5. No.300

v, 10.48

o

WRITE PLAINLY-—~-USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

<
+

|71, PLACE OF DEATH

THE DIVISION OF HEALTH OF MISSOURI
FLEDSEP 10 1956  STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. é PRIMARY REG. DIST. uoia_/Q. Regi.ﬂmr'JNo..é.é.o...z ....... ——a

BIRTH HO.

26239

State File No.

& OUNY v ape Girardeau

2. USUAL RESIDENCE (Where decoased [ivad.
. A .
o STATEMd ssouri

it Inatitution: residence before

> C¥Pe Girarddqiy”

b. CITY (1f outside ¢orpurate Utmits, write RURAL and give LENGTH OF c. CITY 1a Resttencs withln Lizdis of
OR . township) STAY (in this place) DR . » ity o fncorporated tawn!
TOWN : v TOW Cape Giravdean LY
d. FHOLI'::PF‘AHE.EO%F {If ot in hospital or institution, give strest sddrem or locstion) . A%Tglggrﬁ (If rural, ghve location) { Lﬂ 1
Weriohon 5t. Francis Hospital 918 Williams Street O O
3 NAME OF o (First) b. (Midadle) . ¢, (Last) I 4 DATE  (Month) (Day)  (Year
(Typeor Print)  EMILY ) LOHMAN DEATH Sept ember ‘5,1956
5. SEX 6. COLOR OR RACE ) 7. MAD%FH‘EB BIEQ'IEFRECIE!SRRIED 8. DATE OF BIRTH 9. :.?Ei’(‘in years l\': CNDER 1 TEAR ; UNDER o WES.
. (Bpacity, b/ e ours | Min.
Female | White Married hueust 12,1892 [Nk |
10a. USUAL QCCUPATION: w 10b. KIND QF BUSINESS OR IN- | t1. BIRTHPLACE
dnudnmgito{vwﬂonslffc:':::nh;m: - ! 0 DUSTRY ““" asd State or Fereige c““"’ O 2, CITHI'IZ'E"'?FWHAT

Jackson,

Missouri

Hongevdife -+..¢ Ovm home
133, FATHER'S NAME - L 13b. MOTHER'S MAIDEN

WTAceB AACRaI% I/NARY MI
I5. WAS DECEASED EVER IN U.5. ARMED ‘FORCES? | 16. SOCIAL “SECU

NAME

&0, Do, or nnknowa 7oa, wive war or dates [ NO,
” I\Iok i A e 490-2L4-01319

0tto F.

14. NAME OF HUSBAND'OR WIFE .
17. INFORMA S §1 SMATURE OR NAME DDRESS

Lohman Cape Girardeau,Mo.

. Enter only onecaussper

18. CAUSE OF DEATH
1. DISEASE OR CONDITION

~ MEDICAL CERTI ch'no
DIRECTLY LEADING TO DEATH® () ‘6&0 kyégl,.“

INTERVAL BETWEEN
ONSET AMD DEATH

line for (8}, (b}, and (¢)

*This does not mean | PNTECEDENT CAUSES

MJ Fan foa

Morbid conditions, if any, giving DUE TO (B)
rise to the above cause (a) siating
the underlying cause last.

the mode of dying, such
as heart faflure, asthenia,
efe. It means the dis-

DUE TO (&) /’4 W

é&bé_s

ease, infury, or complica-
tion which careed death. | [1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death tnut 1ot
related to the disease or condition causing death.

:24‘22‘/“&:'_____

15a. DATE OF OP’FIH(-)?i AJOR FINDIN F OPERATION ' 4/ 0 20, AUTOPSY?
Blod., bhew, 5ot 5 ves K1 wo J
21a. ACCIDENT (Bpecity} ilb.PLACEOFiNJURY {s.g.. lnorabont | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, actory, strest. offics bldg..uto.)
HOMICIDE
21d. TIME {Month) (Day) (Yesr) (Hour) 21a. INJURY OCCURRED 211. HOW DID INJURY OCCUR?
} WHILE AT —] NOT WHILE
INJURY m | work AT WORK
2. I hereby certgy that I attended the deceased from July 28 1%5—— o _S_QM', 19& that I lgst saw the deceased
t ‘2

,J9.56

alive on , and thal death occurred af

m., from

the causes and on the date slated above.

ADDRESS

23a. SI E (Degroa or Ut} | 23b. ADDRESS 2. DATE/S "750
D 1912 Brehdimy Cape Girardesy Mo
_"0 BHERMISI;‘LCREMA 24b, DATE - 24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or count (State)
] . *
"WUT L f Sent. 7.1956 St. Marys Cemetery |Cape Girardeau, Missouri

DATE R.ECDBYI.OCAL

AR VAN

25. FUNERAL DIRECTOR' S S1GMATURE

(Licensed Embalmer's Sutt.mm!cn Reverse Sldc)




STATEMENT BY LICENSED EMBALMER

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

DY INE, OF DY ittt ciieacieema e ataarananemnas gt raa st aaanes , Student Embalmer No,..cccoaonat..

working under my personal supervision..

Student ... i Signe
. Signeture of Student Embsloer

Licensed Embalmer No% .......

P. O. Addre@é( M

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

If embalmed by a STUDENT, he alsc shall sign in his OWN handwntmg

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




