Mo, 200
10.48

PERMANENT RECORD =

PLAINLY—USING UNFADING BLACK INK—MAKE A

WRITE

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH st

PRIMARY REG. DIST. NO. b_aJ. Regisirar's No, .....l{

FILED MAR 31 1958
— REE. DIST. NO. i;‘!

BIRTH NO.
[. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived. 1f Losth befors
a, COUNTY a. STATE b. COUNTY adicimlon).
Cole Mo Co le 2'
b. Cl‘{;{ (I outzide corpurste limlw, write RURAL and give g‘TALi’ENGTH ﬂ?F c. ng d. Is Resldence -llhln bimits of
hi {In this place?! . tll _Incorporated town?
town Lohman- Rural- MoTépu TOWN T,ohman THTTRR
d. FULL NAME OF (If net in boapital of institution, give atreot addra- or location) a- STREET (If raral, give location)
HOSPITAL OR ADDRESS
insTiTuTion  West of Tohman, Mo West of Iohman, Mo
3. NAME OF . (First b. (Middle, c. (Last
DIAME OF a. (First) ] ( .) } 4. DATE {(Month) (Deg) (Year)
{ Type or Print) Katherine Rosina Strobel DEATH March, 19,1958
8. SEX 6. COLOR OR RACE | 7. MIARR\’\IIEB b[;IE\‘fggCMARRIED' 8. DATE OF BIRTH 9. AGE{..-:::J:.)‘" .bl; uz:l ID'I'I:I.I ; UNDER 14 a3,
N {Bpmcily) last ¥, og Yy ours | Min,
Femele) | White | Widmwdy Sept.2, 1873 | 84 | 351"
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . 12, CITIZEN
o Qiiring moek of working Lfy, sven L retired) | DUSTRY (City wad State or Foreigs Country) COUNTRY?OFWHAT
_Honsewife Housewife Near Tohman, Mo O U
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE
' _Marxrtin Woehrer Ann ir enr hn Strobel
15. WAS DECEASED EVER [N U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT'S 5IGNATURE OR NAME ADDRESS
{Yea, 0o, 6r uokoown) | (Il yes, rive war or dates of service} NO. \
nio no Mr Gus Strobel, Lohman, Mo
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
2 1. DISEASE OR CONDITION - ONSET AND DEATH
- pater only enocnie it | Ly 22 CTLY LEADING TO DEATH(5) Y

line for (a), (b), and (¢)

“This does not mean ANTECEDENT CAUSES

/M)_.

3B vean—

MMorbid conditions, if any, giring DUE TO (9)

rise to the abote cause {a) ttating
DUE TO (c}) cﬂ

the mode of difing, such
a8 heard fallure, pathenia,
ete. It means the dis-

Ctsilln. V

S

the underlying couae last.
case, injury, or complica-
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not
reloted to the disease or condition causing death.

0

192. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
- 333X ves [} wo [
21a. ACCIDENT (Bpacily) 21b. PLACE OF INJURY (a.g..inorabowt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, fastory., street, office hldy., ste.)
HOMICIDE 25
21d. TIME {Month} (Day) (Year} (Hour) 21a. INJURY OCCURRED 231. HOW DID INJURY OCCUR? e
OF WHILE AT NOT WHILE
INJURY WORK AT WORK

2. I hereby certify that I atlended the deceased from _L"'_/[c_,
, 195 PTand that death occurred at £ ¢ 30Fn., from the couses and on the date stated above.

alive en =1

195 £, to 3-i7

, 193 7 (hat I last saw the deceased

23a. SIGNATURE

Lt~ 5B

~ X

Ui 00LB o

2. DATE SIGNED

3 A3 47§

24n. BURIAL, CREMA-
TION, REMOVYAL (Speclir)

24b. DATE
- 2/ J‘fl

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE
REG [ .

c:é.au(

&,

24c. I\AME OF CEMETERY OR CREMATORY

24d. LOCATION (City, town, or county)

(Btote)

FURERAL DIR

CTOR 8 SIGHNA

‘Wod. 33 I st

ADD!ESS

(Licensed Embalme; !;ulexr‘um on %veru Side)

/3%



STATEMENT BY LICENSED EMBAL.MER

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

DY INE, OF DY .ottt aaaiirtasraaoeeasasassasaaesceraaa e s e tanonnoe . Student Embalmer No.............
working under my personal supervision.. '

Noaa W fobbecd ™
SEUACTE oo veeennszeanenmereaozeeaeeeanarasennssnnenes Signed -A’/;?ﬁ

Signeture of Student Embalwer o

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

if embalmed by a STUDENT, he also shall sign in his OWN handwriting.

7 this body is not embalmed, fact should be so stated above,




