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WRITE PLAINLY—USING UNFADING BLA'CK INE—MAKE A PERMANENT RECORD

s
S
o ®

FILED MAR 27 956

g
REG. DIST. MO. l

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

JOO (¢

State File Wo.....oopprnmennrenplion.

ansvrreniiem

i5. WAS DECEASED EVER IN U.S. ARMED FORCES?

16. SOCIAL SECURITY
{Yes, 0o, or unknown) NO.

(I yuu, kive war of dates of sarvice}

BIRTH NO, PRIMARY REG. DIST. KO. Kegistrar's No, erensaispeisenn
1. PLACE OF DEATH Z. USUAL RESIDENCE (Whors Hecowsed lived. If & residence befare
a. COUNTY . . &. STATE . . b. COUNTY adumisslon).,
linecolin MS ssourd St. Charle 8
b. CITY toide , URAL and . LENGTH OF . CITY eatden
TOR (I oatelde corpurate e R * ::::.up) Sray {in this place) © “or 4 l:eity e‘u::;a‘hr"lnhdnn’h'::s
OWN_Troy = im 12 Days TOWN  F1int Hi11 k=
d. FU&IS-PII!I&AT.EOOF (If mot in houpital or instization, give strect nddress of looauon} Asorgg% (If rural, give location) 9 q A
INSTITUTION Tinnnlin County Memordial Hospdtal —  Main Street
3 B'E‘?:ﬁs%% a. (First) b. (Middlc) . ¢. (Last) 4. DS'P—: (Month) (Day) (Yean)
(Typeor Print}  Mary- Saloma Dickherber peatH  March 15 1956
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, /| B. DATE OF BIRTH 9. AGE {In years|  URDER { YEAR | o ORDER o4 rom,
. . WIDOWED, DIVORCED <sp.d:,9/ laat birthday) | Months l Days | Hours | Mia.
Female’ | White Married _June 27, 1878 - | 77 |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR_[N- | 1I. BIRTHPLACE . . .
dut-du:in;mmo{warﬂnlﬂh..:anilnm) - DUSTRY {City and State or Foraign Councry) O lztgL“Tz'EE{?OFWHAT
Honuse Wife Home Duties Dardenne , Missopri U.,S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, QR WIFE
. hY
William Boland Mary Mshar ____ - | #&%MM
7. INFORMANT' S SIGNATURE OR NAME } ADDRESS

line for (s), (b), and (0} DIRECTLY LEADING TO DEATH® (5)

ANTECEDENT CAUSES
Morbid conditions, if any, giving DUE TO (b)

*Thiz does not mean
the mode of dying, such
a# heart fallure, asthenia,
ee. It means the dis-
case, infury, or complica-
tion which coused death,

Cunditions contributing to the death but ot
related to the disease or condition causing death.

Nev, None None Henry A. Dickherber
19. CAUSE OF DEATH MEDICAL, CERTIFICATION
. Enter only onscanseper | I. DISEASE OR CONDITION

ST Hap
INTERVAL B! N Y

ONSET AND DEATH

rize Lo the above cause (o) stating .

the underlying casee lost. . .
DUE TO {0 = p

I] OTHER SIGNIFICANT CONDITIONS

15a, DATE OF OPERA. | 195. MAJOR FINDIYGS OF OPERATIO 20. AUTOPSY?
227 rve a;ércl?% % ves [] wo )
(Bpecity) Zlb. PLACEOF INJURY (e.g..inorabout | 21c. (CITY. TOWN. OR TOWNSHIP) (COUNTY) (STATE)
© SUICH botae, farms, factory, street, offtoe bldy., #to.)
HOMICIDE _ ,
21d. TIME (Month) (Day) (Yea) (Houn | 2ie. INJURY OCCURRED | 21, HOW DID INJURY ocbdm’
OF WHILEAT{—} NOT WHILE
INJURY WORK AT WORK

2. I hereby certify .that I atiended the deceased from _JL

=5

to _Lﬂ:, 19!4 that I last saw the deceased

. %

alive on -7 , 1 , and that death occurred al ., Jrom the causes and on the dale staled above.
23 sn.ﬁ_eﬁ.m < (Degthe or titﬂ Z3b.ADDRESS ' ’ Z3. DATE SIGNED
N . AL - 34T
24a. BURIAL JCREMA- b. DATE 24c. NAME OF CEMETERY OR CREMATORY . LOCATION (Oity, town, or county) {Bfats)
TGN, REMOVAL (Boeeity) N ) .
ria March 17, 199 St., Thedores Cemetery Flint Hill Missouri
DATE REC'D BY LOCAL RAR'S SIGNAT FUMERAL DIRECTOR'S. 5| ENATURE ADDRESS

N

Exbalmet's Ststement on Revecer Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal

DY INIE, OF DY oo tuinesannnenararanaaenemncacamaasistsarasanasrssranenasansasaneaansaansnrs , Student Embalmer No......c.... -

Licensed Embalmer No‘f/yy:
¢ £

.P. O. Address W

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

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

74 this body is not embalmed, fact should be so stated %bove.

working under my personal supervision..

- ¢




