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BLACK INE—MAKE A PERMANENT RECORD

WRITE PLA]NLY-—:—USING UNFADING

; . THE DIVBSION OF HEALITH UF MIUURI
FILED DEC 301957 STANDARD CERTIFICATE OF DEATH

"BIRTH NO. __ REG. DiST. NO. 2 q E( PRIMARY REG. DIST. uo.MReai:mr’a No.....a‘ﬂ....b..........._..

1, PLACE OF DEATH

2. USUAL. RESIDENCE (Where deceased lived. If institution; residence befors

a. COUNTY . * a. STATE b. COUNTY _ admission).
Handloph Missouri Macon
b. CITY (If outside corpurate limits, write RURAL and give | ¢. LENGTH OF c. CITY ’ . Is Residence within Lmits of
township) | STAY (in this place) OR ) a cily or, mmlh\i town?
oW Moberly TOWN_Macon - SN
d. FULL NAME OF {If not in hoepital or institution, xive strest address or [ooation) F STREET (it vural, give location) @ ”D
HOSPITAL OR . = ADDRESS . dJ
INSTITUTION Woodla\ni Hospltal 204. Wesy Union
3. gE%NE‘ES%]E a. (First) b. (Middie) c. (Last) 1 4, DS}—E (Month)  (Dsy) (Yean
(Typeor Print)  pohae pt, Edwin Lauck bEATH Dec¢ 12,1657
5. SEX ¥ | 6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED, f | 8. DATE OF BIRTH 9. AGE (In years| IF UNDER | YEAR | ¥ UNDER u nrs,
wll_ZJOWE?, DIVORCED (Bpecif Iast birthday)} Monthl’ Days | Hours I Min.
Male white _ B9
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN. | T1. BIRTHPLACE . N~ 12, CI
:on-dn:in;mmofworklnzlﬂo.n:en';! "’ed“d) - - DUSTRY {City end Stete cr Foraign Countrv} COUTNI%ERP‘:E'IOFWHAT
retired merchant ! groceryman "Palmyra, Missourl U.S5.4,.

13a. FATHER'S NAME

' Charles 1.. T.auck

13b. MOTHER'S MAIDEN NAME

14, NAME OF HUSBAND OR WIFE

Margaret Pratt [Hallle Wright Lavek

I5. WAS DECEASED EVER IN U.5, ARMED FORCES?

(Yes, no, or unknown) | (1f yes, kive war or dates of service)

no

16.

SOCIAL SECUR[TY 17. INFORMANT' 5 S5|GNATURE OR NAME ADDRESS

486 -ZE - 6057 Mrs. Hallie W. Lauck,

Macon,MO.

g 21d. TéME (Month) (Du)
INJUR '
2.1 f:@ ce t I altended the-deceased from MM , lo 90?’@ / e 19“5_7 that I last saw the deceased
.ghivd pn

., Jrom the causes and on the date’staied above.

18.CAUSE OF DEATH . ozt o
 Enter only onocauseper | 1. DISEASE OR CONDITION
Jioe for (&), (b, and (¢ | DYRECTLY LEADING TO DEATH

*Thiz dors mot mean ANTECEDENT CAUSES

the mode of dying, such | Adorbid conditions, if any, giving
a8 heart failure, asthenia, rise fo the above cause {a) stating
ce. It meons the dip- | e underiying couse lost.

74,

~ . . MEDICAL CERTIFICATION
Hiey _ i

INTERVAL B!
ON:! N TH
ﬁ j Do

DUE TO (5 CQA..-CJ.M B, Q.erQe-u.)

IS
DUE TO ()

ease, infury, or -
tion whick caured dea.‘,.'l 1. OTHER SIGNIFICANT CONDI

TIONS

" Conditions contributing Lo the death but not
related to the direase or condition causing death.

19a. DATE OF OP_IF_JHOoN 18, MAJOR FINDINGS OF OPERATION
' 1

20, AUTOPSY? £

! B /-5—3)( mDVNoE]

21a. éCCcI:DEng . (Bpodly) . 21b. PLACEQF I
HOMICIDE

home, farm, f-ctm-y stroat, uﬁu  bldg..et0.)

NJURY (o.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)

Ela

WHILEAT NOT WHILE|
WORK AT WORK

INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

dealh occurred a{_;{

= A and that
7

{Degree or title} (‘,

24a. RIA R!
TION RE}\{OVAL (Spedfy)

Burial 12/14/1957

-~ 23b ADDRE‘B
24b. DATE |24, NA‘dE OF CEMETERY OR CREMATORY . LOCATION (Qity, tnwn

% DATE 5| %
O oounty) _ (Btate)

DATE H7D EJ[ STRAR'S SIGNATUR

Dakwood Ce:netswv L nMacon. Mo..
X EMATURE

ADDRESS

A anen Macon, Mo.




'STATEM'J:‘:N& BY LICENSED EMBALMER

r

I hereby certdy that the body whose name is recorded on the reverse side of this certxfu:ate was embalm

Student Embalmer No.............-.;

by me, or BY ... .ccvieeinmrnnennns FORP U eeneneaas ereeresesenrmasienanas cenaneed

working under my personal supervision..

.Student ................................................
&plcuu of Student E-hl-ct

-Licensed Embalme r No.. -%(7./.7 .

p.f 0. Address . %@W/?

.\ Note: The above MUS'I‘ BE SIGNED BY THE LICENSED. EMBALMER in hxs OWN HANDWRITING. (Failu
.to comply with the above constitutes grounds for revocation of hcenae) e
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
17 this body is not embalmed, fact should be so stated above.

e oo L I



