0. 300 THE DIVISION OF HEALTH OF MISSOUR]:" 35 57
0.
FILED FEB 14 1958  STANDARD CERTIFICATE OF DEATH 51680 File Nowmmmmsommssonsrn
1 BIRTH MO REG. DIST. NO. a & ‘ PRIMARY REG. DIST. ﬂ- b ljl. Kegistrar's No 3\0
é} 1. PLACE OF DEATH 2. USUAL RESIDEMNCE (Where decessed lived. If iostitution: residence before
) . COUNTY . STATE b. COUNTY, adbuprinaton) .
O Sulliven > STATE y¢3 egouri Sulliven™=*"
b. CITY (1f omteide corpurats limita, write RURAL sod give LENGTH OF c. CITY (if-ewwide corpecate limits, write RURAL ax. give townebip)
townabip) STAY (i this Dlace) OR -
o ToWN Rursl-Buchanan Twp, |50 yre. | ™™ Rural-Buchanar TWwp, e
o d. FULL NAME OF (If not ia bospital or nstitution, xive strect sddroes or locatbon) d..STREET (M runal, give location} Vs
o PITAL OR . K ADDRESS . . <
> INSTITUTION Home 9 mi, N. Green City 9 mi. N. Green City
o 3. DECEAS%F[.J a. (First} b. (Middie} ¢, (Last) 4. DS"I:‘E (Month) (Day) (Year)
= (Twpeor Print)  HENDTY ——————— Bachman peatHFeb, 8, 19253
Ff] 5, SEX Y6, COLOR CR RACE | 7. MARRIE% Ig]E\yEgC%SRRIED ___§ DATE OF BIRTH 9, I:Gmnd:«n hl; UNDER | TEAR | IF UNDER u wEs,
- (Bnm-ilvl’ t ¥l onthe [ Days | Ho Min,
z || Male White Ydoweg Dec. 1. 1873 | 82 iy il ool B
; 10a. USUAL OCCUPATION (Givekindof =ork | 100, KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (state or forico coweiey) T Pz CITIZENOF WHAT
[+ done during most of working Life, sven if retired) | COUNTRY?
2 Farmer Gen, Farming Missouri , USA
< 13a. FATHER'S NAME 13b. MOTHER'™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
a , Solomon Bachman | Angeline Capos Edwinna Bachman
% [[15 WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT 5 SIGNATURE OR NAME  ADDRESS
- IYYA: , or unknown) | (If yea, give war or dstes ol service) [ ~ 0. ~
= [_No | —memee———— Nofie Mrs, Fave Thomag, Green City, Mo,
! 18, CAUSE OF DEATH MEDICAL CERTIFICATION 'g;gg}'hg%iﬂ
4 || Eter only onecauseper | 1. DISEASE OR CONDITION . H
Z |l line for (a), by, oad (¢) | DVRECTLY LEADING TO DEATH* i)
E “Thir does mot mean ANTECEDENT CAUSES
- the mode of dying, such | Morbid conditions, if any, gising DUE TO (b) mt‘ e
- as heart faflure, asthenia, rize to the above caunse fa) suu!mg } Caw
08— [V etem -1t mecng the dis- - the underlying catse last.-« == - - -
o care, infury, or fica- DUE TO {¢)
P tion which catcred dmﬂl 1. OTHER SIGNIFICANT CONDITIONS, = .. - "7 _ R PY
= Conditions contribuling to the death bul =tol .
5 related to the disease or condition cauaing death.
p: 19a. DATE OF OP_FlF‘lJAN- 19b. MAJOR FINDINGS OF OPERATION - I e - e .4 | 20 AUTOPSYT
iz : .
z SESY | wOwd
'0 21a. ACCIDENT " (Bpecity) "21b. PLACEOF INJURY te.g.. fnorabout | 2lc, (CITY, TOWN, OR TOWNSHIP) {COUNTY) {STATE}
A SUICIDE homa, farm, factory, street, office bidy., et0.) R Lo . PR
é HOMICIDE v o ‘ =
g 21d, TIME (Moath) (Day) (Yemr) (Hogr) 2le. INJURY QCCURRED { 211, HOW DID INJURY OCCUR?
oF . WHILEAT[—] NOT WHILE
INJURY . . WORK AT WORK . : - - -
2 I hereby cerlify that 1 attended the deceased from Mt_ﬁ, IQM, IOM, 1.‘{1‘_&;, that I last saw the deceased
alive on , and that death occurred al m., from the causes and on the date stated above.

23c. DATE SIGNED

) TP ) %

24a. BURIAL, CREMA™T 28b, DATE 24;, NAME'OF CEMETERY OR CREMATORY  |.24d. LOCATION (City, tovn, or county) ,

P | 26-1955 |Burnety Cemesery _Bullivan County, io.

DATE REC'DIBY LOCAL | REGIST. Apﬁi/érﬁvv' 5. F AL DIRECTOR S 51 PORESS
| p 950 e | L

(Ticented Embalmer’s Staternent on Reverse Side)

{5tate) -

WRITE PLAINLY




STATEMENT BY LICENSED EMBALMER

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

__________ , Student Embalmer No.

S FaA

Licenzed Embalmer % 5 é/? 7
P. O. Address %
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMBR in his OWN HANDWRITING. (Failure {ocamply wil

the above consmutes grounds for revocation of license,) .-
It thii body is not embalmed, fagt should be so stated above. ; : ’ ’ |

working under my personal supervision,

Student .....ccriancsassntnararsasasannnnns Signed..........__..
S5tudent Embalmer .




