.H“m" THE DIVISION OF HEALTH OF MISSOURI 58""044_2';"7 B

L Welfare . STANDARD CERTIFICATE OF DEATH STATE FILE NUMBE
:::f::. IF"'EU JAN 1 4 1gmgis=rrmion District No. I?f Primary Reg_istrotion Distric}ﬁv ..... IP_?_.’_— _______ Registrur's_l\!n.“ &;159..__

| |
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero deceased lived. |f institution: Resci'de_nce before
. COUNT . . : b, COUNTY admissio
- 300 i Y Jackson o STATE Niggouri Platte )}“’
1-57 QO b. CBTRY {If outside corporate limits, give TOWNSHIP only) tnside Limits c. CIOTY O g 5&3 Insida’Limits
. R
Town Kansas City ves{ ] Ne[J ||d  towe Weston Yes(zJ 800 [J
€. F(L;Lé.! NAIT.IE)F?F {If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOQSPEITA ADDRESS
INSTITUTION ot, Mary's Hosp. 12 hours Yes[] No [
3. NAME OF DECEASED First Middle Lost 4, DATE Month Boy Year
{Type or print) OF
FATHER ROBERT A. MARTIN DEATH Dec, 26 1958
5. SEX B 6. COLOR OR RACE| 7. MARRIEDDNEVER MARRIEU 8. DATE OF BIRTH 9. AGE {ln yuars IF UNDER | YEAR| IF UNDER 24 ‘HRS.
A g . ast birthday) [ Months | Days Hours Min,
. Male White wooweo[]  owordeo[J|'Nov, 29, 1919 | 39
2 10a. USWAL OCCUPATION {Give kind of werk done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar couniry} . 12. CITIZEN OF WHAT COUNTRY?
p uring mosy of working lite, evan if retired) INDUST . . .
s CAMBI B asY Hony %rlmty Church St. Paul, Minn. U.S. A,
E 13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME ' 14. NAME OF HUSBAND OR WIFE
3
William Martin Frances Hoehn None
. 15. WAS DECEASED EVER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO,| 17. INFORMANT Address -
- {Ye ar unknqwn}| (lf yes, give wor or dates of service) . .
: No I 474-26-4508| Leon J, Martin, St. Paul. Minn

18, CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and (c).)

I%TERVAL BETWEEN

PART |. DEATH WAS CALUSED BY: NSET DEATH

LD

w
J

@

3

[=]

[

w 4

o IMMEDHATE CAUSE (a) ] TN ) N At Kl #lof pd
o

3

w Conditions, if any, DUE TO (b}

> which gave rise to

[ obove eousa (a), }

=z stating the under

8 g lying cause lost, DUE TO (<)

;. SDNE PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diseass condition given in PART | (q) 19. WAS AUTOPSY
T = 3 g B) / PERFOR ?
A Ai YES oL
. ¥ =1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART 11 of item 18.)
= ZQu
s =f¢ O O |
]

O < B3| 20c. TIMEOF Hour Month, Day, Year
4 @iz INJURY  a.m.

';T : = p.m.

E % 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.qg., inor obouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o iU WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
na. 9 WORK AT WORK "

E 21. | attended the deceosed homM , to Mnd last saw :?r:-n alive on M . /q.’ T

5 Death occurred at _&&La_'_h - m on the date stoted above; ond to the best of my knowledge, from the cauvses stated.

H 0. AIGNATURE {Degree or title) p | 22b. ADDRESS 22c. DATE SIGNED

-l ’

z A, |30 Road 26 g 55

23a0. BURIAL, CREMATION, | 23 . NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} (State)
REMOVAL {Specify)

Remova 12-29-1958 | Calvary Cem®tery St. Paul, Minn.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 256. REGISTRAR'S SIGNATURE
Mellody-McGillley-Evlar Funeral Home (2 - 27-54 47 s
Woodland-Linwood {Licensed Embalmer’s § on Reverss Side)

Fred H, Lundgren, Jr.
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STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
, Student Embalmer No. ...................

Student .o e Signed .. /.. £ 5 LAt
Signature of Student Embalmer
' Licensed Embalmer No.. 5 ; QB

P. O. Address.. / Ca% .......

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




