THE DIVISION OF HEAT:TH OF MISSOURI 2'?13(;

FILED AUG 12 1957 STANDARD CERTIFICATE OF DEATH e
Registration Distriet No. 3&‘{‘ Ptimary Registration District No. LO%DA Registrars No. ‘4‘1

Service

e No o 86-326-19517

s Kenneth Fritz rrow Rock, Mo,
18. CAUSE OF DEATH [En{er only one cause per fine for {a), (b}, and (€).] Q . Iw‘a
PART I. DEATH WAS CAUSED BY: A
IMMEDIATE CAUSE (a) o O‘Vla/fi{ ' /p (9'4,(,0/! m/ .

Conditions, if eny, DUE TO (h)
twhich gare risg fo o - : T - - - " -
above cauze’ @) ¥ C ¢ A : . . . - : -
stating (Ae under.

.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. !l institution: Residence bnlﬂ'c
o COUNTY Saline = STATEMY goourd b COUNTYZA]ine “y"’“’
. 300 b. CITY (If outside corporate limits, give TOWNSHIP oniy} | Inside Limirs c. CITY Inside Limits
1-56 OR ‘ OR d
I Toww ATrow Rock Yes  Noiy rown ATTOW ROock P 714‘2[] NG

‘ - FosPiTAME BF (YT & Bp =Ry gt togefre L8°"9”' of stay in 1b 4. stReeT 2 Milesiwest siofocaion)| Reside on Form

@ INSTITUTIONA prow Rock L Years ADDRESS A ppaw Rack Yes) Moo

"

3 1. MAME OF First Middle Laat 4. DATE Month Day Year

b DECEASED : OF

3 (Type o print) Kenneth William Fritz eaniugust 8th 1957

2 5, SEX o 6. COLOR OR RACE 7. Manjﬂtnm NEVER MARRIED [ B. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR iF uNDER 24 MRS,

g In'f birthday) [Momthe | Dave | Howra | Min,

o Male White wipowen ] owvorcen ({F @b ,IIth I908 . l

: [ 10a. USUAL OCCUPATION (Gice kind of wwork done | 10b. KIND OF BUSINESS OR INDUSTRY [ 11.° BIRTHPLACE (City and siafe or country) 12, CIMZEN OF WHAT COUNTRYT

3 during moxl of working life, even if retired)

> Farmer Own farm Gooper county Mo. U.S.A.

5 13, FATHER'S NAME . 114 MOTHER'S MAIDEN NAME

o .

s George Fritz Margaret Chase o

° 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. S0CIAL SECURITY NO.[17. EINFORMANT Addresa RJF U,

- (Fer. ne, o unknown) I {If pes, give war ov dales of serviee)

>

3

£

G

©

8

-]

[

z . lying cause last, DUE TO (¢} . i
= PART i1, OTHER SIGN]FICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TQ THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a} 1. I:ERSF 8#;%";\' 2,...
= ?
3 . _ j:[ Le / ves [ NOJX/
E 202. ACCIDENT SUICIDE HOMICIDE | 206 DESCRIBE HOW INJURY OCCURRED, (Emer nnmre a[lruu!y in Part Tor Part i1 of item 18.) e
gl - o -O Ol

. ol . B . B L
;l 20ci TIME.QF« + Hour  Manth, Day, Year |~ - - - -

| o INJURY alm. . ; L. . -
E - p-m. .
X ] 20d. INJURY OCCURRED * | 20e. PLACE OF INJURY (e. 0., in or shoul home, | 20f CITY, TOWN. OR LOCATION COUNTY STATE

| WHILE AT D " NOT WHILE farm, factory, etreet, office bldg., etc.)
.3, | work AT WORK Pa aca Lo By

} £ T 27 L vy
; - [
"l 21. 1 attended the d”"'"df%ﬁ;w‘— iy & / end last saw ’:';; alive on
Death occurred at ; f 777 m on the dato/dtated above; and to the best of my knowledge, from the causes stated,

VBT oy et il e Bi

Doctor, coronar, etc, must. use only stondard nomenclature in itemi18. No symptoms will be listed. All

diseases in Part | must be cosually related.

Ba\:umu crgnn?rd‘ . DATE 23¢. NAME OF CEMETERY OR CREMATDRV 23d. LOCATIOH {City, town. or county) ( State)
EMOVAL cify) B
Burla .10,I957 Arrow Rock cemetery rrow Rock Missouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG, 26. REGISTRA
;93 Campbwll-Lewis, Marshall Mo. Q-10 -5

{Licensed Embalmar’s Statement on Reverse Side)



Lt B

S'I"_ATEMENT BY LICENSED EMBALMER

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

by me, orby ...... reereeeeraataantreeaeerearranran VUV SR SON ST ," Student Embalmer No.....

working under my personal supervision..

Student .
Signature of Student Embalmer

—_ - P

H R}

. T .
.P. O. Addreﬂw
LA

. Note:” The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (

to comply with the above constitutes grounds for revocation of llcensg).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
I thls bodv is not embalmed, fact .should be sor‘stated above.\[_“ .. .

,...1 _J.\.. ' LZL el __....4; e




