THE DIVISION OF HEALTH OF MISSOUR! 3 1 167

. 300
-2 IHLEC SEP 28 1953 STANDARD CERTIFICATE OF DEATH State Fie No
BIRTH NO. REG. DIST. NO. _4;4,7_ PRIMARY REG. D1ST, m.M Repistrar's No.,..z.l.j..“..........-
.. PLACE OF DEATH ’ 7 2. USUAL RESIDENCE (Where decessed lived. If institution: residence before
. COUNTY . STATE y adinineton).
/ : Callaway . Missouri b COUNT 911, away Ao
b. CITY (3 outelds corporte limite, write RURAL and give ¢. LENGTH OF c. CITY 4. Is Residence wmun Lemits of |
1R Fulton vt SHE el 1Sin Fulton S e ot
d. FULL NAME OF (If not in hospital or instlisution, give strect address or looation) . STREET (1 rural, pive location)
wospmat oF 611 Blur? St. “aoRes 61 1 BIGPE St o/ 93
E OF & (First) b. (Middle) ¢. (Last) 4 OATE (Monm, (Da
O Rasto ¥ "")
DRLCEASED  John Baptiste  Kaiser o | o2 Sept éslf’
5. SEX )| 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, / 8. DATE OF BIRTH 9. AGE (1o years| If UNDER 1 Yiam | I OWDiR o 1o,
Male White ME/PRYERBIVORCED (Bpwity July 13, 1886 ’ "67"““” ”““‘", Dars “"“", Min.
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN: | 11 BIRTHPLACE (¢;\) vag Stata o Fm,‘_ Countey 12_ CITIZEN OF WHAT
HrE SR TNy Retall Meats® ™ | Jefferson City g JOUNTRY?
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR *IFE
John B.Kalser Mary F. Poeschal Jane Kagilser |
J—— |
15, WAS DECkEASEP E\&ER m.i u.s.AnMdED FORCES? | 16, SOCIAL SECURITY | 7. INFORMANT S SIGNATURE OR NAME ADDRESS |
5. DO, OT UDKDOWD, ) EIT0 WAT OF ten of 1} .
Bg | G- 1A87-72 £156 Mrs. Jane Kalser Fulton Mol

INTERVAL BETWEEN

ONEEE AND DETH

18, CAUSE OF DEATH MED! L/CERT_IFICATION

| Enter only oneazuseper | I DISEASE OR CONDITION
line for (a), (b), and {c) DIRECTLY LEADING TO DB\TH'(a)

*This does nat mean | ANTECEDENT CAUSES

the mode of dying, such | Adorbld conditions, if any, giing DUE TO (b}
s Beart foilure, asthenio, | Tite (o the abore cause (o) stating

de. It means the dis- the underlying cause last.

case, Infury, or complica- DUE TO (¢)
tion whick caused death. | 11. OTHER SIGNIFICANT CONDITIONS

- e Conditions contributing to the death but not . B
related Lo the disease or condition causing death.

WRITE PLAINLY—~USING UNFADING BLACEK INE—MAXE A PERMANENT RECORD

19a. DATE OF OPFE,“Q 19b. MAJOR FINDINGS OF OPERATION ) L, / 20. AUTOPSY?
7/ 2.0 YES D NO H
21a. ACCIDENT . {Bpacity) | 21b, PLACEQF INJURY (s-x.. inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . home, farm, {agtory. street, offfice bldy., 010.) R
HOMICIDE : . _ :
2td. TIME (Moats) (Day) (Year) (Hour) | 2o, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. . WHILEAT NOT WHILE
INJURY . n. | work AT WORK
zz I hereby certify lha! I auended the deceased from __ =———————m———effi—  lo — 17 , that I last saiw the deceased
alive on ——————— 19—=, and that death occurred gt _# 4 m_ from the causes and on the date stated above.
or titla) zab ADDRESS 2%. DATE SIGNED
f;%»- /& | Fay-r;
¢ 1AL, b DATE ~ 77| 24c. NAME OF CEMETERY OR REMATORY 24d. LOCATIbH (Ctty, town, or county) ~ ~, (State) '
TION, REMOVAL ) : &
url SPT‘)‘['.] 25 /1 Q_RZ Desgnregtigi_ Jefferson City Mo. o
L]

ATE REC'D BY LOCAL

Cm - -
zswul. ‘bmtc'rong. uaurun? : “9':” M 3“

‘s St on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em

Student Embalmer No....... ..

byme, 0T DY conrrevrinniennenians s teanenas .
working under my personal supervision..
Student .. ... i aiieiiiiiiaeicesairasas igned /4. ..., ...:....4 ...................... e
Sip-mra_o'! Student Embalmer )
Licensed E j).?:
- P. O. Address.- .................

%', Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwrttmg
e thls body is not embalmed, fact should he so stated above.

\




