THE DIVISION OF HEALTH OF MISSQUR| —_ "
. STANDARD CERTIFICATE OF DEATH 595“7&’_'1&8””%51}4

:::::. IH‘LU JUN 8 1gsgagislm!ion District Ne. ...A-_a...QA..b,,,...,......Plimury Regisrrurion Distri:r_NO_-.__né.....Q_.,(,,é. g ...... R:gil!rot'svicl._____‘__é,_.,

I 1. PLACE OF DEATH St M Charles 2. USUAL RESIDENCE (Where deceased lived. I institution: Residence before
300 E ] a.

o COUNIY  _pamdenne . STATR i sgouri b. COTY Charl 8T8

-57 b. CITY {If outside corporate limits, give TOWNSHIP only) | tnside Limita < CITY Inside Limits

ow  Q'Fallon Mo Yes [J No (] TOmN O*'Fallon Mo Yos[F No[]

c. FgLFl;I NAMEOOF {If NOT in hospital, give location) | Length of stay in 1b °9qd- STREET + F F outside, give location) Resi%on Farm
HOSPITAL OR o ADDRESS a i
INSTITUTION His Home a 0 on Mo Yes I8 No [}
3. NTAME OF DECEASED First Middle Last 4. DATE Month Day Yoar
{Type or print} OF
Henry A Strunk peath MBY 31=-19%9
3. SEX 4. COLOR OR RACE} 7. 8. DATE OF BIRTH 9, AGE (tn ysars JF UNDER i YEAR| IF UNDER 24 HRS,
MARRIED[ ]NEVER MARRIED[ ] y
1 Months | Da A Min.
Male 4 White 2, “'W"Ebg ovorceo[)] MATCh 27-1889 ost iyien) [ Manthe l v oure I i
106 USUAL DCCUPATION (Give kind of wark done | 105, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
durlané tiorea-. wven if retired) F%Ilg . St charles Co - o U
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME I 14. NAME OF HUSBAND OR WIFE
L 2T I J
Anton Strunk Hoff || -
15. WAS DECEASED EVER [N U. 5. ARMED FORCES? 16. SOCIAL SECURITY HO,| 17. INFORMANT Address
(Yes noNonkmwn) (If yus, give wor or dates of sarvice} E]_mer Strunk 0 | Fallon Mo .

18. CAUSE OF DEATH (Enter only one cawse peptimy for (a), (b}, and (c).) INTERVAL BETWEEN
PART |. DEATH WAS CALISED BY: - + ONSET AND DEATH
IMMEDIATE CAUSE (a)
(Do Sl '
Conditieny, if any, DUE TOQ (b)
which gave rise to
above cause (a), } M
DUE TO (e}

stating the under-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

21, 1 attended the dececsed from %-_ / é = 5 5 , o 5" 3 / - 5“9' and last sow kl"; clive on 5" 3 / * 57
Death occurred at 2 : - m on the date stated cbove; and to the best o my knowledge, from the causes stared.
2207 SIBNATURE {Degree or tit 226, ADDRE 229 DATE SIGNED
M 7 Lo, *|'EHatton 22
D - ~ . {’ / 957

Z30. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tewn, or county) =" (Stota)

. Bariadr | June 3-I1959 St Faul Cemetary St Faul Mo
6 | ™Keithly Funeral Home O'Fallonmﬁgingi',a: ‘°°‘,Lfs/°',-;" &A/W

L 4 Ecbal.

z lying couse losxt. 4

: g PARTL. OTHER SIGNIFICANT CONDITIONS CANTRIBUTING JO #EATH but not related to the terminal disease condition given in PART | {a} 19. WAS AUTOPSY 2\
3 : - ! PERFORMED?
2 : Cardert 4 aoc| YES[ ] NO #e—
. L1 200, ACCIDENT $UICIDE  HOMICIDE | 20b. DESCRIEE HOW INJURY OCCUREED. (Enter nature of injury in PART | or PART Il of item 18.}
= w

] v O l |

3 4

u O 20c. TIME OF Hour Month,Day, Yeer
2 a INJURY  a.m.

g * p.m.

E 20d. INJURY OCCURRED We. PLACE OF INJURY (e.q., inorsbeutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
. WHILE ATD NOT WHILE 0 farm, wctary, strest, office bldg., etc.)
5 WORK AT WORK
£

-

H

g

“
2
<

D

i on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY o iiir it st et rrerte e vrerasrasrrs e st esssanaensarasarntbarruens , Student Embalmer No. .........c.coeevees

working under my personal supervision.

Signature of Student Embalmer

Licensed EmbalmeryN Oé/{//—
P. 0. Address.- Q/.W&e,. 7
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,




