OURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =61=022086

STATE FILE NUMBER

Regiatration District No. _____ é_ e fee e ___Primary Registration District Noﬁ__d_g_ ...... Registrar’s No. -______/___________

AMENDED gum aa
L il I'_ll ‘ll’.‘lR' .
1. PLACE OF DEATH 2, USUAL -RESIDENCE {Where decessed livgd. If institution: Residence before
a. COUNTY P . STATE b. COUNTY asdmissi
=7 s " Me. en Ton _ mne
% b. Cé'l: (If outtide corporaste limits, give TOWRNSHIP only) Length of stay in 1b || «. ClTY Inside Limits
= w Fedn /i 18 C-o le Cnm p Yo O Mo OO
< c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET (If cutiide] give location) Reside on Farm
Tl&.?[l:.lrtﬁrl.oo B v ﬂ N ADDRESS Y
g UTION o-’hwe” Hogp”‘”, £ o [ es [ No [N
3 3. (P_fAME OF DE)CEASED First Middle Last R 4, DéhFTE Month Day Yaar
ypae or print; .
DEATH
Lowrs A-IMDS BD_ / . Jely { [ 9¢;
5. SEX 6. COLOR OR RACE 7. Merried [ Naver Maried [} |8. DATE @F BIRTH 9. AGE (last bisthday) AF UNhDEk 1 YEAR IF UNDER 24 HR
Widowed [ Divorced [ Months | Days Hours I Min,
le Wh, te 12-76-18 93 bf
10s. USUAL OCCUPATION (Give lund of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
during most of werking life, even if retired) —_—
Farihurs] My Cukecreed Mo U.S. 4.
13s, FATHER'S NAME - 13b. MOTHER'S MASDEN NAME 4. NAME OF HUSBAND OR WIFE
Henry Bohling Katherine Meyer Selma CwuTlen
15. WAS DECE’SED EVER IN U.5. ARMER FORCES? 14, SOCIAL SECURITY NO. INFORMANT Address
(Yes, no, or unknown)| (If yes, give war gr dates of service) B
ges ™| S WY Mre, SelmeDohling-CTole
= 1d. CAUSE OF DEATH (Enter only ane cause per line for {a}, (b}, and {c). ’ INTERVAL B EE|
E PART 1. DEATH WAS CAUSED BY: @ MQ’(MAW ONSET AND DEATH
o z IMMEDIATE CAUSE (a) WL{ 1 Oure,
o o] k
5 [a] Conditions, if any, DUE TO ()
5 which gave rise 10
z above cause (a),
stating the under-
Iying  cavse last. DUE TO {c}
= PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IlI. If deceasad was female was
:_3 dizease condition givag in PART I {a} there & pregnancy in last 90 days.. |
§ € , ‘? - fo) Mi\ﬂ&&_ ' IC] Yes O N- I O Unknown'
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {(Enter nature of infury in PART | or PART Il of item 18.)
[ PERFORMED? 0 ] (]
v YES{] NO[J
-
I | T20c. TIME OF _ Hout  Month, Day, Vear
a INJURY am. .
. ; p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about homa, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factary, street, office bldg., etc.)
NOT WHILE AT WORX (J
o . .
é 21. | attended the deceased from EQ ~{ '9"‘ | to 1~ {~ COI and last saw :Ee;..”“ on_ 1 — f-@f
[aY Death occurred at ?-‘ w a- " M m on the date stated sbove, and to the best of my knowledge, from the causes stated.
= V) A
3 o SEONATURE res or fifle) )nb. APERESS 7 M 2. DATE SIGNED
SR | e, )™ So ol 7-loG|
z Za. BURIAL, CREMATION, | 23b. DATE ﬂctﬁl E OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
o o REMQVAL (Specify)
4 f1 o tal 7-3-1961 Holy Cro Benton County Mo
=z <y 4 FUNERAL DIRECTQR  * ADDRESS ATE I?D BY I.OCAL REG. | 2o R'S SIGNATURE
i >
-
- =] E.L. Eacﬁl\ojﬁ Qole (.F\su‘;‘_\ Mo G/

(l.i:agud Em’_l::_n‘l_r:l_er s Statement on Reverse Side)

e T




AUG 9 1961 Sa

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.
Student Signed g % 8\ W

Signature of Student Embalmer

Licensed Embalmer No ? 3 o
P. O. Address @0"& Q"""‘F/

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 shail sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
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