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

’
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THE DIVRION OF REALTH Ur
FILED APR 121957  STANDARD CERTIFICATE OF DEATH

MIBAURE

e bl AR

Bt A vh b er mirr s in nesa mens rm

10b. KIKD OF BUSINESS OR IN-
dona during most of working Life, eves If retired} DUSTRY

! BIRTH »0. ‘}¢ Zo-g "'5 L -RE_‘_- DIST., MO, 333 PRIMARY REG. DIST. NO. ﬂ. Registrar's No, b 7
1. PLACE OF DEATH Z USUAL RESIDENCE (Whers duccased lived, If inatitatlon: residence befors
a. COUNTY Scott_ a. STATE Missouri b. COUNTY Scott sdmineion),
b. CITY (H cutelda corpurate limits, write RURAL and give ¢. LENGTH OF || . CITY ¢ 4. 1s Basdence wimin Lt ot
o townabl snw tn this place OR 3
Town . Sikeston o ¥se| Towx  Oran |} 07 0 BT
d. FULL NAME OF (1t aot in hosplial or loast \aive atreat sddroms or looation) || o. STREET @ raral, give location)
HOSPITA ADDRESS —
WeTiTuTion Mo. Delta Community Hospital . -
3. NAME OF =~ a. (Firs) ‘ b. (Middie) . .(Lm) | 4. DATE (Moztt)  (Day)  (Yea)
{ Type or Print) Daviad Bernard Kilhafner DEATH 3 23 1957
5. SEX CJf 5. COLOR (.R RACE | 7. MARRIED, NEVER MARRIE 2 8. DATE OF BIRTH 9. AGE o reun v et TR | 7 moe 6,
s birthday, Dayw
Male White Never Harriey 3=22-1957 — " ' 5 H?‘E
10a. USUAL OCCUPATION (Qwekind of work- 1. BIRTHPLACE

{City and Seats or Foreign (huny@

IZtg‘I'R_IZ_EI:inOF WHAT
Sikeston, Mo.

13b. MOTHER'S MAIDEN

Sarsh Ruth

!l:ia. FATHER' S NAME

William Kilhafner

NAME
Bruce

JM NAME OF Husmwon WIFE

17. INFORMANT'S SIGNATURE OR NAME

. Enter only oneoews per

linefor (a), (b), ead (<) DIRECTLY LEADII‘{G '["0 DEA'I:I-['(a)

I5. WAS DECEASED EVER [N U,S.ARMED FORCES? | 16. SOCIAL sl»:cunnar ADD.RESVS
{Yes, 8o, or unknown) | (IF . ive dates of servioe) 5
e T Em—— , Mrs. Ruth Kilhafner, Oran, Mo.
18. CAUSE OF DEATH - K MEDICAL CERTIFICATION . . | INTERVAL BETWEEN
I. DISEASE OR CONDITION ONSET AND DEATH

20

ANTECEDENT CAUSES

tion which coused death.

Conditions contribtiting to the death tnst ot
related to the disease or condition g

_“This does mot mean . () II
the mode of dying, such | Morbid conditions, if any, ,ﬁf”“ DUE TO (b} 94‘0"‘5-'\——
s heart fallure, asthenia, | Tise to the above cause (o) stating
de. It meane the dia- | the underlying cause last. .
eass, infurt), or comnplica- DUE TO (¢}
If. OTHER SIGNIFICANT CONDITIONS

19a. DATE OF OP%FE,AN 19b.' MAJCR FINDINGS OF OPERATION

e : - 2. AUTOPSYT ol

_ - 776X | vl B
21a. ACCIDENT ! (Hpedty) 21b. PLACEOF INJURY (og..inorabout | 2Ic, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . homa, farm, fastory, street, offics bidg..en0.)
HOMICIDE - .
214. TIME (Month) {(Day) (Year); (Hour) 2le. INJURY OCCURRED | 21f. HOW DID [INJURY OCCUR?
WHILE AT NOT WHILE
INJURY =. | “wWorK AT WORK
2z. T hereby certify that I atiended the deceased from M‘:_J_IB Jtowonels 23 1957 that I last saw the deceased
alive on Maoneds 3 | 19 £°), and that death occurred a3eS £, , Jrom the causes and on the date stated above.
2a. SIGNATURE {Degroo or tiqg 23b. ADDRESS 23z. DATE SIGNED
wm ¢ (‘ " S:Lkeston, Mo. Maceh 25, 1857

BURIAL CREMA-

T]%R

24b, DATE

DATE REC‘D a'r LOCAL | REGISTRAR'

Y4-2-57

24c. NAME OF CEMETERY OR CREMATORY

Harch 25 1857 New Gu_miian A

) L?Jd LOCATION (Oity, town, or county) (State)

b - .

SIGNATY
-

FUNERAL DIRECTOR'




" pmerecevey APR 8 1957 . : T o SN
SCOTT CO. HEALTH DEPT. '

60, FILE to. 457- 70 B , : -

STATEMENT BY LICENSED'EMBALMER

- : Aoy
1 hereby certify that the body whose name is recorded on the reverse side of this certificate wagtembalme

working under my pe rsonal ‘supervision. .

Student...oien e
r . Signature of Student Embslmer

Licensed Embalmer Nodg{% ..... JI

'P. O. Address @Wp%

Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license}.
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. . _
..’ this body is not embalmed, fact.,should be ‘s stated above. - L « = 107 - Lodmny

1 N .

e ' . : : . ! ML

S A B g



