

_alive on 1 , and that death oceurred 11340 Ay, from ihe causes and on the date stated above.

[Za. S\GNATURE -t

7] (Dﬁorlt-ig

23 DRESS

B3c. DATE SIGNED

24 5/

24a, PURIAL, CREMA- &Ldnz 24c. NAME OF CEMHERWREMATORY / 24d. LOCATIGN (Olty, town, or county) (Btats)
TION, REMOVAL )
ial 77 /Tune 27, 195 Mt. Ho Perrysille, Mo,
STRAR" SNATHR FUN ERa cro - ATUR annl:
: TEREC'DBYL%%L REGARSN E 5, AS0 |5 , ﬁ r 23 '
taris hnt & &7 B . . Wyt e WSV —_ 4 ., R S - 2
4 7 .’ (Ticensed *s Statement on Reverse Side) _/



RECEIVED

- } ‘1

K JUL § 1851
DISTRICT HEALTH OFFICE No. &
T E RO
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o, '
2 ) .
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was &nbalmed by me, or by ...

Student Embalmar .O.-o---oooo.o----l.oo.oalcuc

STgnediscaanes essbueasennans crvensasa veeas {

- v v wan ’
Studant Embaimer _ "1 Licensed Emba jj:..Zé-

" P. 0. Addres Lo . %L
¢ Note:. The above-MUST BE SIGNED BY THE LICENSED EMBAI.MER in his OWN HANDWRI . (Failure to comply with
the above constitutes grounds for revocation of license.) : '

If this body is not embalined, fact should be o stated above. . -
N \\ ’

N _ _
‘"}'-“ ' Y. -




