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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

t" E“ “ [n{ I Igs Segis!ru:ion District Mo, _.._.._.._.._.15___,,___________....Primory Registration District Ne. ._..50.6.1“““,,,,,,_,,_,___,, Registrar's Na.

59-016688

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Res:i'de_n 4 b)efurn
. COUN . STATE b. COUNTY admi pfion
o. COUNTY  Barton ° Misasouri Barton
b. CIOTY {1f outside corporate limits, giva TOWNSHIP only) lnside Limits bé C|TY Inside Limits
R
| TO¥N Rural- Central Twsp. Yes [ No p’ TowN Rural- Central Twap. Yes[] No
c. FgLL NAE%OF {If NOT in hospital, give location} | Length of stay in 1b d. STRERETS (If outside, giv lloccflon} Reside on Farm
HOSPITA R ADDRES
iNsTiTUTioN At home Iantha, Mo, h# Yes [ No [
3. NAME OF DECEASED Firse Middle Last 4. DATE Month Doy Year
{Type or print) . oF
BEULAH SAIMONS WOLF DEATH  May 25 1969

5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE 0 FUNDER 1 YEAR] IF UNDER 24 HRS.
MARRIED ] NEVER MARRIED[ ] cE gi':';;:; ronthe T Bara T Fioues A
F | W J wooweo[]  pivorceod| (Qat 7 1892 2@ ]
100. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Ciry and state or counicy) 0 [ 12 CITIZEN OF WHAT COUNTRY?
during mast of working life, even if retired) %DUSTF{WO Clldwell Comty’ Hi ssour U' S .

130. FATHER"S NAME

| William N, Balmons Emma Rosa

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR Wl
Herman Wolf

FE

15. WAS DECEASED EVER IN U. S. ARMED FORCES?

{Yas, no, or unkngwn)| {tf yes, give war or dotes of service)

16. SOCIAL SECURITY NO.

17. INFORMANT

Address

Herman Wolf, Iantha, Missouri, R#l

18, CAUSE OF DEATH (Enter only one cavse

PART I. DEATH WAs CAUSED BY:
IMMEDIATE CAUSE {0}

per Lj e for (g}, (b), and {c).} 2 L

INTERVAL BETWEEN

Canditions, if ony,

DUE TO (b)ww% ;

ET AND BE
?}:&a} ')M-:B‘i

obove ctause {a),
stating the under-

which gave rlse to }

U otz /

tvetr2, /957

% lying cause last. DUE TO (c)
E PART Il. OTHER IGNIFICANT CONDITIONS CONTRIBUTING TO DEAT but not relyted td the termin candition,given in PART | (a) 19. geg;ggggg:
. - [4
£ a’lﬁu’”a&a"&ﬂ 2, SNk \.LJQ, ’ﬁiiz&:iw'\-’ AH2¢ | YES[] NO [ ol=
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enl.‘\rjrnsture of injury in PART | o&r PART 1l of item 18.)
w
8 o O O
3| 20c. TIMEOF Hour Menih, Day, Year
a INJURY  om.
3 pon. .
204. INJURY OCCURRED Ne. PLACE OF INJURY [e.g.. inor abourhome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bidg., etc.)
AT WORK

21. 1| cﬂtnded the deceased from

Death occury

. to
2 1 : nn o mon lhadqle stated above;

and last sow ?|Ive on

her

of/3/37

and to the best of my &nowlndge, from the cuuus stated.

2q, SIGNATL[?M T w }‘&

22b. A ESS . N
%_ﬁm}z , M Ao

22c. DATE SIGNED

R6/S7

230. BURIAL, CREMATION, } 23b. DATE 23c. NAME DF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) {State)
REMOY AL (Spucify)
1 May 28 1959 | Barton City Cemetery Liberal rural

24. FUNERAL DIRECTOR ADDRESS

Konantz Funeral Home, Lamar, Missouri

25. DATE RECD. BY LOCAL REG.

MAY 27 %9

F: EGISTRAR'S SIGNATURE

4 Embal .

Shad,

i

on Revarse Side}

\dA/f/
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A -~

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
- ., Student Embalmer No..........cc..un..e

by meé, or by

working under my personal supervision.

&gned?{é‘W X A

Student .o e
Signature of Student Embalmer
' Licensed Embalmer No %/é

. ' P. O. Address ij

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

a" .
[} L4

.



