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Coroner cannct cartify to a death

diseoses in Part | must be casually related.

-{10a. USUAL OCCUPATION (Gloe kind of work done
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STANDARD CERTIFICATE OF DEATH

FILED JUL 19 1957

5337 ..

~ —S‘._ATE FILE NUMBER

Registration District No. ...?—92. ........ Primary Registration Distri < Na Ej .- Ragistrar's Mo, { ....... i -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased livad. If institution: Residence bafore
a. COUNTY Macon o STATE Hawaidi b. COUNTY 1.0 vid sdmiasion)
b. CITY {If cutside corporate limits, give TOWNSHIP only)| Inside Limits €. CIT‘Jr tnside Limits
Lan -
Town  decen Hudson Twp | YesoO Negk TOWN yki, Honolulu 4 5] gres® Neo
r i 5
Egls.é.I#:ll-ﬁEogF (4§ NOT inhospital, givelocation}fL angth of stay in 1b 4 STREET {If outside, give location) Reside on Form
INSTITUTION -H ldre%ﬁ%an -T5 yrs. ADDRESS 409 Kainslu Drive YesO NolK
3 :::l oFr First Middle Last 4. DATE Month Day Year
EASED OF
{T¥pe or print) Alfred Kolhof oeats  July -4 1957
S, SEX T'6. 1 B. DATE OF BIRTH 9. AGE (I T4 | IF UNDER | YEAR |IF UNDER 24 HRS.
(}'6. COLOR OR RACE mn?(sn (3t never marriED [] e gir’:ﬁ;‘;’) T Do Tea ‘u.'..,
Male White wipowep [] owverceo [J] Mareh 19, 1884 73 3 16 I

104. KIND OF BUSINESS OR INDUSTRY ||

during most of worku::f life, Dtn lf retired)
Manager O

1. BIRTHPLACE (City cnd atate or country} . CITIZEN OF WHAT COUNTRY?

Bromberg Gemmany ° i

13. FATHER'S NAME

Ehrfried Georg Gustow Kolhof

14, MOTHER'S MAIDEN NAME

Ida Auguste Hehne Get Schneider

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO,
{¥es, na, or unknown) {If yrs. give war or dater of service)

17. INFORMANT

Address

Annie Kolhof,wife, Honolulu, Hawaiil

18. CAUSE OF DEATH [Enter only one cause per line for (a), (0). and (c}.]
PART 1. DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

MMEDIATE cAuse (@) . Congestive circulatory failure 3 days
Condigions, if un¥, ) puE To (b) Prolonged recumbency necessitated by fracture 6 weeks
which pave risg fo . . .
a:hovt c:uu ; ' - ’
af -
= Iamn‘:v c‘a:acm}a:; DUE TO (¢} of . left hip
o PART 1. DTHER SIGHIFICANT CONDHTIONS CONTRIBUTING TO DEATH-BUT NOT RELATED TO THE TERMINAL CHSENSE CONDITION GIVEN IM PART I{m) T3 WAS AUTOPSY
= PERFORMED? =
L ic brain syndrome associated with cerebral arteriosclerosis |vws[O wX
:i_' 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injurg.in Pert Ior Part 11 of itemn 18.)
& 0 O a
- 20¢. TIME OF Hour  Month, Day, Yeer
hi INJURY  a. m.
E p.m.
E | 204. INJURY OCCURRED 20¢. PLACE OF INJURY {¢. g., in or about home, | 20f. CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE O farm, factory, street, office bidg., elc.)
WORK AT WORK

Death occurred at

21. I attended the deceased from M. to _J_ulLL)—lg-ﬂ———

m on the date atated above; and to the best of my knowledge, from the causes stated,

and last saw :e.r

771757

alive on

Za. SIGPAT 2..[226. appress 2., DATE SIGNED
,7 9 ) Macon, Missouri 7/1«)57
2. :ua:ll.’ c?gufmu. 23%."DATE K NAME METERY OR CREMATORY 23d. L TioN {City, townwopcounty) (State)
EMOVAL - -
Criation|7-8-87 R Herseormny N E¢" Mo

. FUNERAL ma:c’ron " ADDRESS

M&& ATpacsyslie L Zo.

s, onz RECD: BY LOCAL REG.

REGIFTRAR'S SIGN"UWH‘E‘ Q‘

2/4/§2

{Licensed Embalmer’s Stateme

'

nt on Raverse Sida)



& . @ 5 S
. : Ty 3
i o 1
g ’ , ¢
t@:ﬁ-i.. . . _ A o X
T ' , :
"R '

|
|

STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision.

Student

Signsture of Student Embalmer

Licensed Embalmer No..

. T o . . ~P. O. Addresj
Note: NED

The above MUST BE SIGNED BY THE LICENSED EMBALMEIi in his OWN HANDWRITING
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign’'in his QWN handwntmg
If thisg body is not embalmed, fact shou_ld be so stated above.




