' ' RI
THE DIVISION OF HEALTH OF MISSOU 104 1

V.S, Mo,300 :
l; - | STANDARD CERTIFICATE OF DEATH eate Fite o
i. !ﬂElUMFNEB 4: _1%2 REG. DIST. NO. ‘ 3 ‘ PRIMARY REG. DIST. NO. _S_Q_Be.&,gwm Ne. ‘“a“s.
’/ 1. PLACE OF DEATH f 2. USUAL RESIDENCE (Where decnuod lived. 1If institution: residence before
a. COUNTY St__.e.l.ai-r—H . a. STATE . COUNTY adinimion).
) 4,’7 z enry Missouri  sthCT4i :
b. CITY (If outeide corpurats limits. write RURAL and give ¢. LENGTH OF <. C*TY (M. cutaide corprirave limits, write BUBAL ac.d give townahin)
‘ OR . towaship)| STAY (in this place),
Towv _Clinton 4 yearjs ™ .0pllins d?30
d. FH(I).IS.P?N\?-EOOF {1f not in hospital or institgtion, Eirgwireet address or location) d‘ASDTDRRE& (I rursl, give Iou.r.ion) /
INSTITUTION g4 it . |
3.3&:!\&55%!; a, (First) ]’ b. (Middle) ¢. (Last) a, DS}-E (Month)  (Dey)  (Yew)
(Typeor Print) Annie: . - Baumeardner DEATH, Jan,25,1952 |
- 5, SEX / 6. COLOR OR:RACE | 7. MARRIEB. rs;lzvggcggﬁmm. 8. DATE OF BIRTH 5. AGE &’Z.“f" IF UNDER | TEAR | ¥ URER 1 s,
. (Spacify) it 1day, Montha | Days | Hours | Min.
female | White Widowe 2~ |__April 15,1870 81 |
102. USUAL OCCUPATION (Giekind ot work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stats or forelgn country) 12. CITIZEN OF WHAT
donw during most of working life, even if retired) . DUSTRY H . COUNTRY?
K o _ ickory County Mo;
138, FATHER' S NAME hd ’ ’ . {13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Peter Kauffman Sally Cole,_= -] D A
85035760
:3. WAS D“EkaASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
ou, B0, or ) | f yea, ni dates of xarvice) :
e nown yea, mive war or None Pete Baumgarden Clinton Mo.

18. CAUSE OF DEATH MEDICAL CERTIFll'CATION . lg:gg{u BETWEEN
. Enter only onecauseper | I- DISEASE OR CONDITION ' ‘ AND DEATH
line for (8), (b), and () DIRECTLY LEADING TO DEATH® () “ > _L'L’

*This does_mot mean’ ANTECEDENT CAUSES - _ T el : / 4 g
the mode of dying, fuch | Aforbid conditions, if any, abi'rw DUE TO (b} * e e

alhcurt faﬂur:, asthenia, rise to the above cauke (nijtat
A ge It- mmn: ik dis. u_he underlying couse last
case, infury, or complica- ) v DUE TO (c)
tion which coused death, | 1. OTHER S[GN]FiCANTFONDiT!ONS " T A A . B
’ Conditione contributing to the death but not
related to the disease or condition causing deafh.

19a,’DATE OF OPERA..| 190. MAJOR FINDINGS OF OPERATION ~

.

S

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

. . e~ - 73 " .| 2. AuTOPSY?
- - FIIR | wlwl
s ot || 218, ACCIDENT (Bpacity) . [ 2 OF INJURY (es..dnora 2le. (CITY,. TOWN, OR TOWNSHIP) ~ COUN | (STA
127 || 81 Soicine (Bpacits o o tapory seva othes ey | 0 ¢ o coum GTATE
‘B || HoMICIDE . t . B ..
21d. TIME®  (Mouth)  (Day)- (Year) mqu) “2le. INJURY OCCURRED | 23f. HOW DID INJURY OCCUR? L7
-V . WHILEAT NOT WHILE, R
- INJURY m. - WORK AT WORK - . .o
- — —
2. I hereby ceriify that I attended the deceased from H 1944, , tH 19 2, that I last saw the deceased
" alive on 24 1922 and that deatfoccurred al /. A m., ffom the causes and on the date stated above,
Zh SIGNATUR (Degros or title) | 23b. ADDRESS, Zic. DATE SIGNED
| )72 0 . . 1. _ e |
24a, BURIAL. CREMA. | 24b. DATE 24. NAME OF CEMETERY OR CREMATORY m LOCATION (City, town, or county) (State)
TION, REMOVAL (Bpucity) 1-27-52 Y N - ]
Bushigl N »10g8 Pl‘alrle Cerster Mo .
DATE RECD BY LDCAL 'S SIGNATURE JA22. | 5. FYNERAL DARECTOR™§ S1GMATURE ADDRESS -
G £a|,0 ?%é;é:;i Q!‘g ota Mo

{Licensed Embafmer’s Statement on Reverse Side) .
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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 embalmed by me, or by.

——— Studant Embalaer Mo,
vworking under my persona! supervision.

TSHUSENE venareninnarnron e Signed.. 82 7 o
Student balmer
Licenzed Embalmer No ‘3 vl ‘3 i

P. Q. Address M 2‘9

Note: The above MUST BE SIGNED EY THE LICENSED EMBALMER in his OWN WRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) '

If this body is not embalmed, fact s_hould be so stated above.




