AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ARTMENT OF PUBLIC HEALTH AND
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&3‘ ,,g_______.anary Registration District No. 14.3% 4.,.__Regllmr s No. é..g-_ ———————

=009872

STATE FILE NUMBER

AMENDED
1. PLA 2. USUAL RESIDENCE (Where deceasad lived. If institution: Rasidence before
8 . COUNTY m on T'G O » C 2 a. STATE ma b. COUNTY s(—‘ trodtdmiuion)
% b. COH"‘Y {If outsida corporate limits, give TOWNSHIF only) Length of stay in 1b CIIY Inside Limins
5 TOWN /)’)c Eirresex S mMo. TOWN (@aqe‘rc ,WP) Ya [l No J
< c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (If cytside, give location} Roside on Farm
H HOSPITAL OR ADDRESS /
< INSTITUTION e { N0 || o’ S W of ERm Anrq/ |Yasf NoD
. gAME OF DECEASED - First Middle Last 4, DékgE Month Day Your
ype or print)
fred Wit lrnm QT'AE DEATH ve L /- 196/
5, SEX &, COLOR OR RACE 7. Married [ Never Married O D. BIRTH | 9 AGE {last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
”10 : — w” Widowed ﬂ Divorced [ /7 I7‘r 8 6 Months Days Hours Min.
08, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY pblﬂTHPI.ACE (City and state or country) | 12. CITIZEN OF WHAT CQUNTRY
[ durin st of worgeg Life if reti
g J@mw iy W . *[Olds GrsAsve (716 V.35
9 132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-
2 Conpad. OThs lenveieT7?  WWiims Chrisrimve UAe
w 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 7 o INFORMANT Addpess
L4 {Yes, no, op unknown)] (If yes, give war ar dates of service}
5 Ao | o Nowe oy VThe RFY v 177 0
o = 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and (£). ¥ ’ INTERVAL BETWEEN
< z PART ). DEATH WAS CAUSED BY: ONSET AND DEATH
w .
2 o g mmepiate cavse () Carcinoma of the nancress 6 mo.
3la 8
W< i .
o luj o Conditions, if any, DLE TO (b)
o 'a which gave rise to
5 |Z above cause {s),
I < stating the under-
- lying cause laat. DUE TO {c}
CZ) z PART It. OQOTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART 1. If deceased was femsle was
g disease condition given in PART 1 (a) there a8 pregnancy in last 90 days,
i <
= S Generalized arteriosclerosis [ O ves | ONo [ O unknown
=3 = 19. WAS AUTOPSY 20s. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PARTY | or PART 1l of item 18.)
= x PERFORMED? [m] =] O
g U YES O NOXJ
5 Z| 20 TIME OF  HouF  Menth, Day, Year
"] a INJURY a.m.
I.Ii.l p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, JOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK O
(]
é 21. | attended the deceased from. 0-14-53 m_é:l'_a.l__und last saw ::,';1 alive on__ 4-1 -61
fa) Desth occurred at. + 0 PM m on the date stated above, and to the best of my knowledge, from the causes stated.
-
3 & 2Za. SIGNAT) o (Dogrce or title] 22b. ADDRESS 22c. DATE SIGNED
5 = /- ;‘M,Ma/ Hermann, Mo. #-3-61
3 23a, BURIAL, CREMATION, | 23b. DAT 23c. NAME OF CEMETERY OR CREMATORY 23d. L ION (City, town, or county) {State)
N e REMOVAL {Sp.cify) v,
g S ek “(4]1961 an's LEMETERY Rs5AIY &,
= < 24 FUNERAL DIRECT: T ADH 25, DAIE RECV BY LOCAL REG. | 6. REGISTRAR'S SIGNATURE
o > L
= @ A/ﬂu'nc Znc. /Z;J,emlw/ l,l...- 17 é 7)7/&4' WM
bl L4 L4

(Licensed Embalmer’s Statement on Reverse Side}

1




STATEMENT BY LICENSED EMBALMER

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

or by ~Student Embalmer No.

working under my personal supervision. g : {_@““V .
Student Signed (d \ J

Signature of Student Embalmer
Q’ nsed Embalmer)a. ‘3 /6 hd
P. 0. Addresw

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.




