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Y Doctor, coroner, ete. must use ‘only standard nomorj‘lclu!m"o..ir;_ item 18. No symptoms will be listed. Ali

v diseases in Port | must be casually related.

~Corener cannot cortify to a death’ dus to natural couses.

¥

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF-POSSIBLE
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Ve
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*J10a. USUAL OCCUPATION (Gire kind of work done

)
¥

+ MEDICAL CERTIFICATION ..

FILEDNOV 19 1957

STANDARD CERTIFICATE OF DEATH
Ragistration District Mo. ....2?.2-. .....

LS SN a4

STATE FILE NUMBER

Primory Rogistration District Noa—a_ns:sh..: ...... Ragistrar's No. ./.2.-’....-

12. CITIZEN OF WHAT COUNTRY?

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. Hf Institution: Residence bafare’
a. COUNTY Polk o STATEMisgourl b COUNTY Polk Y e
b. cg:r (If outside corporate limits, giva TOWNSHIP only) | Inside Limirs c. CITY Inside Limits
TOWN Bolivar Yos® NoD 1own  Bolivar - (f(f/vuq{ NoO
c. Egrgil;l_?mrt:;OF {lf NOT inhospital, give location)|Length of stay in Ib 4 STREET (If ourside, give location) “Reside on Farm
INsTITUTION Died in the Ho 12 yr. ADDRESS YosO No¥
3 :::“t‘ :l'h First Middle Last 4, DS;E Menth Day Year
(Type or pring) Barbara Riaisgal oeatn Oct. 26,1957
5. SEX 6. COLOR OR RACE 7. marrifp m NEVER MARRIED [ ] B. DATE OF BIRTH |9. AGE (In years | IF UNDER | YEAR JIF UNDER 24 ms
Fomale White Mmi s oonceo L] a(? "" -18 8 5 ,?gblﬂhdav) u.mm.l Daw Fﬂmn l Min,
104, KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City and atate or country}

d t X ife if retired)
L s e e " | Homemaking .. |. Czechoslovakia . ..Mé LS AL
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME

Unknown U nknown

15 WAS DECEASED EVER IN U. 5, ARMED FORCES?
(¥es, no, ﬁun&un) S wer, ﬁnﬁ' or dater of servies)
o]

16. SOCIAL

No

SECURITY NO.

17. INFORMANT

Addreas

Mo.

18, CAUSE OF DEATH [Entier only one couse
PART 1. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)”

Condiliona, rjcmv.

- which gave rise fo DUE TO ()
tating the & :er -
stating the wnder- .
lying cause last. DUE TO (¢}

#

re,

tine for (@), (D), and (¢).]

Charlle Rialsgal, Bolivar,

INTERVAL BETWEEN
ONSEY AND DEATH

g 330 X

|19, WAS AUTOPSY

PART il D‘IHER SIGHIFICANT CONDITIONS CONTRIBUTING TC DEATH BUT NOT RELATED TO THE TERMINAL BISEASE CONDITION GIVEN IN PART !(a) PERFORMED?

: yes[ wo [ -
20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY GCCURRED. (Enter noture of injury in Pert Ior Part H of tem 18.) '
20c, TIME OF - Hour  Month, Day, Year

TOINJURY  aoml b . ] e

- N pom. -

204. INJURY QCCURRED . 20¢. PLACE OF INJURY (e. 0., in or about home, |20/ CITY, TGWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE 0 Jarm, faclory, strect, office bidy., ete. )
WORK AT WORK | , . -1

2l [ attended the deceauyraron
[ ]
Death occurred at

,u/

| ,

and Jaat saw

m on the date stated above; and {o the beat of my knowledge, from the causes stated.

T

22a. IGNATURE * (Degree or tite)y _ * !J 22b.°AD, . AT DAY SIGNED,
D=0 _n e V2o Coran. Vo /0/
2%. :um.u.. cngun!?ni b OATE - 23;. NAME OF CEMETERY GR CREMATORY 23d. LOCATION (Cify, toten. or counly) " {State} ’ ’
EMOVAL (Specify - . ) ‘ . - N
urial Oct.28, 57 Greenwood Cemetery Bolivar . Mo.

24. FUNERAL DIRECFOR ADDRESS

-~ Bolivar, Ho,

25. DATE RECD. BY LOCAL REG.

I /2 2 57

26. REGISTRAR'S SIGNATURE

-z

{Licensed Embalmer’s Statement on Reverse Side)



, STATEMENT BY LICENSED EMBALMER
4\ . . ) .

.o

Ifhereby certify that the body whose name is recorded on the reverse side of this certificate was em}

e eseerlaens - ..... PO T i eeeaeen I ; Student Embalmer No..........

by r'm:,j ‘or by

working under my personal supervision..

Student ..o et e e a e
Signature of Student Embalmer 7 7 . L o .
s ' s T , o - Licensed Embalme; NOM.
S - e SR : ) s - 7~
- ot : '.‘."Jv - ST P Q. Address / v
. : . S :
A

Note: T'he above MUST BE SIGNED BY THE LICENSED EMBALMER in 'his OWN HANDWRITING.

to comply with the above constitutes grounds for revocation of.license). v
If embalmed by a STUDENT, he also shall sign in his OWN handwntlng
If this body is not embalmed, fact shou.ld be so stated above, ,




