D

el % THE DIVISION OF HEALTH OF MISSOURI 59_01'?2 51

Wllh‘nu STA“ DARD CER""(ATE OF DEATH STATE FILE NUMBER
,::,I-::. ‘Ltu IWAY 1 8 19531.cgisfraﬁon_ District No. //j: /// Primary Reg_iltru_tig'\ Dislriclﬁc_:-., I R'ﬂi"fﬂ"ll&.----—-//nj """"""""
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If institution: Residance 2{&-.
200 a. COUNTY FRANKLIN a. STATE w(y . b COUNTYHR ANKLI“N'"'}/
~57 b. CITY (If outside cerporate limits, give TOWNSHIP only) lnside Limits €. CgRY InsideLimits
- Tow _ WASHING TON Yes 0 No (] vom BEAUFORT | YeO w0
c. FULL NAME OF (If NOT in hospital, give location) | Length of stoy in 1b 634 f’ :TRERET {If cutside, give location) Reside 0n Farm
istmution ST. FRANCIS HOSH. g "% R.R., # 1 You (3 Ne (]
3 :JTAME OF I_JE)CEASED First Middle Lost 4. DS;E Month Doy Yeaor
e of print
e HONORENE CECELIA _ BOEEM oEaTn MAY 9, 195
5. SEX & COLOR OR RACE| 7. MARRIED@NEVER MARRIED ] 8. DATE OF BIRTH 9. AGE (ln yeors JF UNDER iYEAuI IF UNDER 24 HRS,
FEMALE ! WHITE / woowen{] pivorcen[ ] JULY 8’ 1-9lh mirma.ﬂ ”Tho. Di' I Howrs J Hin-

105. USUAL DCCUPATION (Give kind af work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) G |12 CITIZEN OF WHAT COUNTRY?

during most of “";;'RTK.' wvan il ratired) INDlgﬁbE WORKE:R LESLIE’ MO . U. S . A.
13a FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HMSBAND OR WIFE
EDWARD SCHATZ ELIZABETH WHALEN JOE BOEEM
15 WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass
(Yas, whoo\mkmwn)l(lf y.l.ﬂ;oo war or dotes of service) h96-32‘2191 JOSEPH Bom BEAUFI OR T’ MO N
18. CAUSE OF DEATH {Enter only one cause per line for (o), (b), ond {c}.} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY- ONSET AND DEATH
IMMEDIATE CAUSE (a) b

Condltiens, if any, DUE TO {b) %_éﬁ” //—
which gave rise to } b
obove causs (a),

atating the under-
DUE TO (c}

lying coausa last.

PART )1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH but not related te the terminal diseass condition given in PART | {a} 19. geﬁ:ggoPs;
) YES 0[]
0. ACCIDENT CIDE  HOMICIDE . RIBE HOW INJURY OCCURRED. (Enter nature ohinjury in PART | or RART |l of item 18.)
O O

2¢. TIME OF Hour Month, Day, Year

JURY a.m.
érw& 3 = (5

ol et -
20d. INJURY OCCURRED # [ 2047 FLAGE OF INJURY(Q.?.. inor about homs,
WHILE AT NOT WHILE [ 4 farm, .ctory, stroat, offige BRI ate.)

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

WORK AT WORK
21. | attended the deceased fram — ., to ond leat saw tl',; alive on ——
Deoth occurred ot 55 A . m on the date stated above; o»to the best of my lmowloige. from the causes stated.

All digeases in Part | must be cau'sally reloted.

o o 5 :
i = <
e r 4
I30. BURIAL, CREMATION, | 235. DATE 23c. NAME OF CEMET 23d. LOCATIDN {City, town, or county)

BURTAE™ |5~ 12-1959 | IMMACULATE CONCEPTIOR UNION
24. FUNERAL DIRECTOR ADDRESS 25. DATE RPCD,BY LOCAL REG. | 24. REGISTRAR'S SIGNATURE
OLTMANN FUNERAL HOME UNION, M. ’Z%"?

(Licensed Embalmes™sy Statedent &n Reberse Side)
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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. ........coevvveneee

Student ..oovviiiiii e ' Sngned M .................................................
) Signature of Student Embalmer '

P. O. Address..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR[TING {Failure
to gomply with the above constitutes grounds for revocation of license). -~ -7 A
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated aboye.-




