THE DIVISION OF HEAL TH OF MISSOURI
ahh, FILED JUL 9 1957 STANDARD CERTIFICATE OF DEATH e ADO8S

oHare AT STATE FILE.NUMBER .. ° 7547
hli.c Registration District No. _..-_,J...ﬁ::_......_. Primary Registration District Noj..........__z...__ Ruglsffaz’s No. _?__d ______
Laddid ] -
l 1. PLACE OF DEATH 2.. USUAL RESIDENCE (Where deceased lived. f institution: Rusidence b.fiw./
- agmiEs)
| o COUNTY Barry o STATE. Missouri - > COUNTY  Greene
300 3 b. CéTRY (1§ outside corporate limits, give TOWNSHIP only) | Inside Limits c. C(IJ':;Y o . - I_“,"d:t"-ﬂﬁ;
| TowN_Monett, Yes{ Noo TOWN Springfield Yes& NoD'
' €. ﬁgls_‘!;nh_l:ﬂdlcf)gF {If NOT inhospital, givelocation)|Length of stay in 1b bayosTREET {If sutside, give locatien) Reside on Form
Z 3 INSTITUTION Q4 Yincent's D.O.A, aDprRESS 1523 5. Fremont YesO Nodk
]
o 8 3. Nams oF Firn Middls Leyt 4 mm: Mmll Day Year
3 (T¥pe or prinn) BRUNO 0 BORITZKI A 2 1957
" —_ Pt or prin. . ~Ju y
= :
5 5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH " AGE {In years | IF UNDER | YEAR [IF UNDER 24 HRS.
o 3 o ) marrieo [F never marriep ‘ ok irinany P T po{ ANOER 14 MRS
= o Msele White wibowen [ oworcen [Dac 8, 1895 6L
x ‘; 10a. USUAL OCCUPATION saiu,tind of work done | 10b. KIND OF BUSINESS OR INDUSTRY | 1. BIRTHPLACE (City and atate or country) 12. CITIZEN OF WHAT COUNTRY?
E 3w during most of working life, ceen if retived) / .
57 2 Retired Barber Barbering Leland, Michigan U.S5.A.
&t & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
» o v
. 2 William Boritzki Uttilea Walper
Z o W 15, WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.[17. INFORMANT Addrezs
- (¥es, no, or unknown} | {1 ves. pive war or dates of aervice)
= e Yes Wi I Unknown Mrs Madalene Boritzki, Springfield, Mo.
E ® 18, CAUSKE OF DEATH [Enfer only one ceuse per line for (@), (). ead ().} ) INTERVAL BETWEEN
v o= * PART 1. DEATH WAS CAUSED BY: L L ONSET AND DEATH
s o IMMEDIATE CAUSE {0} Fr3
e E 0: Y )
= - Conditions, if any, | pue To (b} ! g
2 s O whlch gase ru( to .
8 Heing ks unde |
2 a sfating under- .
EG 2 = lying  cause last, OGE TO (¢} " A
g © PART (I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(q) 1. ;;ig:;g;s;v
Y g e tL v .
g-g x g M:M » \ﬁ"ﬁ'?r éd'oo ves (] NOM
C & ; E 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCBURRED, (X Enter natu¥e of injury in Part 1 or Part 1 of ltem i8.)
> B B 0 O
=8 2120 TIME OF Hour. Month, Duy, Year
5 2 B, ISV wuRY .- a.m. ) bl . -
2 o = a P m. L.
3. b
3.5 Z | 204, tNJURY OCCURRED 20e. PLACE OF INJURY (e. 7., in or ohout home, |20, CITY, TOWM. OR LOCATION COUNTY STATE
3 ‘5 M 33};".5 AT [Q "oT whie farm, factory, sireet, office bidg., ele.)
- AT WORK N _
S E 3 L
E — v 2l. I attended the deceased fro 1‘ . to “‘2% 2 ‘ 1 S‘qand fast saw ’ﬁ:;‘ alive on
~ E IDeath occurred at ? m on the date stated ahove; and to the bast of my knowledge, fram the causes stated.
Et‘:' SifATURE { Degree or title) 4] . ‘ . 22c. DATE SIGNED
¥ I ™ - Mo [7-3-59
3 E 23a. B AL, CRE‘IM‘HON |23, oate 23c NAME OF CEMETERY OR CREMATERY ATION (Citpltawn, or county)- (Statey 7
- & AL {Spect, - - .
§ < gmoval |July 5,1957 National Cemetery Springfield, Missouri

Y

24, FUNERAL DIRECTOR Anugsw 25. DATE RECD. BY LOCAL REG. . REGISTRAR'S SIGNATURE
il pringfield, Mo 7— & - 57 MP/Z- G_};@b

{Licensed Embalmer's Statement on Reverse Side)
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STATEMENT BY LICENSED EMBAL MER

- .
3

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

N

working under my personal supervision.. - e . |

STUAENE eenim e yeeneieae e eeeenieecenainannas S1gnedW 7‘

Signature of Student Embalmer

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

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

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

.




