. Health, THE DIVISION OF HEALTH OF MISSOUR| 12 |?3

& Welfare . - STANDARD CERTIHCAIE OF DEATH STATE FILE NUMBER
. Public HLEB MAY 1 1957 / é 40
th Service - Ragistration District No. o _,z ““““““““““ Primary Reglstrulmn Duirlcf No. m?d, T Regi:tmr's Mo..__ _ A A
] 4
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where deceoscd lived. If institution: Raséd nce )efor:
s, a. COUNTY . STATE b. COUNTY admis s an
o Cole Missour} )
v. 1-57 b CBTRY (If outside corporate limits, give TOWNSHIP only) Inside Limits €. ClOTRY ‘&U Inside Limits
TOWN on City Yos e O TOWN Route $4 P N O]
. Fgls.}g_ NAME OF {If NOT ina hospilot give location) | Length os’!stny in 1b d. STREETS (} outside, give Iocmio‘n') Reside on Farm
H ITAL OR ADDRES:!
InsTITUTIoN 5%, Mary's Hospit 2 m ME_J____Y“ U ""g._

3. NAME OF DECEASED First Middle Lost 4. DATE “onth Day Year
{Type or print} OF
W_Enllamiar DEATH 11 25, 1957
. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE U F UNDER 1 YEAR| IF UNDER 24 HRS.
MaRE|ED[ JNEVER MARRIED[ ] . ‘m(in‘;::;; FUND! l LYEARIF UN ] 4 H
et oworceoD)| Dac, 20, 1879 o S O K
106, USUAL OCCUPATION {Give kind of work done | 10k, KIND OF BUSINESS QR 11. BIRTHPLACE (City and state or country) 32. CITIZEN OF WHAT COUNTRY?
during mosi of working fife, even if retired) |INDUSTRY D
Housewife Cwn Cole Co., Mo, USA
13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF H_U‘SBAND_ OR WIFE
Bernard Schulte Anna M, Drentel 7 Henry Hollander
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO. 7. Address
{Yas, no, or unkngwn}| (I yes, give war or dotes of service)
| Ho Mo Sy Finke Jefforson City “Pymp Finke Jefferson City, Mo,

18. CAUSE OF DEATH (Enter only one couse par linggor (u) (b}, end INTERVAL BETWEEN
PART |. DEATH WAS CALISED BY: : é ONSET AND DEATH
IMMEDIATE CAUSE (a) ——M—

s

which gove rise to
above cowsa {o},
stoting the under-

Condltions, if any, } DUE TO (b)

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Dwetor, coroner, etc. must use only standard nomenclature in item 168. Mo symptoms will ba listed.

5 i lying couse laat, DUE TO (¢)
'g' E . PART I, OTHER SIGNIFICANT connl'nwmn UTING TO DEATH but not related to the sease condition given In PART | (a} 19. genggggg;
s § : ] y 4 22| vyes 34 no[)
- =1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCELURRED. (Enter nature of injury in PART I or PART 1l of item 18.}
= ur -
g o () 0 a .
g S| 20c. TIMEOF .Hour Menth, Day, Yeor X
3 3 INJURY  am. SN
‘.:.". X p.m. -
E 20d. INJURY OCCURRED .| 20¢. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION ..  COUNTY STATE
= WHILE ATD NOT WHILE O farm, Faetory, straet, office bldg., erc.) B . B . .
3 WORK AT WORK
£ E 21. | gttended the deceosad from zf .!ﬂ ] x , e e 2 X5 r) and last saw L alive on " - 4— &P
H H Death occurred ot i [ a. m on the dufn stated chove; ond to the best of my kaIFge, from the causes stated.
E _g 220. SIGNATU ” { ee or title} 22¢. DATE SIGNED
2
BN 1 & 4. 26-57

23a. BURIAL, CREMATION,| 23b. DATE 23d. LOCATION (Clrgf town, or county) H {S1e19)

REMOY AL (Specify)

- |25 DA?E RECD. B8Y LOCAL REG. WURE
2 e, 1957 | POA s sy 0 72,\0

O i {Licansed Embalmer’s ‘tohfam on Raverss w.)
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STATEMENT BY LICENSED EMBALMER. |

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

by me, or by ... S OO RUOPSPRNt ., Student Embalmer No. ...........ccu... .

wotking under my personal supervision.

Student ..ovrviiiiir e eas R
Signature of Student Embalmer

L ] - P. O. Address..

. - _. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN

to comply with the above constitutes grounds for revocation of license).
If embalmed by a. STUDENT he also shall sngn in lus OWN handwntmg e . T ® sperd

' dare ot P RATT

DWRITING. (Failure

» - - . .- -




