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USE ONLY BLACK INK OR RIBBON TYPEWRITE 1F POSSIBLE

- All dizeases in Part | must be causally related.

THE DIVISION OF HEALTH OF MISSOURI

FILED OCT 1 4 1957 STANDARD CERTIFICATE OF DEATH TTTTTTSTATE FILE NUMBER
Registration Distriet No. .o l.,2 ___________ Primary Rngurrunon Dlsmu MNo..___. 1000 ......... Reglstmr s No. Ne, 107_3 __________
1. PLACE OF DEATH 2. USUAL RESIDERCE (Whero deceased lived. If institution:-Residence be ore
o. COUNTY Buchanan o STATE Miggourd  * ““NTY Buchandh **v
k. CITY {lf outside corporate limits, give TOWNSHIP only) Inside Limits < CgRY J Inside Limits
TOWN St. Joseph Yos F No [ Jown  St. “osephi. ~ 7 Yes[f No[]
< 'I;gLL NAME OF (If NOT in hospitel, give location) | Length of stay in 1b d. STRDERET (If outsids, give location} Reside on Faorm
AD
O T oR104=1/2 No, 2nd St.| 4yrs RESS 104-1/2 No. 2nd St. | Yes[) o/
3. MAME OF DECEASED First Middle Last 4. DATE Month Day Yaar
{Type or print) OF
BENJAMIN F HENDEL DEATH Sept. 30 1957
5. SEX E})| &6 COLOR OR RACE T.MARR'EDD;‘EVER MARRIED 8. DATE OF BIRTH 9. AGE {In years JFUNDER 1 YEAR| IF UNDER 24 HRS.
a birthday) | Months | Days Hours Min,
Male White wooweo[]  owokéeolh| Oct. 20, 1898 b1:] I
104, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country)’ &1 12. CITIZEN OF WHAT COUNTRY?
urlny lnnu of working life, even if ratired) INDUSTRY
Labo Rafiroad Afton Missouri US A
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF H]JéBANQ OR WIFE
Paul Hendel Anna Sontag Ddvorced
15, WAS DECEASED EVER IM L. 5. ARMED FORCES? 15. SOCIAL SECURITY NO.| 17. INFORMANT Address

(Y-N no, or unkmvm)l(il yen, give wor or dotes of service)

498-01-8669

Max Handel

House Springs, Mo,

IMMEDIATE CAUSE (o)

which gaove rise to
above caums [a),
stating the wnder-
lying couse lost.

Conditions, if any, } DUE TO (b)

DUE 70O {¢)

18. CAUSE OF DEATH {Enter only one cause per e for {a), (b), and {c).)
PART I. DEATH WAS CAUSED BY:

INTERVAL BETWEEN

ONSETﬁD DEATH

© PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING YO DEATH but net related 10 the terminal disease condition given in PART. | {a) 19. WAS .ﬁ\lJTOF'S‘l"'z

97 |

o 0

A

MEDICAL CERTIFICATION

"20e. ACCIDENT  SUICI HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

iur( in PART‘ or PART Il ff item 18.)
\

Do TE S L*ang’g;:‘-} Jernn, BaLlsaars MJ:—H Boonl g HfoAM, W”¢"7

WHILE AT NOT wHILE
WORK O AT WORK [3/

21. | ottended the deceased from
Death occurred ot

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or obout home,

farm, factory, stragt, office bldg., erc.)

&CITY TOWN, OR LOCATION COUNTY . STATE

nnd ia

st &uwﬁ whwe on I
9 o on the date stated above; and 10 the best of my knowladj. from the couses stated.

23a. BURIAL, CREMATION, | 236{]DATE
REMOVAL {Specify)

2 GNATURE VT {Degree or title)

- ¥
13 & 1IAN . L Fra. ¥

oL Martin emet.ary
E RECD. BY LOCAL REG.

nemovs [) nhe
# NERA.L DIR OR ADDRESS * T 25. DAT
7, (
'/4’."114 ’ [ 2 LA LA St.Joseh MO ’4 4

{Li d Embal ' §

j nb.‘;DDRE - m? 22¢c. PATE SIGNED
] -

> il m ye. ' L ARN,

_23c. NAME OF CEMETERY OR CREMATORY ﬁ 23d. LOCATION (City, town, or county) {State)

75"

orf Raversa Side}

28. REGISTRAR'S




. [ A . -
\ %‘. 13 o - 1
e )
\ P, - '
5 . - o Cr lem I e .2 S A Tt
wh
. -t ——-——— gt
a”-.!_ e . ‘8\ HLIAN =3 - FRS
. § =
Gt e S oo s

ISR R T LOIIC.. Bt Soryenn fure

[N o - Fevte b L . .
N U 5.5 o . (IR > Y00 3 L9uinr gk A L Qi

STATEMENT BY LICENSED EMBALMER

-1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

LY
.» Student Embalmer No.-...................

working under my personal supervision.

! H : . 3

Student .o e
Signature of Student Embalmer

< . Licensed Embalm; No’yé??

P. O. Addres

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

to comply with the above constitutes prounds for revocation of l:cense)
If embalmed by a;STUDENT, he also shall-sign in his:OWN handwnhng nrodat P

" If this body is not embalmed fact should be S0 stated above.
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