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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

EILED JAN14

Registration District No.....

MISSCURI STATE BOARD OF HEALTH

1946 STANDARD CERTIFICATE OF DEATH
. Primary Reglstration District No..a2 402

* 4126{),,

State Fils No

1. PLACE OF DEATH:
GREENE
Springfield
(If putside city or Llown limjis, writs * HUHAL and nama of township)
(¢} Name of hospital or institution:

(a) County.
(8) City or town.

2. USUAL RESIDENCE OF DECEASED;
Minnesota

(¢} City or town Kasson i

(If outaide city or town Hmity, write “RURAL")

(a) State.

O'Reilly General Hospital (@) Street No - 4
(I not in hospital or institution, writa l?l mxmber w loc-l. (If rral, give location) .
(d) Length of stay: In hospital or institutio: QQXS .. . No et
2 - 1 mo h da 3 (Spocify whether {e) Citizen of foreign country? (¥Yes or No)
In this community. JT-, *2 y -
yenrs, months or days) If yes, name country
%‘U(Iﬁ. Pl'll‘}];l'!!.: CARYL M. REHLING ' MEDICAL CERTIFICATION
R 3. (c) Social Securt 20. DATE OFf;‘ﬁ?" Moues DRCOIDOY 4y 2 3
. veteran,,. - (e urity 12 jnute X A
hour. minute * M.
name war. UORLD H’AR II No. mﬂ.K_-__..
?)1. I hereby certify that I attended ) ﬁe deceased from
Male 5. Coloror 4. (o) Single. widowed, married, November 43,9 December :9.!-15.;
4. Sex vl‘ race. 1 t0 diVOfced----§-;-‘-p—glg—-Q that  tast saw b 2 live on 9 December 19.542;
6. (¥) Name of hushand or wife......coeevcesiceene 6 {€) Age of husband or wife{f || and that death occurred on the date and hour stated above. .
: Durat
o Nne aiver . MY _years || Immediate cause of deatt Pulmonary atelectasis won
7. Birth date of deceased__iOVember 7, 1913 ljand edema ,bl}af;eral js8evere,due t? ant
{Mantb) (Day) (Yoar) sthes:. administered for operation, [12 hrs.
8. AGE: Years Months Days If less than one day 3 tf Lévlng n.of . 8cars. DV%I‘_lEfIt:...ﬂldB e
O ace ng u Ir nec I' 1Nl
U L P e
N e_[€ 8]_ Qﬁ {'_‘n'r'nq to 1 3.
9. Birtholace Dodge Minnesota / R 2‘% §Ea &f E ue g mnaf gh viound, Jaw,
(City. town, or county) {State or [orelgn country) 3 oy I‘Lg tj ¥ SAREE S, Sa _...2....3171:3 .
10. Usual occupation I-aggzer _ czmermndium T T
t1. Industry or business nown . ) - PHYSICIAN
§ 12. Name_.. Unknovm Major E”,,ff:;,ﬂmPrevmus plas tlc Surgery —
) : Underli
Y m Unknown K- 7 ‘7’ well healed.. __jthe cange to
= rthplace "3 which death
tawn, g-county) ('%uu foreign country) Conflrmatlon Of above \ \ should be
& METL ST KT (Unknowhy Of amtopey -2 2200 0% AD0VR L\ b
& { 14. Maiden name di ses charged sta-
g Unknown vi 1agno3es. tistically.
15. Birthplace PR ) — : . T
= rthp (City, tows, o commty) (Stats or foreien country) 22. If death was due to externa) caases, fill inébae{‘u_giweinxb asualt
16. (a) Informant... 1D, AGQ Form 2l (a) Accident, suicide. o7 ho ch (medfs% o3 o
ngug .
(&) Address.... £ Re..h\_\lt! Qen. Mesp. ’ (&) Date of occurrence Siciiy
17. (@) Removal 5 Date thereof. DEC s 1 19UF] @ Woere did injury oceus? {City or 1owa) {Courty) (Buae)
(Burial, cremation, or removal) {Month) (Day} {Yoar) (d) Did Injury oceur in or about home, on farm, {n industrial place in public p]ace?
(©) Prace: burtal mmmau.,mmﬂ}io {imnedota Battlefield

(k) Address............”

19. {a} =
{Data raceived tocol r-a-uu-:-]

Battle (Specity ("3" of nhm)!mfal-pefs‘o'mre‘l

St While at work? .............. Meana of Enju.ry mine

{M.D.orother) .
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, ‘
"STATEMENT BY LICENSED EMBALMER - -4,

I hereby certify that the body whose name i3 recorded on the reverse side of this certificate was'embglmed by me, or BY .ot
............................................ o " , Registered Apprentlce No i -
working under my personal supervision.” - / ’

: A s /E?/é
. Licensed Embalmgs Np. .
E T . Pb.Address ..................................

Note: The above MUST BE SIGNED P;Y THE LICENSED EMBALMER in his OWN HANDWRIT
the above constitutes grounds for revocation of license.) . : .

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



