ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

E"‘ED VS Fagﬁahon@h]raﬁl ___é_é,l___}rlmuy Registration District No. .l’l_.-i_/_----keg[nraru No. ___\.__-5_:____-__

STATE FILE NUMBER

TDATE AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceassed lived. if institution: Residence before
a. COUNTY a. STATE b, COU admission)
Montgomery Mo "Montgomery
b. CITY {If outside corporate imits, givé VOWNSHIP only) tength of stay in 1b . CITY Inside Limits
ownFeac oW
T hin TOWN New Florence,Mo Y 0 No D
c. FULL NAME OF (¥ NOT in hospital, give location) Inside Limits d. STREET {If cutside, give Raside on Farm
HOSPITAL OR ADDRESS
INSTITUTION Joneshbu rg Nu reing Home Yes [} No Yoo O Noe O
3. NAME OF DECEASED First Middle Last 4. DATE Month Year
(Type or print) OF
Otto Christian Bernat DEATH  Jan-25-1961
5. SEX 6. 'COLOR OR RACE 7. Married [X Neover Married [ 8. DATE OF BIRTH | 9 AGE (last birthday) | IF UNDER ) YEAR | IF UNDER 24 HR
Widowed [ Divorced [J * Hours ] Min.
White 11.2 0 51
10a. USUAL OCCUPATION (Give kind of work done KIN F BUSINESS OR INDUSTRY| 1. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most wnrsng life, even if retired} 661‘100
rman m er High Hill Mo

13a. FATHER'S NAME

John

15, WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, no,ﬂr unknown) , {If yes, give war or cdates of sorvice)
[+]

13b, MOTHER'S MAIDEN NAME

lruma Bernat

4. NAME OF HUSBAND OR WIFE

17.

16, SOCIAL SECURITY NO!

L4os_14- 8854

INFORMANT

INSTEAD OF
DOCUMENT

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

Mra Irma Bernat New Florencs Mﬂ
INTERVAL BETWEEN

INJURY

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and (c).
PART |. DEATH WAS CAUSED BY: NSET AND DEATH
: wweoitz cavse @ _Reoccurring Glioblastoma months
Conditions, if any, DUE TO (b) Glioblastoma~Brain 2 é VYrs.
which gave rise to '
above cause (a), !
stating the under- !
lying couse last, DUE TO (c) - E
PART 1. OTHER SIGNIFlCANT CONDI'IIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART tHI. If decaased wasx fernale
dissase condition given in PART | {a) thera » pregnancy [n last 90 dayl i
Deabilitation due to above [OYe | ONo | O unkoown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED. (Enter nature of wnjury in PART | or PART Il of item 18.}
PERFORMED? ] a @]
YES[] NO®
20c. TIME OF Hour Month, Day, Year

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

farm, factory, street, office bldg., ete.)

20e. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION

STATE

Daath occurred u!7-

21. | attended the deceased frOnquh_h_,_lg_ﬁB—-. th.an_._.zé_,_lg.él_.nd last saw hlm alive on_l-[a.n‘._zj_,__lg_é.]*

m on the date stated above, and 1o the best of my knowledge, from the cavses stated.

23a. BURI

REMOVN. ISpﬂ:lfy)

/' {Degreaa or title) 22b. ADDRESS

22¢. DATE SI(‘y\IEDt

/~-27- 6/

1
74. FUNERAL DIRECTOR

D B Baker New Florenc e, Mo

T 7 - ADDRESS 25. DATER

(%1 27/ 96/

. BY LOCAL REG.

2 . New Florence, Mo.
. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, or county)

[S1ate)

{Licensed Emb#cr’ Staternent on Reverse Sida)

'S SI‘GNATURE i:




1961 0 T 834

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recqrdpd on the reverse side of this certificate was embalmed by me,

or by E Stedent Embalmer No.____

T

working under my personal supervision. (7 /(3 [C/gd/éytj
Student S1gned

Signature of Student Embalmer

- - x . -

' . . . . o« Licensed Embalmer No. 3575

P. O. Address__ N

L4 ) - e -
L3
t .

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

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng - - o
. : -~ If th1s body |s not embalmed fact should be so stated above.
= . oy T PO

, o N




