300 . THE DIVISION OF HEALTH OF MISSOURI
o l FLED OCT 271955  STANDARD CERTIFICATE OF DEATH Stety File No
-~ "'eIRTH No. REG. DIST. NO. ‘) PRIMARY REG. DIST. NO. %L__d %ﬂmr’l No....... Z..[. .............
;,ﬁ 1. PLACE OF DEATH 2 USUAL. RESIDENCE (Whers dedossed lived. If institution: residence bafors
| 'i a. COUNTY Andrew a. STATE Lﬂ:issouri * b, COUNTY Andnew adinisaionl,
b. CITY (If oytpide corporats limits, writa RURAL and give ¢, LENGTH OF (I e CITY L In Residence within Hotts of
‘own  Polckow omtin)| STAYGYPRR) 1Giw Boleokow Bl
d. FHbIS-PP'PANI'_EO%F (If ot in hoapital or jmatitution, give streot address or location) FEA%I-DRFEE% (If rursl, give location} &‘ W\/ﬂ
INSTFTUTION D
3, NAME OF . (First) . b. (Middle} ¢. (Last) 1. DATE (Month)  (Day) )
DECEASED
(Twpe or Print) Daniel z. Walfersperger } . 16 147 1855
i 5. SEX D 6. COLOR OR RACE | 7. MARRIED, Ni‘EVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| IF UNDER ) TEAR | I WNDER 1 BRS.

male white MEPHEY BlgRced awean | ) 081879 e

10a. USUAL OCCUPATION (Giwekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . _—_— y 12. CITIZEN
donndurin:xig-t.ol worldn:lﬁo.n:on'i! :n:::i) T DUSTRY (City asd Svate or Foreigs Country) / COUNTRY?FWHAT

ret., *armer Farming Minneapolis . Kansgsas USA

138. FATHER'S MAME 130, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE 1

Henry F. Wolferdperger| Matilda Durflinter Kitty Moy Wo]fer@%ﬁg
i)

15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME Bolck
NO. - oLc A

Month.' Days Boml Min.

. (Yes, no, or unknown}) | (If yes, give war or dates of service} »
! no unbknown - ‘ M EPSDerge
18, CAUSE OF DEATH | oR & ' P ‘lgggnvil& grmgrzr:c
. Enter only onetatise per . DISEASE ONDITION .
. |/ ime tor tay, (29, and o | DIRECTLY LEADING TO DEATHS () Y4 rS
*This doss nol mean ANTECEDENT CAUSES
the mode of dying, sueh | Morbid conditions, {f any, giving DUE TO (b)
a# heart failure, asthenia, | rise to the above cause (a) stating
e, It means the dia- the underlying couse last.
ease, injury, or complica- DUE T0 ()
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
" Cunditions contributing to the death but not 4 l
reloted fo the dizease or condition couting death. @ﬂ/ 12 / % )
13a. DATE OF OPERA- | i95. MAJOR FINDINGS OF OPERATION - / ‘ | 2: AUTOPSY?
il B2 ) - &
P’ TPV . ves [ wo

21d. TIhFﬂ_E (Mouth) {Day) {(Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DIDINJURY OCCUR?

WHILEAT NOT WHILE
INJURY m- !:l AOTWORK . -

2ia. ACCIDENT (Bpecify) 21b. PLACE OF INJURY {o.g..incrabout | 2Ie~{CITY, TOWN, OR TOWNSHIP) (COUNTY) ATE)
+ SUICIDE : . | bhoma,farm, factory, street, office blds.. et} :
HOMICIDE €7~

WORK

2. I hereby certi "zha£$l atiended the deceased from _ﬂg&'ﬁ., 19___, o _%L/,%ﬁ_, 19_.___, that I last saw the deceased
Eﬁ/f : ¢ %

alive on £ ., 19—, and that death occurred at /LA m., from the causes and on the date staled above.
23a. SIGNATIR E . (Degree or titlgfy | 23b. ADDRESS L - ' 23c. DATE SIGNED
- y/ —
Vé Wu/ s X /i:MML /’755

24a. BURTAL . CREMA- | 24b. DATE 24, NAME OF CEMETERY OR CREMATORY | 244, LOCATION (Oity, town, o county) = “(State)
TION, REMOYAL (Spedity)
kEGpaham Mo, \

urla 0=-18-1955 |Bethany Cemetery
v TORS S 51 GNA ADDRESS E

DATE REC'D BY LOCAL | R '$ SIGNATUR 4‘1 . JUNERAL O
|22 ST torls” 3 |
o ‘mbalmet’s Ststement on Reverse Side

WRITE PLAINLY—TUSING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

\




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this ceft{ficate was eml
by me, or by ettt eeereeteeeeerereeaasenn et eenntananenaeeneeanaaesnaeennns P , Student Embalmer No..........

working under my personal supervision..

Signeture of Student Embalmer

Licensed Embalmer No... 5 <.

. - . .  P. 0. Address/.//4: I%Zé

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

If embaimed by a STUDENT, he also shall sign in his OWN handwriting.

¥¥ this body is not embalmed, fact should be sc stated above.




