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WRITE PLAINLY—USING "UNFADING BLACK INE—MAKE A PERMANENT RECORD

5

- BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI o |

FLED FEB 13 1959

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO. !-_LZ PRIMARY REG. DIST. ID_1000

240
132

State File No

Kegistrar's No

1. PLACE OF DEATH
e COUNTY - Byiechanan

7 USUAL RESIDEMNGCE (Whers descased llved, 1f inatitution: resideoes before |
a. STATE b. COUNTY adioiasion), |
Missouri Buchanan .

b. CITY (If outeide corpursts limits, write RURAL and give ¢. LENGTH OF ¢. CITY (M cutside vorporate Limits, write RURAL o pive township)
TOWN St,., Joseph wembds)) STAY el 15wn St. Joseph 4,7
d. FH!‘IngAME OF (If not ia hoepital or institgtion, givn street sddress or losation) d. ASJ&_‘%TSS (If raral, sive Jocatlon) d
enrunion 214 Texas St. 214 Texas St,.

3. NAME OF a. (FItsD) b. (Middle) e (Lam 3 DATE  (Maxth)  (Day)  (Year

A HENRY A. DOCKHORN o 2 11958
5. SEX 5. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 6. DATE OF BIRTH 3. AGE (n years| ¥ Woen 1 TR | 7 o 2 W,
Male White Ydowed - ¢3*" | July 2, 1866 sl i i o et

10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR H‘Y

t1. BIRTHPLACE (8tate or forelgn sountry) 12. CITIZEN OF WHAT
NTRY?

ne during socet wor Llfo aven if retired)
HOTFSE™E Self Kansas / 15514
13a. FATHER'S NAME 13b. MOTHER™S HAIDEH NAME 14. NAME OF HUSBAND OR WIFE |
nknown | Unknown Mary Dockhorn (de) |
15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME  ADDRESS
(Y no, or unk: ) 1 {1 . il dates of ice} N
RE o omioo™ | Glymmmysordnmoioniod | Nong C.W. Wright, R.F.D. # 4, St. Joseph
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
ET AND DEATH
 Enter oniy onecauseper | |, DISEASE OR CONDITION ARTERIOSCIIRCS IS
1tne for (8), by, and (o) | DVRECTLY LEADING TO DEATH () #J?P
«This does mot mean | ANTECEDENT CAUSES ##
the mode of dying, suck | Aforbid conditfons, if any, giping DUE TO (b}
o heart faflure, asthenia, | Tiae 20 the above cxuse (a) stating A ) R i . . . o
. It means the dls- the underlying couse laat.. .- .- e S . : . e :
caae, injurs, o complica- DUE TO () o
fion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS - "o ¥~ .- stal 7 0
" Conditions contributing to the death bul not Senile Dementisa
related Lo the dizease or condition causing death,
-19a. Dﬂ% OPE RA- | 19b. MAJOR FINDINGS OF OPERATION seynos DT S0 ga L.+ .| 200 AUTOPSY?
€ TION
L #5000 | Wl wld
21a. ACCIDENT (Bgacts) 21b. PLACEOF INJURY (v.g.incrabout | 2lc. (CITY. TOWN, OR TOWNSHIP) ~ ~ {(COUNTY) (STATE) /
SUICIDE None home, larm, laetory, street, office bldy.. w1a.) oy s re e .
HOMICIDE : )
21d. TIME . (Momth)  (Dayd (Yesr) (Hoa | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT ] NOT WHILE . .
INJURY - m | woRk T WORK e . . wees. .
July isw , 19. 5I ld”'eb 18% , 1952 , that I last saw the deceased

2. I hereby t al auended he deceased from
herety SRR L fx

and that death occurred 02 SOE

., from the causes and on the dale staled above.

SIGNATU 0 {Degroe or title} | Z3b. ADDRESS Zic. DATE SIGNED
2% ’}M %{/ . ..M, D,|King Hill Kldg, su Joseph/d "52
z.u sunuu. tm—:m 24b. DATE 74, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, tows, or county) ., . (State) -

P-4=1952 Belmont Cemq&yznyn Kansas .
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE FuM L RE ADDRESS
70 , St, Joseph, Mo.

REG.
;-7‘ (tiamed Embalmer’




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, easby ...

e oo teereaREEATIER AR EAILE Lt A £ e o e et e a1 oA S St Lo LoAm £ o4t et A DA AR LD oA LA At £ A2t Lo mt e ant s srmtemnn . Student Eambalmer Mo.

working under my persona! supervision.

Student v.oceresnanons Ceiesasenesesrasntnunn Signed...._
Student Embalmer

Licensed Embalme et B~
P. 0. Add v AN o T ,.%
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW i to comply with |

the sbove constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




