. Mo. 300

. 10.48

YHE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

RUEDOCT 27 1952 &

: BIRTH NO. REG. DIST. NO,

PRIMARY REG. DIST. MWO. 1000

34232

Regisirar's No. ...........:.l.'..].:.:.].'..@..........

Siate File No.

22, I hereby certify .that I attended the deceased from _1-9-1,19:51 to 10"'15 , Ié 52, that I last saw the deceased
alive on ____10=15m , 19_52 and that death occurred a1 2 3 OA "m., from the causes and on the date stated above.

; 23c. DATE SIGNED
10-18-52

. (Btate}-

ENATURE, - ¥ (Degrea or title)

?1r?<p§%r1ck Buléglngé eoh

244, LOCATION (City, town, or county)

S*L—\Jo n'd'a J Missori

ADDRESS

t. Joseph, Lo,

A=

24s. NAME OF CEMEI'ERY OR CREMATORY

St, Josevph City/
- . JUNERAL

BURJAL, CREMA-
TION. REMOVAL (8pecity)

Riiri=1

\ DTEREC'DB‘I’L(})‘CEAGL
'léat-?&@'

24b, DATE

10-18 -1952'

REGISTRAR'S SIGNATURE

o

,} 1. PLACE OF DEATH 7 USUAL RESIDENCE (Whers deovased lived. U lomthustion: reskdoncs otoce
// ; a. COUNTY Bichanan o STATE Missouri b COUNTY33 o 2 g 1y Mmimion™
D . b.Cl‘[R'Y {If ogtrids corpurste Limits, wrile RURAL and give » BTA'?E?;EE,E:) c. Cg"f (If outadde cerporats ikmits, write RURAL and give township)
towoshd;
a oW St, Joseph |2 yTs, Town S5t, Joseph ol/7
- d. FULL NAME OF {If oot in boapital or instlsution, give strmat addrem of Jocation} d. STREET {12 rural, aive location)
HOSPITAL ADDR
8 INSTITOTION 723 So. llth St. : 324 No, 10th St, a
ﬁ 3 gE%ME OF a. (Fist) b. (Middle) ¢ (Last) 1 Da}-g (Month) mg) é
& | (mwemm  KARL A. DEYHLE oS 10 16 195
= 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8, DATE OF BIRTH "9, AGE (o years| ¥ WHOER 1 AR | # OwOCR 3,
. <]
| Z || Male White W‘S{[()joowe YORCED e | 6081868 bibdiz) | Mosth) Duo | Bown | b
) ; 1_0:; Uigzl; 2‘?_‘22’:";{?.? u:as:::n;am:; 10b. KIND OF BuSINEss'cggT'gd‘; 11. BIRTHPLACE (Stats or forslgn oovntry) 12, cglrjr’hz:'zir‘l'?l-'wm’r
E Tk nown ™| Unknown Germany 9/
« 13a. FATHER™S NWANE 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknown Unknown Unknown
B
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY |17 INFORM 5
5 (Yee, 0o, or unkuown) | (If yes. give war or dates of servios) NO. OR ANT'S 51 G‘ATUR,E OR N“'“E ADDRESS |
= no none Buchanan Co. Social Welfare Board \
u! 18. CAUSE OF DEATH MEDICAL CERTIFICATION Ig‘l‘zmr:l.ugsru\:m i
1. DISEASE OR CONDITION . TH
% || Enteronlycnecsusper | Lo o e ADING TO DEATHy Cerebral Vascular Accident . |
Z |l inefor (o}, (b), end {¢) ()
i “This dos not mean | ANTECEDENT CAUSES .
&} the mode of dying, such | Morbic conditions, if any, gising DYE TO (b) Artertiosclerosis Unk’
._j or heart foflure. gsthenia, | Tise to the above caude (a) stating. o e e e Ceiman e e
=} dle. It eons the dig. | the underlying cause last. R - - - ' - == -
o care, injury, or complica- . I?UE TO {e) ‘
% || tien whick causea death. | 11. OTHER SIGNIFICANT CONDITIONS - < - T
= Conditioms contributing to the death but not
9 related to the diseare or mduion causing dealh.
w;z; + || 19a. DATE OF EJP‘FE)A'; 19b. MAJOR FINDINGS QF OPERATION '+ * N Se ot ‘20, AUTOPSY?
Z Lo 231x ves (1 wo []
o || 21e ACCIDENT (Bpecity) 215, PLACEOF INJURY (e..tnoraboct | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
= algﬁ:CDIEDE bome, farm, {agtory, strest. ofice bidg.. ane.) e s . Ly
g 21d. TIME (Month) (Day) (Year) (Houn | 2le. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?
. IN.?JRY - . v "} WHILEAT [ NOTWHILE
J‘ . WORK AT WORK oottt oottt ot
=
]
-«
.
Y
[
4




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

Student fmbalaer No.

working under my personal sopervision,

SLUONE ceernrnneernnennse terereeereneaanes s@.d%l@ &‘}M/

Student Embalmer 5’—'
Licetised Embalmer No J/ ?

P. O. Address -

--Note: The above MUST ‘BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND . to comply with
the above constitutes grounds for revocation of license,}

If this body is not embalmed, fact should be so0 stated above.




