ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

AMENDED

IDATE AMENDED

AILINWAYILINT o WY TG ALVRLEY ARLD Au TWLLU YYD
INSTEAD OF

SHOQULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

C:é E-;'-KbofF (Q'ch

~-61-016442

. 7 7 STATE FILE NUMBER
JPrimary Regisiration District No. .é__(__‘:-_g.'_._kegisfrar‘l No. --_-___i_-______
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where doceassd lived. If institution: Residence before
a. COUNTY a. STATE b. COUNTY —— admission)
enlon Ma Benion
b. CIFY {If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits
owNge ). : TOWN fA) : L N
| 37 }cg Witlim y| Yer B No D
<. FULL NAME JF {If NOT in hospiral, give location) Insicd® Limits d. STREET {If cutside, give location) Reside on Farm
et Ca, o g 3 Cole Crma |Temn
>~ 53 Cole Lidmp =7 3 Cole CAMp [™R™D
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Yeor
(Type or print) S DEAFTH ‘
aller Jeaﬁr!e._d. Keanx - /1 /56y
5. SEX 6. COLOR OR RACE 7. Marriad Never Married [J [8. DATE OF BIRTH | % AGE (last birthdayf [ IF UNDER 1 YEAR | IF UNDER 24 HR
. Widowed J Divarced (] Months | Days Hours Min.
Mple Wh, te 1-22-108 Y
10a. USUAL OCCUPATION {Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during most of werkinq_Be, even if retired)

138, FATHEF'S NAME

lLd_Q {ph Kf‘ aAnz @Tfa'lh'

MEDICAL CERTIFICATION

15. WaS DE€EASED EVER IN U.5. ARMAD FORCES? 16. SQCIAL SECURITY NO.

{Yes, no, or unknown) I (If yes, give war or dates of service)

13b. MOTHER'S MAIDEN NAMI

5. A.

ll NAME OF HUSBAND OR WIFE

| Helen Kranz

Address

Cole Camp Me.

17.  INFORMANT

Hejen K rAanz

. CAUSE OFPDEATH {Enter only one cause per line for {a), (b), and {¢}.

ART 1. DEATH WAS CAUSED BY:
Medvflar 7

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
CONSET AND DEATH

/2 ) / ).g._rx'_r Vil

7
C’r‘rcu/a;(ory Fa ore

Hes

Conditions, if any, DUE 7O {b)
wbl-::h pave riu(f;a V4 /
above cause (a), N ™ ’
stating the under- V A‘ LW ;l F 4] /a 71/'& ”0 s,
Ilying causs last. DUE TO {¢) i .4 ' ‘// 6 “ /
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related te the terminal PART 111, If decessed was {female was
dizeass condition given in PART 1 (a) there o pregnancy in last 90 days.
IDYe:l O Ne I {0 Unknown
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? a 9]
YESOO NOJ
20c. TIME OF Hour Month, Day, Year
INJURY am.
p.m.

20e. PLACE OF INJURY (e.g., in or sbout home,

INJURY OCCURRED
farm, factory, stroet, office bldg., etc.)

20d.
WHILE AT WORK [J

NOT WHILE AT WORK [

20f. CITY, TOWN, OR LOCATION COUNTY STATE

2,1 ded the di d from

TR 777%

and last saw =him alive on.

Hus. /9 6o
Death occurred &t 2?/’? 5_

m on the date stated sbove, and to the best of my knowledge, from the causes stated.

23a. BURIAL, CREMATION,
REMOVAL (Specify}

23b. 05T /

22s. S{GNATURE {Degree or title} 22h. ADDRESS 22c. DATE SIGNED
éﬁm W E-13-67
23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county} (Stne)

Ru3z Cole C’nm

/ N-¥i
24, FUNERAL DIRECTOR

mp My,

{ arv. /g Cemﬁrv
ADORESS 25. DATE RECD. BY LOCAL REG.

May /3 1961

26. §GIST%§JSIGNAW

(Ln:lud Embalmer’s SnraL-m on'Reverse Side)
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1 hereby ceriify that the body whose name is recorded on the reverse side of this certlflcate was embalmed by me,

or by Student Embalmer No.____

STATEMENT. BY LICENSED EMBALMER _

working under my personal supervision.

Student Signed g% M
)

Signature of Student Embalmer

" - Licensed Embalmer No. 7 3 o
P. O. Address ed"& @Mf‘ 2

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 license). N
t 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. .




