. Mo, 300

10.48
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w
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OO WRITE PLAINLY—USING TUNFADING BLACK INE—MAKE A PERMANENT RECORD

FILED DEC 3= 1357

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

tion which caured death.

11, OTHER SIGNIFICANT CONDITIONS

BIRTH NO. REG. DIST. NO. ﬂ__ PRIMARY REG. DIST. NO. iz.éz__ Registrar's No....;p_'.
1. FLACE OF DEATH 2. USUAL. RESIDENCE [Wbere deconsed lived. If Institutlon: residencs” before
a. COUNTY - _a.STATE . . b. COUNTY , . P Ay
Lincoln Missouri Lincoln /
b. CITY (3 autald te limits, weite RURAL and g ¢. LENGTH OF c. CITY o
TOV%N o ¢ corpumate Limits, welta * t::‘x:.hlp) STAY (io this place! TC?WRN Ha"‘fk Oint a l:‘r']}r;’:égﬁca%lﬁ"h::mm::‘t
' - (-] o
Hawkpoint vr. P o
d. FULL NAME OF {If ot in howpital or institution, gire streot addres or loeation) STREET (If rura!, give loeation) !7 L
HOSPITAL * ADDRESS 4 o
INFTITUTION
315}3%'2%5%% n" (First) _b. (Middle) c. (Last) i 4. Dg}'g (Month) (Day) (Year)
{ Type or Print) VILLIAM FRAHNCIS HARTINEK peatH  Nov.21,1957
5. SEX Z 6. COLOR OR RACE | 7. “!.:‘IIADI'\'OIE‘:'EB gﬁEEc%iéRRIEDJ 8. DATE OF BIRTH Q.iiGEhg:’:o;n AI!P u&u 1 YEAR | F UNDER i RAS.
. (Bpacit; 1] ¥, ool Days | Hours | Min,
Vale White ATFied Sept. 14,1876 S |
10a. USUAL OCCUPATION (Givekindulwork | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . . 12. Cl
dons dyrigs mout o 'nrklntlltu.o:cnnuml:r:;) - DUSTRY . (City and State or Foreigas Country) 0 COU'I;}%ERP‘:?F WHAT
tiachinis 3t Louls MC. U,8.4,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
' Francis Martinek Rarbara Pambraasls Rose Martinek
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yos.no.or coknown) | (H yes, xive war or dates of service) NO. N .
Nope None Rose Martinek Hawkpoint MQ.
18. CAUSE OF DEATH MEDICAL CERTIFICATION lg{gg’:\lﬁg%m
 Enter only onecauseper § |. DISEASE OR CONDITION = e H
ot o enaue P | 'DIRECTLY LEADING TO DEATH+(y _ THI'OMBOB1 8 of CérebrallVessel 2 dava
: ANTECEDENT CAUSES ( )
*This does not mean 5 ?
the mode of dying, such Aforbid conditions, if eny, giving DUE TO (b} Athero SClerO SiS > Clrrho Si 8 v 4
aa hearf faflure, asthenda, | rite fo the cbove cause (o) stating /0 f livep
: the underlying cauae last. - .
ete. It means the dis- Alcoholi am 2k any
case, injury, or complica- DUETO () - . s
Jeo

alive on.

Conditions contribuling to the death bui not o F ’ ‘ ’
related to the dizease or condition cousing deafh. Akinetic epi 1 ep a8y S 3 years
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 22—
TION =
' YES I:I NO Q‘
21a. ACCIDENT (Bpecity) 21b. FLACE OF INJURY (a.g.. inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . home, Isrm, factory,atrest, ofics bldg.,et0.} .
HOMICIDE .
2id. TIME (Mopth}) (Day) (Ywr) (Hour) 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY WORK AT WORK
22. T hereby certify that I attended the deceased Jrom March 1556 56,10 _Nov.2) | 1957 , that I last saw the deceased

19_51 and that death occurred al ;’.’L,_ZO_pm Jrom the cau;a"“gd on the dale stated above.

(Degroe 'wl%u .

DATE REC'D BY LOCAL
qﬁov 29 1957

Tl T lee L,

P SORIAL, CREMA. | 24b. DATE 74, mwz OF CEMETERY OR CREMATORY | 240, LOCATION (Oity, then, or commty)
10f. REMOVAL (Bpeity) )
t Surial 11/25/87 8t Marvs Cemeterv Hawkvoint *'n

S n..jw,m% jpm,

(Licensed Embalmer’s Staterneut on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

by me, or by .o e e et aetaaeeaeereeeitasseanenntnann , Student Embalmer No,..--......covena.

.

working under my perscnal supervision..

Student......... faiesasmmnantsaveere rerzocsatonarans
Signature of Student Embslmer

P. O. Address . Lrov. M. ... ... ...

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

If embaimed by a STUDENT, he also shall sign in his OWN handwriting.

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




