MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH HB63-024925

-1
| _ PARTMENT OF Puar..q: :-l'm:t..'l;: f": wm.r.ml{_za’d Cecitration Drskir N gm i _& a STATE FILE NUMBER
DO NOT VIII'I"E NDED egistration District No. - mary Registration District No. Z3% - . _Registrar’s No, ... i, A

ON THIS STU r-\ TITR Y, V2N - .
oY Y 1J0J 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
VS 300 8. COUNTY a. STATE b COUNTY admission]
ette !

Rev. 4/59 Missourl ™™ Carroll

b. CITY (If cutside corporate fimits, give TOWNSHIP only) tength of stay in 1b < CiTY Inside Limits

OR
TOWN TOWN
]Ha IﬂI!] y Nﬂﬂﬂ Yes O No [
ide Limni d. STREET i i i i

c. FULI. NAME OF {If NOT in hospital, glve location} Inside Limits I¥ cutside, give locatic Resid F
OSPITAL OR : ADDRESS ‘ s K ‘o8 o0 Tarm

INSTrUTioN Kelling's Clinic [ Yenf] No D3 Carrollton Township Yee O No O

3. NAME OF DECEASED First Middie . Last 4. DATE Month - Day Year

(Type or print) . R OF )
George P. Germann - DA )y ky 963
5. SEX 4. COLOR OR RACE 7. Married [1 Never Married [1 |8. DATE OF BIRTH | 9- AGE {lest birthday} | IF UNDER 1 YEAR (F UNDER 24 HR
Widowed, [t Diverced [1 | Buafl=B85 78 Months | Days I Houui Min.

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

during most of working lifs, even if retirsd)
._Rm;} ’ I I I : alani: [] Q_ A
MAIDEN NAME' 4. NAME QF RUSBAND OR WIFE

: _hena K ELidman
W > ARMED FORCE 14 cArATCer1ioITY NO, | 17. INFORMANT | Address
(Yea, no, or unlmawn)l (lf yes, give war or dates
) 246 Walter Germann Carrolltaon, Mo

18. CAUSE OF DEATH {Enter only one caute per line for (a), (b), and (ckL o ) INTERVAL BETWEEN
PART DEATH WAS CAUSED ONSET AND DEATH

IMMEDIATE CAUSE (a} -renal.digease 2

Conditions, it any,]  DUETO [y ATrLeriosclerosis generalized ?

which gave rise fo N
above cause [a),- 2
stating the under- . :
lying cause last.- DUE TO (c) ~

PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but rot related to the terminal PART 111, tf decessed wes famale wm
disease condition given in PART | {a} there a pregnancy in last 90 day:

. IDYesIDNoIDUnkn
9. WEAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20D, DESCRIBE HOW INJURY OCCURRED. (Enfer mature of Injury in PART 1'ar FART 11 of item 18.)
ERF _

DATE AMENDED
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o

[« Y |
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Yo X
10
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DOCUMENT

[INSTEAD OF

o

s
i

(o]

MED?
YEs O NO OO

20¢. TIME OF ., Hout - Month, Day, Year I

INJURY - .am:
pm,

20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK farm, factory, street, office bidg., etc: =
NOT WHILE AT WORK [J

_21. | attended the deceased frdm___§=%3__.—, lo.____?l"lﬁs—and last saw m-live on 7-1-63

Death occurred at 5 105 A.m on the date stated above, and to the best of my knowledéa, from the causes stated.

22 TURE (Degres s . 22b. ADDRESS 22¢c: DATE SIGNE]
&b MQM m ! Waverly, Missouri T=2-63
23a. BURIAL, CREMATI%M, 23b. JFATE 6 23c. N'AME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county} (State)

REMOVAL (Specify
8-5-1963

Burial ,
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Marshall I‘-‘\iﬁei'a]: Home Carrollton. 7-92.46%

Licensed Embalmer’'s Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

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

or by . Student Embalmer No.

working under my personal supervision

Student Si gnedM—M‘ :

Signature of Student Embaimer

— -

Licensed Embalmer No._2. % 2.3 °

. 0. Address (G a8 6/ Fite.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in- his OWN HANDWRITING {Failure 1o comply
with the abave ‘constitutes grounds for revocation of license). e \ QL o

* If embalmed by a STUDENT, he also shall sign in his OWN handwrlflng

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




