N

No. 300

. 10.48

Y

HLED JUN 211954

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH =~

'BIRTH NO. ree. pist. no. __ A2  primany #eG. 0157 8o. 1000 | Registrars No 592
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived. H lostitutes: remi befors
. COUNTY . STATE . . b. COUNTY ichaion).
2 Buchanan : Missour i Buchanan
b. CITY (It outsdde corpurats limits. write RURAL and give LC. LENGTH OF c. CITY (If outaidy corporate limits, write BURAL acd give towmship)
OR wownshlp)| STAY (in this place) OR
TOWN St. Joseph 2y=11m=2dn TOWN St. Joseph o117
d. F#O%P'I"#ANE,EOORF {If pot in bospital or institution, give strent address or losation) d.A%TgREETss (I rursl, give locatlon) 7 C)
Nenrorion  State Hospital #2 2107 South 11th St.
3DNE%'EESOEFD a. (Flrst) b. (Mlddle) c. {Last) 4. DATE (Month) (Day) (Year)
(Twpeor Printy  FANNIE KOBLITZ peah  June 9, 1954
5. SEX 6. COLOR OR RACE | 7. MARRIED. lgizl\fgg MARRIED, /f'8. DATE OF BIRTH . AGE Uayeun] v mwen'| v | = bioca i
. . {Bpecily ¢ birthday R Houmn | Min.
Female White farrie Sept. 25, 1886 | |

10a. USUAL OCCUPATION (G kind of work
done wost of wo: {ta, sven if retired)
ﬁousew: I e

106, KIND OF BUSINESS OR IN-
. DUSTRY
Home making

T
11. BIRTHPLACE {City and State or Foraign Coustry) / Iz.cngl%EP;"?FWHAT
Ottumwa, lowa

13a. FATHER'S NAME
Bruno Artz

13b. MOTHER'S MAIDEN
Emma Barley

I5. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Yes. 8o, ot unkoown) | (11 yss, glve war or dates of servics}

16. SOCIAL SECURITY
NO

NAME 14, NAME OF HUSBAND OR WIFE

. Joseph M, Koblitz
7. INFORMANT" 5 SIGNATURE OR NAME

ADDRESS

(Moath) (Dwy) (Tear) {Hoar)

NOT WHILE

no None Joseph M, Koblitz, 2107 So. 11th St.,
D CERTIFICATION INTERVAL BETWEEN
18. CAUSE OF DEATH MEDICAL TIFICATIO St. Joseph, Mo. | ‘Sueey ano beams
|| Enter aniy oneesuseper | 1, BISEASE OR CONDIIOR, ., Carcinoma of stomach ‘ 6 th
Iine for (s}, (b}, ead (¢) () : : montns
ANTECEDENT CAUSES
*This docs not mean . .
the mode of dving,such | Morie omdilons, if any, giotng OUE TO (2 Carcinoma of the face 1l yr,
o heart fallure, asthenia, | rise to the above couae (o) g . . . o .
de. 1t means the dize the underlying caude last, o - -l -
caze, infury, or complic- i DUE TO (c)
fion which cansed death. | 11. OTHER SIGNIFICANT CONDITIONS = -~
Conditions contributing to the death but nof
related to the disease or condition causing death,
19a. DATE OF op%ﬂ:“ri 190, MAJOR FINDINGS OF OPERATION - - . ' ot - 20, AUTOPSY?

' . . /27 X ves (. wo be]
21a. ACCIDENT (Bpecity) 216. PLACEOF INJURY (s.5.. lnorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . GTATE)
SUICIDE home, [arm, sstory. street, offios bldg., 010 : ) . . . .o

HOMICIDE ‘ . )
21d. TIME 21s. INJURY OCCURRED | 2. HOW DID 1NJURY OCCUR?

INJURY - e | "ork L "Arwork - - :
22. I hereby cerjtgy that [ altended ihe deceased from May 5 1944 , lo June 9 , 18 54_ that I last saw the deceased
-alive on _1JUNE , 18 4 , and that death occurred ol _12:05M,., from the causes and on the date stated above.

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

2. 8

23 DATE SIGNED

6-9=54

23b. ADDRESS

_ State Hospital #2, City

iR

aver

24a. BURIAL. CREMA-
VAL (Specily)

24b. DATE

Qum -] ¢'

DATE REC'D BY LOCAL
REG

June

24c. NAME OF CEMETERY OR CREMATORY _

8, 1954 [Kirksville Collage of)
: 4%

24d. LOCATION (Olty, town, of county) (State)

Osteor—Kirksyille, Mo,

iW‘ OR’ 8/81 GNATUR ADDRESS
7 >
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STATEMENT BY LICENSED EMBALMER

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

............................................. " Studont Emdalmer No.

working under my persona! supervision.

Student c..essssscrsvesasncasnccanrs TETEY Si@d%ﬁﬁ(—&ﬁ o #; Zoolf A 2 e eae rresanen

Student Embalmer N
Licensed Embalmer. No.

P. O. Address& .

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWH
the above constitutes grounds for revocation of license,)

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




