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WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

BILED JAN 10 1956

~ THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DiST. MO. ! PRIMARY REG. D15T. NO. 33 (SO Registrar's No.

-

Statr File Na..-..:... ............ 19-

!BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where Jocossed lived. I lastitytion: rwsidence before
a. COUNTY ] . STATE i 1 b. COUNTY sdmimiont.
Adair 2 Missouri Macon T
b, CITY (I outclds corpurate Hmits, write RURAL snd give [ LENGTH OF c. CITY - d- 13 Residencs withln limits of
oy Kirksville R I\ el roan Elmer B Ch e
d. FULL NAME OF (II not in boapital or institution, give strest address or location} . STREET (If rursl, give location) " U
HOSPITAL OR ) ; ] , ADDRESS 2] /) /
INSTITUTION Grim=Smith Memorisl Hosnital
BDNE‘?:%ES%'E) a. (ITITSI) ] b. (Middle) ¢, (Last) 4, DSI-E (Month) (Day) (Year)
{ Type or Print) William Farl Koger DEATH _ Januarv 3, 1956
5, SEX 6. COLOR-OR RACE | 7. MARRIED, NEVER MARRIED 8. DATE QOF BIRTH 9. AGE (In yosrs| if UNDER | YEAR | IF UNDER 4 MZs,
. WIDOWED, DIVORCED (8pecify) laat birthday) Mﬂ'“’"l Days | Hours | Min,
Male Yhite married fug, 21,1897
10a. USUAL OCCUPATION (Glvekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE |}
domdm—inxmo.to!-nrkin;llle.n:onnﬂ :;‘;::;) ] DUSTRY (City and State cr F'orugn Cnunuv)D| 2, C'TL%EN OF WHAT
Farmer Farming Missouri

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN

George Koger

I5. WAS DECEASED EVER IN U.S. ARMED FORCB"

(Y. no. or unkmown) | {Tf yom, xive war o dates of sorvice)

16. SOCIAL SECURITY
NO.

NAME

R ———————

17. INFORMANT' 5

Goldie Koger

14, NAME OF HUSBAND OR

9)
SIGNATURE OR NAME

'IFE

ADDRESS

Elrmer Ho

. Enter onty onecatse per

18. CAUSE OF DEATH
I. DISEASE OR CONDITION

MEDICAL CERTIFICATION

INTERVAL SBETWEEN

ONSFI'JD DEATH

line for (s}, (b), and (c) DIRECTLY LEADING TO DEATH* (43

*This does not mean ANTECEDENT CAUSES

— -5)(&.//' Fraclere

Morbid conditions, if any, giing PUE TO (b}
rise (o the above cauze (a) stating
the underlying cauae last. 4

DUE TO (2)

the mode of dying, such
a# heart fallure, asthenia,
ete. Jt means the dis-
ease, infury, or complica-

11, OTHER SIGNIFICANT CONDITICNS -

Conditions contributing to the death but nol .
related to the disease or condition causing death.

tion which coused death.

9100

19a. DATE OF QOPERA- | 195 MAJOR FINDINGS OF OPERATION 3 20. AUTOPSY?
TICN g
ves (1 wo [0
21a. ACCIDENT (Bpecifiy) 215. PLACE OF INJURY {o.x. Insrabout | 21c. {CITY. TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE , homae. , factory, street, oﬂubldz .ata)
HOMICIDE i Macon MO,
21d. TIME (Month) (Day) (Year) (H 2le. INJURY OCCURRED | Ztf. HOW DID INJURY OCCURY
WHILE AT HOT WHILE ¢
INJURY / 2 /95 3FP= | Vworx IE AT WORK | "rred Fell  on )'l 1)

2. I hereby certify that I attended the deceased from A S T'-1- 1

aliveon _ 2 =~ 1954  ond that death occurred of I_z_._f__t

to_4 - 19_‘_ that I last saw the deceased

from the causes and on the date stated above.

23a, SIGNATURE (Degrae or mle)

Zibn

*

2v. AODRESS 1/ ) Ear ) fa7lersen

XivtsorZle. MD

Z3c. DATE SIGNED

X aet 2

724a. BURIAL. CREMAL | 24b. DATE 24z, NA\'IE OF CEMETERY OR CREMATCRY 24d, L@CATION {Clty, town, or county) (State)
TION REMOVAL {Bpecliyi™ .. . ) . )
rigl Jan 5 1956 __Bell Macon County Mo
DATE REC'D BY LOCAL REGISTRAR'S SIGMATURE - ,_O%UNERAL DIRECIQR" 1 GNATURE ADDRESS
-— ‘ < < ]
1=7~506" &L Z South Gifford lo

(Ticensed Embalmer’s Stateshent 6n R

Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emt
L 4 = T e eetaeiieeaaa , Student Embalmer No,..........

wérking urgi"e:r my personal sGpervision..
C 4

Student ... ... . Creaaeaas
Signatuyre of Student Embalmer

Licensed Embalmer No... 2226

P. O. Address. South Giffor
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (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.
I this body is not embalmed, fact should be so stated above,




