SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

AMENDED

-61-024576

STATE FILE NUMBER

Registration Dlsmct Nu -_.g.&--__-_-__-.?rlmary Registration District No. .é::.g.g_ _ ——Registrar's No. lé_/.--________
FHEDAUG—T7

!JDI

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutien: Retidence before
fa a. COUNTY a. STATE b, COUNTY admission)
2 Cooper Missouri Cooper
% b, CCI:'TY {If cutside corporate limits, give TOWNSHIP only) , Length of stay in 1b . COIIRY Inside Limits
™) . .
3 whural, Boonville Twsp. [13 Months TowN Boonville Yes [ No O
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give locaticn) Reside on Farm
& HOSPITAL O . ADDRESS o A
g INSTITUTIO nghway 70 Yes O NN 318 E. Spring St. Yes O NoX]
3. NAME OF DECEASED First Middle Lest 4. DATE Menth Day Year
(Type ar priny) DS:TH
John Patrick Klestinske y 29 1961,
5. SEX 6, COLOR OR RACE 7. Manie?% Never Merried [0 (8. DATE OF BIRTH | 9 AGE (last birthday) | IF UNhDER 1DVEAR :_fUNDER 24 HR
N Widowe! Divorced (] Months ays ours Min.
ale White May 28 21808 %1
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11Y BIRTHPI.!CE {City and state of country) | 12. CITIZEN OF WHAT COUNTIRY
duri st of wprki hfe even if retired) o . .
SHee” Woroe Shoe Factory, Steven Point, Wis. USA
' 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Frank Klestinske Not known, LaVerne Klestinsgke
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Address
{Yes, ng, q‘rNLBknown)I (If yes, giv:-v:::r-dates of service) MI'S . Joyce D.u_ncan , COlumbla , IVIO R
= 18. CAUSE OF DEATH {Enter only one cause per line for (o), { nd {c}. INTERVAL BETWEE
uz_, PART |. DEATH WAS CAUSED BY: - ONM
! 8 g IMMEDIATE CAUSE (a) i &"e’ a&‘“m
wi & ] C?’nd}i‘rions, if any, DUE TO (b}
s which géve rise to
"Zn abave cawse fa), \j
= stating the under-
lying cause last, DUE TO {c)
F4 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bul not related to the terminal PART i1 1f decoased was femala was
g disease condition given in PART | (a) there a pregnancy in fast 90 days.
§ - IC] Yes O Ne l O Unknown
& 19. WAS AUTOPSY }(ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter mature of injury in PART I or PART Il of item 18.)
w PERFORMED? O a ju]
v YES [ NO
Z| 20 TIME OF  Houl  Month, Day, Vear |
a INJURY a.m.
.g p-m.
"l 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (O farm, facrory, street, office bidg., efc.)
- NOT WHILE ATWORK J - ] — 7
al®
e her .
wi 21. | sttended the deceased fro . St saw i, slive on
a ﬂ-p/s /J 2 27
[a] Death oc¢curred at. dah stated sbove, and to th t of my knowledge, from 1he/aus¢; stated.
-}
8 o} a, T (Degree or mla) 22b. ADDRESS 2Zc. D
- ¥,
5 - S 49 D)/r/)uq/ /a/ /
z 23a. BURIAL, CREMATION, | 21b. BATE 23: NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county) (E1ate)
y 0 REMOVAL {Specify) .
9 T Burial Aug 41, Park View Cemeterv, Farmington, Mo,
= o 24, FUNERAL DIRECIOR 4 E RECD B‘l’ LOCAL REG. 26. REGIST R'S ATURE
& > Goodman Boller, Boonv1lle , Mo.

{Licensed Embolmer’( Sutemem on Reverse Side}




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

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY

Signed M

Licensed Embalmer No.453G

P. O. AddressBOOHVille ] Mo.

THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to compl

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.

[ ] 3 o -





