L No.300

_

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

e . THE DIVRION OF REALTH OF
FLED JUN 141954 cTANDARD CERTIFIGATE OF DEATH

State File No

BIRTH NO. REG. DIST. NO.QL&_PRIHARV REG. DIST. NO. é_oizkfpufrqr;h‘n ‘jd 7

16852

1. PLACE OF DEATH 2 USUAL RESIDENCE (Waer o d Uved. 1f & jon: reskdence before
a. COUNTY ) ’ a. STATE b. COUNTY sdminiont,
rettis i ssouri benton )
b. CITY (11 cutoide corpurste limits, write RURAL and sive ¢. LENGTH OF €. CITY (If outeide parporsts Umity, write RURAL aad give tewnship?
wnSedalia towaship)| STAY (ta dhis place) _— . %)
Town Seda 5 Lays TOWN vole Camp pog
d. FULL NAME OF (If not in hoapital or Instizutico, give street address or losstion) d. STREET (I rural, give location) ' 7/
HOSPITAL OR ) o ADDRESS P
INSTITUTION pothwell Hospital
3 :?'Ee;héﬁ E'g';'l . o. (Flrsf) b. (Mlddle) . (Last) 4. DATE (Mouth)  (Day)  (Year)
(Typeor Pring) BliZabeth Tonjes DEATH JUune 7th 1954
8. SEX / 6. COLOR OR RACE | 7. \I.‘diAD%RIED. NE‘\;CE’SC Esamm. 8. DATE OF BIRTH 9, :ﬁ?s tlo ren oo P tNoex u s,
. {Bpe - _ blnhdu H M
Female vhite HEPTTed July 8th 1869 T&'[E‘Q" il B
10a. USUAL OCCUPATION (OWwekindof work | 10b. KIND OF BUSINESS OR IN- | I1. BIRTHPLACE .
done during most of working 11is, even it udndw) ~ DUSTRY . . (City and Stata or Fozeign Countny) 0 lzcgl!;l;hZ_ENOF WHAT
nouse Wife Home Cole Camp Missourl U.Dehe
13a. FATHER'S NAME 13b. MOTHER™ S MAIDEN NAME 14. NAME OF HUSBANL Ok WIFE
Hilliam Schumann Katherine iiymuth |__Christopher Tonjes o
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
Yes.n0. orunknown) | (If yue. rive war or dates of service) NO.
No -—— None Mrs J.A. bBruns Sedaiia 0
18. CAUSE OF DEATH MEDICAL CERTIFICATION Tnsrmrv”- BETWEEN
. Enter cnly onecatsa |. DISEASE CR CONDITION . AND DEATH
line for m" o, mdfg DIRECTLY LEADING TO DEATH® ¢y (-(,J-;,( //riw {,,J,_,‘( ;..—&z/t__
*Ti3 does not mean | ANTECEDENT CAUSES :Z:.m \
the mode of diing, such | Afortid cmditions, if any, giring DUE TO (b} MM 0d ot .
o4 beart fullure, asthenia, | rise fo the cbove cauae (a)'stating . . .. ... 0] . .. . s oo e N
de. It means the dig- | A underlying cavee last : - . - - - - -
case, infury, o complica- DUE TO (&)
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS - B R A T L
Conditions contributing to the death but not
related to the disease or condition causing death. -
19s. DATE OF OPFE,AN-‘ 19b: MAJOR FINDINGS OF OPERATION A veum, ‘20, AUTOPSY?
0 s s ——;3/ X ves [ wo [
21a. ACCIDENT tBpectiy) 21b. PLACEOF INJURY (s.x.. o orabont | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNT Y) - (STATE)
SUICIDE home, farm, [sstory, street, office bidg.,eve.) . 5 P . v
HOMICIDE ]
21d. TIME (Moath) (Day) (Yer) Hour) - | 2l6. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
) It LT WHILEAT NOT WHILE[ .
INJURY - (- AT WORK T

2 I hereby certify that 1 atlended the deceased from __ 2 — 2~ 31_9_:&‘ to_L = 7 19.04, that 1 last saw the deceazed

alive ou:é_,; 19@{! cnd that death occurred at {

m., from the causes and on the dalc stated above.

Ba. SIGNATURE (Degroe or titlg)) | 23b. ADDRESS

- — . LA )M
N

2. DATE SIGNED

(-5

24a. BURIAL, CREMA- | 24b. DATE
TION, REMOVAL Bpmity)
ourial

24c. NAME OF CEMETERY OR CREMATORY .

lifyfgs—#m' AAr i rom

2 S/ =2 |5 FunEraL nln::ton s 51

DATE REC'D BY LOCAL ISTRAR'S SlsﬂléTyE

TURE

. LOCATION (City, tows, or comty)

Jyne 9,1654 vole vampy emorigl « ¢- -l - Cnle__;_,m_ﬁj_sqmw-t -

- (Biate) °

ADDRE3SS

Cole Camp Ho




STATEMENT BY LICENSED EMBALMER

I hereby cértify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

______ . Studont Embalmer No.

working under my persona! supervision.

SEUBONE v eneennnrnrnennsnesentonanensansnss Signed ol M

Student Embalmer - &U ‘£330
Licensed Embalmer No

Cole Camy Ko

P. O. Address

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

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




