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I f‘LED NOV 1 3 1958'""’“”! Dlsllci No.

THE DIYISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

/20

Primary Raglstrnrlen Dum:l No.

58-036951

STATE FILE NUMBER

B i
I . PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. [f institution: Rasnienceye
COUNTY a. STATE b. COUNTY agmi sston
> Laclede 0 ede
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits e. CITY o - 0 532 Inside Limits
Yesle] No [ 9R o | Yeld %D
Oy lLebanon TO¥N _1ehanon
c. Fgls.’!...”t:mitd%gf: (M NOT in hospital, give location] | Leagth of stay in 1b d. STREET {If outside, give location) Reside on Farm
H Al Y ADDRESS
nsTitution 7@ llace Hospi7akl 37 Days 288 No._ Jackson | YU Nl
3. NAME OF DECEASED Firsy Middle Last 4. DATE Month Doy Y ear
{Type or print} ] OF
Karl F Kleiner DEATH Oct, 31 1958
5. SEX 6. COLOR OR RACE T'MARRIEDE EVER MARRIED] | 8. DATE OF BIRTH 9. AGE (In yaors [IF UNDER 1 YEAR| IF UNDER 24 HRs.
4} 5 birthday) [ Menths | Deys Howurs Min,
1 i wooveo[]'  oworceol)| July 299905 3
Wa. USUAL OCCUPATION (Give kind of wark dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
Burin&mesl of w{,&“‘. aven it r-m-d') INDUSTRY
obacco Operatpr  SrogpEe lebanocn Mo Ue Sa A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H}J&BAND OR WIFE
Edward gleiner Bertha “ieirauch Lillian Kleiner
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, no, o unkngwn)] {If yes, give war or dotes of swrvice} - .
Ste 492-10-8316 lirs, K. ¥, Kleiner Iebanon l'a.
.18. CAUSE OF DEATH (Enter only one couse per line for {a), {b), and (c).} INTERYAL BETWEEM
PART |. DEATH WAS CAUSED BY . ONSET AND DEATH
IMMEDIATE CAUSE (o) ‘M&Mnm.;&’&éﬂm&-% 2 i a.
Conditions, ifony, . DUE TO (b} )
which gave rise 1o }
ochave cause {a),
stating the under-
é Iying cause last, DUE TO (c)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disenss candition given in PART | (o} 19. WAS AUTOPSY
= ! - t PERF ED?
£ /57 X / vesVt no[)
2| 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW/NJURY OCCURRED. (Entér riature of injury in PART | or PART ) of item 18.)
[
u 0 a O
Q 2¢. TIME OF Howr  Month, Day, Yeor
o INJURY  o.m.
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inar abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.}
WORK AT WORK
1. { attended the decsased from ?"‘ 3 , — S_é o O~ 3 !' 58 and lost 'suwt'; alive on | O - 3{ SE
Daath vccurred ot m on the date stoted above; ond to the bast of my knowledge, from the causes stated.
220. SIGNATURE Degree or mle) 22b. ADDRE 22c. DATE SIGNED
M _ @W,M 11-1- 5%
230. BURIAL, CREMATION, [ 23b. DATE 23e. NAME OF CEMETERY UR CREMATORY 23d. LOCATION (CII;, town, or county) {5rate)
REMOVAL [Spoclfy) - .
rurial 11/3/58 Catholic Cemetary Lenanon 1 o.

24, FUNE @:‘02 Z ﬁ :

25 DATE RECD. BY LOCAL REG.

malll- 3-1985¢&

26, REGISTRAR'S SIGNATURE

{Licensed Embalmer’s Stotement on Raverse Side)
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STATEMENT BY LICENSED EMBALMER

i
i
1

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba medl
o Sfudent Embalmer No. .......c.ccceannie

...........................................................................................

by me, or by

working under my personal supervision.

........................................................

Signature of Student Embalmer

-

P. O. Address...

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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