MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 52~ ‘
DEPARTMENT oF Pu BL'_: . EA_LTH:“::: :ow.fz ..... ~waLrimary Registration District No, Jg_{_@_,,kmuhu ‘s No. _-ﬁ--é,____.. STATE FILE NUMBER

DO NOT WRITE
ON THIS $TUB AMENDED
1. PLACE OF DEATH e 2. USUAL RESIDENCE (Where deceased lived. 1f instifution: Residence before
VS 300 a a. COUNTY a. STATE b. COUN edmission)
Rew 4750 | |2 Montgomery Mo HMontgomery

ev. 4/ = b. %TRY {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. %Er hd v Inside Limits

jiv]
TOWN TOWN » Y N

: z Rhineland =0 N0

¢. FULL NAME OF (If NOT in hospital, give l&aﬂon) inside Limits d. STREET (i cutside, give location) Resicte on Farm
-—L')—M E HOSPITAL OR ADDRESS
2 A o < INSTITUTION Yes [J No[J Yes ] Ne O
A T |
3 3. NAME OF DECEASED First Middle Last 4, DATE Meonth Day Year
{Type or print} . OF
- walter Ben Lauer DEATH April-15-1062
i 5. SEX 6. COLOR OR RACE 7. Morried [JX Never Married [ [8. DATE OF BIRTH | 9- AGE (last birthday) |IF UN':JER 1 YEAR | IF UNDER 24 HR
Widowed [ Divorced [] | Months | Days | Hours | Min.
5 7 Mite 12-17-1%0 56
10a. USUAL OCCUPATION (Give kind of work done [ 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIR:I'HPI.ACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
6 w) dun'n% most of working life, even if retired)
| arming Americus, Mo us
7 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND OR WIFE
— 2 5

8 g John Laue | Rosa lauer
Q o 15. WAaAS DECEASED EVER IN U.S. ARMED FORCES? Address

< [Yes, no, or unknawn) | (If yes_give war or dates of serv

9 w [+]

-—-—w—l-g =N B 18, CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWEEN
10 l.tZ-' PART |. DEATH WAS CAUSED BY: QNSET D DEATH
e s g IMMEDIATE CAUSE (a)
11 [} ) .
U0 L4
] Q .
& S =] Conditions, if any, DUE 7O (b} _° M;# £eToars I3 : ‘ v 0
]220 - 4! - which gave rise to
@ |n above cause (a) ’
v Z stating th nder: A‘ ,
]34 -"Q "'- bying cauemu last. DUE TO (¢} ‘Rlcsc ‘ ‘R. " .?
% = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal PART IIl. f deceased was female was
g disease condition given in PART | (a) thera a pregnancy in last 90 days.
%]
E g ||:]Yesl O No | [ Voknown
g E 19, ghé.;?o,;lﬂf%I;SY 20a. ACCBENT SUI%DE HOME]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.}
a v]
E ht YES[] NODTD
r A & | ™20 TIME OF  Hour  Month, Day, Year
4 a INJURY a.m.

x g S P,

Z o0 20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or about hame, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK [J farm, factory, street, office bldg., etc.)

5 N NOT WHILE AT WORK [}

8E | 2 m

5 o g é 21, | attended the daceased fro m#—‘—‘-.s-——‘l—-und last saw b Powalive o d

: g a Death occurrgdnm 4D_£Lp_m on the date stated above, and to the best of my knowledge, from the causes stated.

g N 8 S 225. SIGNATURE {Degres gr tige) 22b. AQDRESS 22c. DATE SIGNED
&2 S A Ap hsrear <z
2B ||k A sREARE Mo, Kr7.¢2

: 2l == memmvl'h REN A fI‘I?N' 235, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATIGN (City, town, or county) [State)
o a REMO i
z u 1 4 18 19482 Montgomery City Cemeteary Ma
= 4 24. FUN L DIRECTOR - ADDRESS <1 25. DATE RECD. BY LOCAL REG.
ri] >
-
= ©] D B Baker New Florence,Mo Y-17-19¢ 7 ,

(Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT. BY LICENSED EMBALMER

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

or by Student Embalmer No,_____

warking vnder my personal supervision. 7 6@%
Student. Slgned /

Signature of Student Embalmer

. Licensed Embalmer No.___ 3375

P. Q. Address__New Florence,Mo

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply
* with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated atzove -

.




