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WRITE PLAINLY—USING TUNFADING BLACK INE—MAEKE A PERMANENT RECORD

INSAN

V!n_u_tl'u NO.

HLED JUN 9 1959

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. D|ST. NO. é gl

State File No... 1717.2

PRIMARY REG, DIST. m_za:id Registrar's No ...... *&.

I. PLACE OF DEATH

‘.
5,

2. USUAL RESIDENCE (Where decossed lived. If nstitution: residence befors

. COUNTY ‘ " . STATE b. COUNTY adunimion).
. Livingston : Missouri vingston
b, CITY (If outnside corpurate Limits, write RURAL and give ¢, LENGTH OF c. CITY (If outaide corporata limits, write RURAL and give tmm-h.ip)
townahip)| STAY (in thie place) R
TOWN  Chillieothe davd ™" chillicothe P NN R

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

*Thiz does not mean
the mode of dying, such
a2 heast fallure, asthenia,
ete. It means the ds-
care, injury, or complica-

. rise to the above cause (a )} stal

DIRECTLY LEADING TO DEATH® (4

ANTECEDENT CAUSES

d. FULL NAME OF (1 not in hoapital or institution, give atrect sddress or !oﬁtln‘ur) d. STREET (If rursl, give location)
HOSPITAL OR ADDRESS d
INsTiTuTioN chilljiecothe hospital QA3 W, tom
3. 5'5%"&% s%'i-: 8. (First} b, (Miadle) c. (Last) 4. 03}'5 (Month) (Day) (Year)
¢Tepeor Print)  FRANCIS MICHAEL KOFHLY DEATH ¥ 29,1952
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yesre| if CeOER 1 YEAR | IF UNDER u ams.
WIDOWED, DIVORCED (8pacify)a| last birthday) uuaual Days | Hour | Min.
Male ~ | White widowed J—Tan. 20,1875 | 77 |
10a. USUAL OCCUPATION (Givakindotwoek | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE tshl-arlurda oountry) C ) 12. CITIZEN OF WHAT
donw during moet of working life, sven if retired) DUSTR COUNTRY?
Laborer eneral labor Livingston Co,,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Joseph Koehly Thresia Pe :
i3. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY | 17, INFORMANT 'S SIGNATURE OR NAME ADDRESS
{Yeo. no, orunkoows) | (If yes, give war or dates of NO. ) -
No XX None C
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter only onscausaper | | DISEASE OR CONDITION . .

AND DEATH
l% : 'y ﬁ?‘ /
Fom )

Morbid conditions, if any, iuing DUE TO (b}

DUE TO ()

the underiping cauie latt.

1

tion which coused death.

IT. OTHER SIGNIFICANT CONDITIONS

Conditions contritnding to the death dut not
related to the disease or condition causing death.

19a. DATE QF OP'FEJAN. 1B, -MAJOR ' FINDINGS- OF OPERATION f - C 20. AUTOPSY?
o i 153X ves [ wo ﬂ

21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (o.g..inoraboat | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)

SUICIDE bome, farm, [astory, street, offies bldg.. ez8.} . . . - :

HOMICIDE
21d, TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED 21f. HOW DID INJURY QCCUR? b

: WHILEAT ] NOT WHILE
INJURY " WORK AT WORK -

and that death ogcurred o

., 19.&.2_ o
ra 14

L1088, that I last saw the deceaaed
se8 and on the date staled above.

22. T hereby ocgrtify that I atiended the deceased from
alive on M, 1942,

(Licennsed Embalmer’'s Ststemant on Reverse Side)

e s s

|22, SIGNATURE § (Defres or title) | 23b. ADDRESS I f DATE SIGNED
. ; 2 D t M e h, Lien “r.?}/?L
24a. BURLAL, CREMA- | 24b. DATE ™ 2%, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Ofiy; town, of county) Celate)
nouﬁsmoln T.dm
| Burial iMay 31,1952| St, Columban Cem, .| Chillicothe, Mo.. "
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE / '] —c 25. FUNERAL DI RECTOR'S S1SNATURE ADDRESS
2,\ REG. g 2 \Q ig ) . _




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 e

Student Embalmer No.

working under my persona! supervision.

SEUGENE ooerurnsrnasascananassssansennnnses Signed...M o Ml

St'udcnt Eﬂbalner -
! ' . Licensed Embalmer No._“4/Z/

P. O Address%éé:ﬂ,.m ..........

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

_ If this body ig.not embalmed, fact should be so stated above.

.




