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All diseases in Part { must be causally related.
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

032 ..

egistration District No, a7

Primary Registration Distr

STATE FILE NUMBER 7

ietNow i Reglistrar’s No.

. .PLACE QF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Resndon:n b)efnu
r . . . mi
o CONIY 13517 {npger o STATE yi ggourd  » “ONYBollin¥Ee/
b. CBTRY {If outside corporate limits, give TOWNSHIP only) lnside Limits . CSI'RY aca s Inside Limits
TOWN Arab N w8vne Tw-D - Yes D No TOWN Arﬁb w&yne Twp - ° Y“D No E
I €. FgL;. NAM%R?F (If NOT in hospital, give location} | Leagth of stay in 1b d. iERD%EEES ) i i Reside on Farm
HOSPITAL
INSTITUTION aArab, Mo. [P B vas X1 Ne (O
3. (NI'AME OF DE)CEASED First Middte * Last AL Duay ¥ aar
ype or print, . -
William Hurman Stratman peati  dan. 7 , 1959
5. SEX o 6. COLOR OR RACE 7‘MARR|EQKII}IEVER marRIED] ] B. DATE OF BIRTH 9, AE-Er u_,: ,;:;; FUN:.!.ER 1 YEAR ':{:::DER z;:as.
male white WIDOWED[ | pivorceo( ] July 24, 187p 88 M°5 l T3 I ’
10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working Life, even if retired) . INDUSTRY Q. f o
t'armer Minister, Farmer St. Louls, No. U.S.A.
13a. FATHER'S NAME 13h. MOTHER'S MAIDEN NAME 14. NAME OF HUUSBAND OR WIFE
John T. Stratman Edith Sitzful Ollie Jgckson Stratman
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORM)_«NT Address
{Yeus, no, or unknawn)f (If yes, give war or dates of service) Oll i e Jackson Stratman, Arab MO o

PART 1.

Conditions, if

above cause

18. CAUSE OF DEATH (Enter only one o0y o
DEATH WAS CAUSED BY;

IMMEDIATE CAUSE (g

which gove rize to
{al,

lying cavse laat.

any,

stating the wnder-

DUE TO {b)

DUE TO {¢}

£l L

et

td &P

PART II. OTHER SFGNI ANT C@NDL I'?NS ONTRIBUTING TO DEAT

7>

FNTERVAL BEFWEEN

7.

/ ut not related 1o ' incu condition glven in PART | {a) . ]9.‘gAS Aé.l‘rOP
’ ERFORME o
., YES[ ] i

d at

F

o

=

3 y

i = "/J ] A il "’/*‘-—

2| 200. ACCIDENT SUICIDE HOMICIDE Op. JHESCRMEHSW INJURY OCCURRED. ( wer nature of injury in PART [ or PART Il of item 18.) B

w

3 o 8 o 4 /77K

G| 2. TIMEOF Hour Month, Day, Year 4

a INJURY  am.

= p.m.
20d. INJURY QCCURRED 2e. PLACE OF INJURY (e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, octory, street, office bldg., ete.)
WORK AT WORK N ’ _ N
21. | attended the dec and last saw

s )
eased fro -_— - 1 lli.rnl alive on —’
— mAn the date stoted above; and to the bast of my Jefopledge, from the causes stated.

viu. aci.am '

239 DATE

1/11/59

{Degres or

.

AD S5

23c. NAME OF CEMETERY OR CREMATORY

Strgtman Cemetery

(avd

e

23d. LOCATION (City, town, or county)

Bollinger Co., Missouri

22c. DATE SIGNED
e . 4

(State)

o e

[~ )55

25. DATE RECD. BY LOCAL REG.

25. REGISTRAR'S SIGNATURE

WR ADDRESS
Vi,

(Lic.:ls-d Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

by me, or By ........................................................................................... , Student Embalmer No. ..........ccceeeee

working undet my personal supervision.

L R 11 (= 1| P OO
Signature of Student Embalmer

Licensed Embalm #fa
P. 0. Address JW.. f de o

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.




