IISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

-61-014463

A é &%’2 é?’ STATE FILE NUMBER
Registration District No NN Primary Regmnhon District Ne. et fiy - Registrar’s No. _____ —————
AMENDED
FHED MAY 3o
1. PLACE OF DEATH =1t | 2. USUAL RESIDENCE (Whera deceased lived. |f institution: Residence before
a. COUNTY a. STATE COUNTY dmission)
“o" Madi 20N I.qissouri I"iadiﬁon admission
% b. CO”;{ {If outside corporate limits, give TOWNSHIP only) Langth of stay in 1b c. CCI,LY Inside Limits
]
2 OWN _ Fredericktown 4 Days ToWN Fredericktown Yead NoI®
€. FULL NAME OF (1f NOT in hospital, give location) Inside Limirs d. STREET {If cutside, give lacstion) Reside on Farm
& HOSPITAL OR m ADDRESS
< T Madison Co, Memorial Hojgp& MO P.0.Box 414 Yes O No O
3. NAME OFf DECEASED First Middle Last 4. DATE Month Day Year
{Type o print} oF
RUSSEL WILBUR BOLLINGER PEAH April 1961
5. SEX 6. COLOR OR RACE 7. Married X Never Married [ [8. DATE OF BIRTH | 9. AGE [last birthday) { IF UNHDER ) YEAR IF UNDER 24 HR
Widowed [ Divorced J Moqtl IT Days Hours Min.
Male White ; 8-20-1908 52 3)
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} [ 12, CITIZEN OF WHAT COUNTRY
a di ing mast of working lifs, even if retired)
. Méiritenance Man National Lead CoJ Advance, Mo. U. S. A.
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Lavwreonce &ll;g%er Iva Adkins Goldie Bollinger
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Address
(Yes, no_gr unknown) [ (If yes, give war or dates of service)
N | Goldie Bollinger, Fredericktown, M
= 1B. CAUSE OF DEATH (Enter only ene cause par line for (a), {b), and (c}. INTERVAL BETWEEN
I.‘.Z" PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH
5 g IMMEDIATE CAUSE (s) Acm@ Congestive Fallure 2 Bays
o 3
g a Conditions, if any, DUE TO (b) Acute Virus Pneumonia 1 Week
Lt which gave rise to
£ aboye c;uu d(a),l
= tating tl re
;y?nglg cnuesnunl:st. DUE TO {c) caI‘C 1n0ma Of Both LUIJ.RS l Yeal"
z PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1il. If deceased was female was
g disease condition given in PART I (a} there a pregnency in last 90 days.
§ }El Yes I ] Ne I O Unkrnown
E 19, WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
& PERFORMED?, O [m] [w]
z w) YEsS() NOES
< | < TIMEGF  Houl  Monih, Day, Year |
s z INIURY  a.m,
¥ P,
20d. INJURY OCCURRED 20e¢. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, QR LOCATION COUNTY STATE
WHILE AT WORK ] farm, factory, street, office bldg., etc.}
NOT WHILE AT WORK (J
o - -
' é ’ 21, | attended the deceased frumJnnLl-g—é—o——- '°-Ap—‘1—'1—“—126~l—r and last saw ?m‘"“ oen. 4-27-61
fa] l Death occiurred at. 11 =Or5 Qs m on the date stated above, and to the best »f my knowledge, from the causes stated.
—
8 5 22a. SLGNATURE {Degree or title) 22b. ADDRESS 22¢. DATE SIGNED
I -
“ & d:?@ .4, Frederlcktown, Mo. 4-.28-61
z T35, BURIAL, CREMATION, [ Z3gJDATE 75 NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cily, town, or county} (State)
d 9 REMOVAL {Specify)}
z £{_Burial 4-230-1961 | Marcus Memorlal Park Frederickt,o _Ho
= << 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY tOCAL REG. ISTRAR'S SIGNA
wr b -
= 2| _Sam Najim Jr, Fredericktown, Ma, & -27r7C/ U A A

e {Licensed Embalmer's Statemsent on Reverse Side)




o 'h.'.“" N
* -.

or by

STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No.

working under my personal supervision.

Student

SigneM é‘ %—/?\/

Signature of Student Embalmer

Licensed Embalmer No. 4026

- = : P. 0. AddressFredericktown, Mo .

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 handwrmng . o
If this body is not embalmed, fact should be so stated above.






