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VISION OF HEALTH — STAN
DVS JAN 2 51950

Registration District No. ____.?_Z ........ =Primary Registration District No‘& /é _____ Registrar’s No. ,_.& g__f_ _____

DARD CERTIFICATE OF DEATH

=60-000753

STATE FILE NUMBER

DOCUMENT

8Y AFFIDAVIT OF

1. PLACE OF DEATH
a. COUNTY

Cole

2, USUAL RESIDENCE (thre deceased |ived.

a STWJ'S‘ s b. COUNTY Eﬂ sre

If institution: Residence before

admission}

b, CI‘I‘?’ (1f supide :orporare hma'l, give TOWNSHIP only)

e FFEErSon{ | f'}///o.

TOWN

Length of stay in tb c. CITY

| 7 da.

o Aot buva Missonr

Inside Limits

Yes [ No d/

QF (If NOT in hospital, give locatiod)”

d. STREEY

(1f cyfsidd, give location)

Reside on Farm

c ;Uotéplﬁe ‘mi;)imi" ADDRESS
INSTIT Y N
Chac E Q111 Hospetyl o | Hy artsbyrg, Mo. Burhd# / v @ 0
3. aume OF pzlcusen Firat Middle Tast 4 DATE Manth Doy Yeor
Ype or prll‘"‘
Martin  Herman Ackman o (gnyary 23 /969
5. SEX 6. COLOR OR RACE 7. Married @ Never Married [] |8, DATE OF BIRTH | 9- AGE ﬁ" birthday} ':\UNhDER 1 YEAR IF UNDER 24 HR
- Wid d bi d - onths | Days Hours Min.
Male White faowed orced O Dch-‘l 13% b3 > )
T02. USUAL GCCUPATION (Giva kind of work dons | 105, KIND OF BUSINESS OR INDUSTRY BIRTHPLACE {City and sfate o country) | 12. CITIZEN OF WHAT COUNTRY

during st of working life, aven if retired) Fa - m ; )1 q’ Har 7-5 b M yq ' m o ) % S ’ 4 .
13a. FATHER'S NAME . 13b. MOTHER'S MAIEN NAME 14. NAME OF RUSBAND OR WIFE
Frit=, /4 e X % an Minnie ronsmever | Lillian Ack wman
15. was DE SED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NG. 17. INFORMANT Address
e3, ng, or Jhknown)| (If yes, give wyr or dates of service, ' .
e s s Ll T 49728 <9704 | Mrs Lillidgn Ackman /7/ rishure F!ﬂga
EN

PART 1.
IMMEDIATE CAUSE

Conditions, if any,
which gave rise 1o
above cause (a),
stating the under-

DEATH WAS CAUSED BY

CAUSE OF DEATH {Enter only one cause per line for {#), {b), and {c).

()

DUE TO (b)

m : 7‘ 2: : L ONSET AND DEATH

DUE TO {c) %/M jm

lying causa [lest.
z PART i1. OTHER SIGNIFICANT CONDl'I’IONS CONTRIBUTING TO DEATH but not related to the terminal PART I1l. if decessed was female was
g diseasa condition given in PART | (&) there o pregnency in last 90 days,
g |0 ves [ DN | O Unknown
E 1%, WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
& PERFORMED? 3 ] O
v YES [0 NO 3 .
- .
Z | T20c. TIME OF  Houl  Month, Day, Year
= INJURY a.m.
) . p.ML
=

20d. INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK [

20e. PLACE OF INJURY (e.g.,
farm, factory, street, office bidg., etc.)

in or about home,

20f. CiTy, TOWN, OR LOCATION

COUNTY STATE

21. ! attended the deceased fr

A
h MLA&M last sow i, alive QM
)4 1.m on the date stated sbove, and to the best of my knowledge, from the causes stated.

Death occurred at. 5{‘
[Degree or title) DRESS . DATE SIGNED
& W W 7720 . w23 o
23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county) h (State) -

1AL, CREMATION,
OVAL (Specify)

24. FLNERA] DIRECTOR

ADDRESS

EVFITM.E)_L a) Cemetert

Hartshu

ﬂa«c//f/d

25, DATE RECD. BY WOCAL REG.

33 Qucesry (960

26. RE

.

rg.. Mo -
STRAR'S SYGNATURE
k]
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{Licensed Embalmer’s St‘llemenr on Raru Side)
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STATEMENT BY I.IC-ENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

£37
Student Signed M—/g ﬁwﬂ

Signature of Student Embalmer
. Licensed Embalmer No. 3 4 Z
' o . 0. Address Po-tbtrer it

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

If embalmed by a STUDENT, he also shall sign in his OWN\handwrmng . .

If this body is not embalmed, fact should be so"stated above. : - N




