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All diseases in Part | must be cousally related.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No. =2 & f As

Registration District No.

/6 L—

59-013834

)AJE FILE

J— Reglsl‘mz s Ne.,

NUMBER

43

. PLACE OF DEATH

o CONIY TEFFERSON

2. USUAL RES|DENCE {Where deceased lived.
STAT
M0

If institution: R.udoﬂc-y/
b. COUNTY admi ssion
T

T HREEDCONN

b. CITY {If ourside corporote limits, give TOWNSHIP only)

0w ROCK TOUNSHIP

Inside Limits

Yes [] Nuq,

c. CITY

tow NEAR BARNHART

d-_-M

" Tnside Limits

Yes[ ] No q{

c. flglgf!’-l'?AAI}_AE OF (If NOT in hospital, give locetion}
INSTITUTION N’EAR BARNHART MO

Length of stay in 1b

2 _VRa

d. STREET (Tf cutside, give location)

ADDRESSA RNHART ROUTs ONE

Reside on Farm

Yes (] No

3. MAME OF DECEASED
(Type or print)

First

MARGAR

Middle

T ROSE ~ BTAGTOLT

Last 4. DATE Month
QOF

DEATHAP . 27

Day

195G

Yeor

5. SEX 6. COLOR OR RACE{ 7.

FEMALE /| WHITE

o WDoweED[]

MARRIED[ ] NEVER MARRIED[ ]

DIvorRCED[ ]

8. DATE OF BIRTH 9. AGE (In years JF UNDE

R 1 YEAR

IF UNDER 24 HRS.

lost birthdoy) | Monthe

FER, 22 1957

Deys

Heurs J Min.

10a. USUAL OCCUPATION (Giva kind of wark dons

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country}

12. CITIZEN OF WHAT COUNTRY?

during most of working life, aven if retired) mnu(s)rﬁrE KTREWOOD MO o U. S A

130. FATHER'S NAME 135. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
OLIN P GIOL MARY MATERNOWSKI SINGLE

15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY HO.{ 17. INFORMANT Address

TR ] ves wive v erdaren ot ey | NONE DOMINIC BIAGIOLI BARNHART MO

PART I. DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a)

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

: Thiel (Yestee GUrENE — 2085

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, |f any, DUE TO (b)
whizh gave rise to }
above couse {0},
Ing the und
z Iying “caves lasr. 7 DUE TO (c) 7/¢ 0
= PART l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl diseass condition given in PART ¢ (a) 19. WAS AUTOPSY
h ra PERFORMED?
L ] YES[] NO
b1 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART 1l of item 18.)
w -
[%]
S R - - 7 Son/ free .
Ul 20c. TIMEOF Hour Month, Doy, Year -
a INJURY  a.m. / oo
| L 00 am 279 Y.
20d. INJURY OCCURREM 1 20e. I:'LACE OF INJURY (a.f?-. inb::rdnbouﬂx;mo, 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
WHILE AT NOT WHILE arm, uctory, strest, office 3., etc.
woRk ~ 1 atwork X | #pme KOk Fivare de £ 2270,

Death occurred at

L DA™

21.. 1 attended the deceased fom - 08 O W OR 'S A

ond lost 4'2 alive on

A m on the date stated shove; ond to the best of my knowledge, from the couses stated.

220 /SIGNATURE {Dogres or fitle} Z2b. ADDRESS Z2c. DATE SIGNED
(-4:»“1) AE  Cnora— =3 Szzo. /2.7, &2
226/ BURIAL, CREMATION, | f3b. DATE 23c. NAME OF CEMETERY OR CREMATORY . LOCATION {City, town, or county) £israre) ©

MOV AL wcify

"BURTZT" |AFR. 29 195b ST. JOSEPH CEiETwRY KIVISYIGK KO

24. FUNERAL DIRECTOR ADDRESS 35. DATE RECD. BY LOCAL REG. |/75. REGISTRMR'S
HEILIGTAG ILPERIAL KO o) 25- 59 e

{Licensed Embalmer's Siotement on Reverse Side)




o8

)

STATEMENT BY LICENSED EMBALMER

I hereby certif

t the body

by me, or by

se name is recorded on the reverse side of this certificate was embalmed

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

., Student Embalmer No. ......cc.viiennnes
working under my personal supervision.

Stu&ent ........................................................

Signed .
Signature of Student Embalmer

Licensed Embalmer No;é—?/

P. O. Address

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

If embalmed by a STUDENT, he alsc shall sign in his OWN handwriting.-
If this body is not embalmed, fact should be so stated above.
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