THE DIVISION OF HEALTH OF MISSOURI

5_8-—015330

leaith, " i
Welfore 5 9 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
Y ublic F‘LED MAY 1 195 a
Sarvice Registration Distriet No. oo ...Primary Registration Dum:l No. . SRR . {7 | X121 aplo-.. ¢
1.* PLACE OF DEATH 2. USUAL RESIDENC (Where deceased lived. If institution: Resldence bdow
300 a. COUNIY a. STATE b. C UNTY T—Lm'"w" /
Vi S i W
-57 . CITY (If cutside corporate limits, glva TOWNSHIP anly) Inside Limits . C|TY U U Inside LjMirs
J
oW 57 towss /T, Pelinl TR ,4/:/: T o Yes[/No [
q. <. E‘LJJ%#”P_JA{:AEOOF (If NOT in hospital, give locdhi Length of stay in 1b d. iL%EQEEES (” outside, give location Reside on Farm
A
- 6 nsTmuTionJJEAComESS oJ0 . wKks 77/0 7’ E'BE'/?, Yes [] No[]
o 3. NAME OF DECEASED First Middle Last 4. DATE Month
{Type or print} U“
OHANNA [ osscy ot Apgess. 26 /ﬁs
5. SEX 8. COLOR OR RACE| 7., rieoHfever narrieo[ ]| 8 DATE OF BIRTH 9. AGE (in yodis §F UNDER 1 YEAR] iF UNDER 24 HRE.
| - lagt birthday) [ Manths | Days Hours Min.
EMALC I\NNH I T & |y "o pivorcenl ] /Aﬁ / ? / Lo
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. |RTHPLAC!(CII7 and :ml. T cauntry) 12. CITIZEN OF WHAT COUNTRY?
duting most of workipg lifs, svan il retired} INDUSTRY » .
House Wok K/ Home USTR/IA HunsARY|  (ESA

USE ONLY BLACK INK OR,RIBBON TYPEWRITE IF POSSIBLE

¥3a, FATHER'S NAME .

FRANK K/'NDLEfE

13b. MOTHER'S MAIDEN NA.ME

UNKNow

N

¢

OYLVESTER, LOESCH

NAME OF HLABAND-OR-WHE

CURITY NO.

oNE.

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

(Yau, no, or unkngwn}| (If yes, give wor or dates of service}

16. SOCI

§

INFORMANT

W—VEST'E [

Address

SSCH

Los AFF T4N, /%

18. CAUSE OF DEATH (Enter only one couse per line for (a), (b), and (c}.)
PART |. DEATH WAS CAUSED BY: .
IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AMD DEATH

*

C:ndll‘rionl, if any, DUE TO (b)

I iam to

abovs ‘couss (o), L4
stating the under- / 7: 0

lylng couss last. DUE TO (c) L

"a_""'-f_

PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass cendition given in PART | (o)

19. WAS AUTOPSY

PERF{RMED?
I vyes} no[)

MEDICAL CERTIFICATION

3
L
]
_:. 0. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART I} of itam 18.)
3 D a O
[ 20¢. TIME OF  Hour Month, Day, Year
3 INJURY  o.m.
s pem. :
E 204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 208, CITY, TOWN, OR LOCATION COUNTY STATE
\’IHILE ATD NOT WHILE 0 farm, Jctory, street, office bldg., erc. )
é AT WORK
s 21. |uﬂond.d the deceosed from ’ q -‘-‘ , to % g ; l J i and last 3 suwh alive on !l ﬁ g !
% Death og, rrnd at r‘/ A ” the date stafed above; and to tha best of my knowledge, from the couses sfated.
.- 22a. SJ’URE J {Degree or title' \ ¥ih. ADDRESS 22c. DATE SIGNED
L . .
F w‘(.) // :‘5?/ .2/%/%;1- Yy 77

130, BURIAL, CREMATION,

WMOVAL (Segcify) DAT?/
13“ AR/AL

rRre vl %

PeTere

Ap

?Sf

13e. NAME OF CEMETERY OR CREMATO

¥ A-U‘L.

23d. LOCATION {City, town, or county}

ST

4

{State)

L0 UL

RAL DIRECTOR

ADR

25. DATE RECD. BY LOCAL REG.

APR 2 759

/Yo
Eod il

/7.0.

{Licensed Emboimer’s Stotement on Reverss Side)

Ko




Y o S 7+

JziA -4

STATEMENT BY LICENSED EMBALMER

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

m ) et st
........................................................................................... , Student Embalmer No. .,........cceveeee.

‘by me, or by

working under my personal supervision.

Student ..o e e
Signature of Student Embalmer

Licensed Embalmer No¢‘z¢/,

P. O. Address..ﬁ%ét{. ................

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.

———-




