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Registration District No. _ e __

DOCUMENT

.BY AFFIDAVIT OF

31_8 —-.Primary Registration District Na]- OQ o —-_Registrar's No. __

9616

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decedsed lived. If institution: Residence before
a. COUNTY a. STATE Missouri. COUNTY admission)
b. CH"!Y {If outside corporate limits, give TOWNSHIP only) Length of stay in ib <. CO!TY Inside Ll;-r-;ifs
R
TOWN st. louis TOWN St. Louis Yes Bl No O
c. :l%éP?TiTEOgF {If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
AD
wmstution  De Paul Hospe. Yed NoOI B0 4 Keokuk Yes O Nod)
3, (P[‘AME OF DE]CEASED First Middle Last 4, DOA;E Month Year
YRe or print -
MATHIAS LEHN DEATH 10—9-1960
5. SEX 6. COLOR OR RACE 7. Married I Never Marrled O Io. DATE OF BIRTH | 9 AGE (last birthday) [IF UNDER | YEAR | IF UNDER 24 HR
Male ‘&li%e Widowed [0 Divorced (1 ) _9_18 83 7? Months | Days | Hours Min,

10a. USUAL OCCUPATION

Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY| 11.

BIRTHPLACE {City and state or country}

Iﬁ’éilZEN OF WHAT COUNTRY

duringi g dty ldpking life, even if retired) Barber Hungary
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
Michael Lehn Barbara Salm CarolineKelsten
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. 17. INFORMANT Address
(Ve gy or unknowe) | G ves ofgyeer or dutes of ey | 1499 30-8916D | Caroline Lehn 28494 Keokuk

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cauze per line for'(a), {b), and [c).

DEATH WAS CAUSED
IMMEDIATE CAUSE (a)

PART I,

_@MMV;/( //gcﬁz/ﬂ P /g.d_..r/,f

INTERVAL BETWEEN
QNSET AND DEAT

ey BELAPD

22,

ar ety lrfir-
=

WHILE AT WORX, []
NOT WHILE AT WORK [}

farm, factory, streat, office bidg., etc.)

. =

Caonditions, if any, DUE TO (b)
wbrg:h gave rlse( i)o
al e cause (a),
stating the under- 93 / 7\ H
lying cause last. DUE TO {¢)
PART 1l. OTHER S!GNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to PART 1. If decessed was female was
/’] disease condition given in P/!T () W there a pregnancy in last 90 days.
” 7 —=
’ ] K . O Yes g ]) [J Unknown
~19. WAS AUTOPS M. Al CBENT SUICIDE. A 20b. DESCRIBE HOW INJURY . njury in PART | or PART 1] of item 18.)
PERF:
YES
20c. TIME OF  Hour  Month, Day, Year, v i
INJURY a.m,
p.m.
20d. INJURY OCCURRED 20el, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

.

2|./ I attehided the deceased fromc) : .
( Desthf occurred 2 m

1

. ~A
’ —_ 7
-WM‘! lost saw h'i“m alive DM

Y on [Ihc date stated above, and to the bes! of my knuw!odga, from the causas stated.

S/ ‘,\j@x//%/%/

22c. DATE SIGNEQ_‘

[o0-3-¢

F Bk

2%&%&\”? (Ccl&‘?ﬂwncor col

{State) s

”

VUNERWIﬁGB ER M U EH:L:E?RESS

0rT 9
o O

25, DATE RECD. BY L{OCAL REG.

%JS/M /1.0.

1819 S. GRAND ..

Licensed Embaimer‘s Ststem

1950
idsl

2R




STATEMENT BY LICENSED EMBALMER

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

or by

working under my personal supervision.

Student <S'igr‘1ed )
Signature of Student Embalmer /

y /7
Licensed Embalmer, No. gé
A ravy b,
b, 0. Addrel®” (XZ e

. . Nofe: . The above MUST BE SIGNED BY-THE LICENSED EMBALMER in-his OWN HANDWRITING. (Failure to cg
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.




