1-57 5.
OR
TOWN

Doctor, coroher, efc, must use only stondard nomenclature in item 18. No -sympmms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.

THE DIVISION OF HEALTH OF MISSOURI

STAN I%Témﬂﬂ
egistration District No. ’

o8-019717

CATE OF DEATH

Primory Registration Oi Dunrlm

STATE FILE NUMBSG@?

Rogistrar's Now._ooooooece e

1. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE _{Where deceased lived.

» STATE T1Tinois

If institution: Residence belore

T i

CITY (if outside corporate limits, give TOWNSHIP only) Inside Limits o0 | ,IJOg Ingide Limits
ST. 10UTS, MISSOURT [T ™0 ow _Galesbury ¥ Yerl® No[]
. FULL NAME OF (I NOT in hospital, give location) | Length of stay in 1b (If outside, give location) Reside on Farm
° q rN%érﬁ![TUA}%QONRBARNES HObPll AL D 3 3’ ADDRESS Iake Rice Box 36 Yes I:l No
3. NAME OF DECEASED First Middle Doy Year
(Type or print}
TRVING L. GOETTLER 195

5. 5EX

v

6. COLOR OR RACE

7.

wiooweo[] | oivorceo[]

MARRIEOED NEVER marmien[ ]| & DATE OF BIRTH 9. AGE (In years JFUNDER 1 YEAR| IF UNDER 24 HRS.

Months l Doys Houwrs l Min.

I;r birthday)

100.

USUAL OCCUPATION {Give kind of work done
during most of working life, even il retired)

10b. KIND GF BUSINESS OR
INDUSTRY

13a. FATHER"S NAME

11. BIRTHPLACE {City and state or country)

| Galesburg, 111

13b. MOTHER®S MAIDEN NAME

Augusta Beckman

12 CITIZEN OF WHAT COUNTRY?

| US.A.

14. NAME OF HUSBAND OR WIFE

Verna Goettler

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

“‘N&' or unlr.nqwn)l(!l yeos, givﬁilr dotes of service)

16. SOCIAL SECURITY NO.

which gave rise to
above cause (o),

Conditiony, if any, } DUE TO (b)

18. CAUSE Ol: DEATH (Enter only ons cause per line for (a), {b), and {c).}
PART I.

DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

SEVERE ASTHMA

Verna Goettler, Galeshurg, I11

INTERVAL BETWEEN
ONSET AND DEATH

YEARS

atating the under-

% Iylng couse last DUE TO (c)
E PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseuse condition given in PART | (a) 19. geapggggg};
§ PULMONARY EMPEYSEMA  YEARS ARTERIOSCLEROTIC HEART DISEASE YEARS ves[) noR) 2
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
: o o O
S| 20c. TIMEOF .Howr Month, Day, Year
2 INJURY  a.m,
% p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldy., ete.}
WORK AT WORK yi -
21. ) attended the deceased from Mlﬁ, ]_-958 , to MAY 30; 1958 and [ast Saw ﬂ;; alive on __ MAY 30, 1958
Death occurred at /(?' 20 P.M- - m on the dote stated abovt,' and to the best of my knowledge, from the couses stated.

ARNES HOSPITAL

MD

22¢. DATE SIGNED

5/31/58

REMOYAL
moV.

230. BURIAL, CREMATION, 235 DATE
acify)

5=31-58

Local

3: NAME OF CEMETERY OR CREMATORY 234, LOCATION (City, rown, or county)

24. FUNERAL DIRECTOR

Albert H, Hoppe, L700 Washington Blvdey

ADDRESS

25. DATE RECD. BY LOCAI. REG.

{Stete)

(Licensed Embalmer’s St-tmnl on
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STATEMENT BY LICENSED EMBALMER

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

ar - - -+ -r

by me, or by-

working under my personal supervision.

Student

PO - P

"Licensed Emb.

P 0. Addre)s/
R
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN-HA D RITING. (Failure
to comply with the above constitutes grounds for revecation of license). A
If embalmed by a STUDENT, he also shall sign in his.OWN handwriting, /| {7 -"- LT

"If this body 1S not embalmed, fact ,Should be so stated above N . ; B :
rr H f ot [ . b oalae el ljf;fr_}_ ._: -~ C.'J..



