FIED JUL g 1949 THE DIVISION OF HEALTH OF MISSOURI . - 18 996

10.48 Dr. Enloe STANDARD CERTIFICATE OF DEATH State File No...
?_ 4 BIRTH WO. REG. DIST. NO. EE PRIMARY REG. DIST. no5é Q y_ Registras's No /b¢
D) 1. PLACE OF DEATH - [[2 USUAL RESIDENCE (Whare d d lived. If ineti id before
8. COUNTY a. STATE b, COUNTY ad.nistion).
v Cole - - Missouri Cole 5 A
b. CITY (I outside corputate limits, writs RURAL and give c. LENGTH OF ¢. CITY (It cutside vorporate limits, write RURAL azd give towzahip) f
township) | STAYKin thin place) . 2
a TOW Rupal--Osage Twnshp) TOWN. . Rural--Osage Twnshp i
~ d. FULL NAME OF (1f not in hoapital or institution, give ll.root addrees or loeation) d. STREET (If rarsl, give loeation) I,
Q HOSPITAL QR ADDRESS
2 INSTITUTION R, R, #4 Jefferson Cyty,lMo R.R.#4, Jeffapsoni®lty, Mo
o 3DNEAC’EESOE'E a. (First) | - N b. (Middle) - B: {Last) 4. DgTE {Month) (Dey) (Yesr)
H (Typeor Print) 71114 @ - __Ann Propst DEATH  June=30-1949
é 5. SEX / 6, COLOR CR RACE | 7. MIADF:)%EB rslsgggcl\ésﬂmﬁn 8. DATE OF BIRTH 9. AGE (In years o o | YEAR | F UNDER 1 AR5,
= (Specity} Laat b!nhdnrj m.hl Hours | Min,
4 |Famala | wnite W,dow 4| Feb-14-1880 69 T8 ||
2 10a. USUAL OCCUPATION (Giwekindof work | §0b. KIND OF BUSINESS QR IN- | 11. BIRTHPLACE e fo
4 done during most of working lite, avm‘}l retired) ’ : DUSTRY iiata or forsien eovnter) f ‘} 2 CLTI%I:'OF WHAT
8 |.—Housewlfe Household Cole C unty, Missourl . A,
< llSa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
" Nicholas Schubert Rose Bausbach | Louis Propst
[*] 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S S} GNATURE OR NAME ADBRESS
q (Yes.no.or unknown) | (If ysm, give war or dates of service) NO.
= no | _none 0llver Propst R.R.#4,JeffersonCity,M
li t8. CAUSE QF DEATH MEDICAL C| TIFIC.A lg;gg\rh:'- B?E‘:ﬁl“
. Enter only enecouscper | 1. DISEASE OR CONDITION _
E line for (a), (b, aad {c) DIRECTLY LEADING TO DEATH {a) a //. .
= «This does mot mean | ANTECEDENT CAUSES ; s
3 the mode of dying, such | Adforbid conditions, if any, giving PUE TO (b)
- as heart follure, asthenda, |- rise to the ebove canse (o) stating .
=3 etc. It means the dis. the underlying cause lasi.
o care, infury, or complica- — DUE 70 .(c.) — A
P tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS . . .
= Conditions contributing o the death but not : } ‘){ (rf Ll,)r\
9 relaled Lo the disease or condition causing death.
[ 19a. DATE OF CPERA- | 194, MAJOR FINDINGS OF OPERATION ' : . oo 20. AUTCPSY?
b TION .
= _ YES D wo [
o 21a. ACCIDENT {Bpocity) 215, PLACEOF INJURY (o.x..inorsbeut | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
P SUlﬁlDE £ boine, farm, tastory, street, ofilcs bldg.,e1e0.) - M H /
7 HOMICID 7 %
g 21d. TIME iMopth) (Day) (Year) (Hour) 2le, INJURY OCCURRED { 2if. HOW DID INJURY OCCUR? 4
. or WHILEAT{} NOT WHILE
| INJURY WORK AT WORK P
B
; 2. I hereby certify that I atiended the deceased from 4% Iﬂ lo M, Iﬂ that I last saw the deceased
;3 alive on . (74 ) Lf‘i, and that death occurred at _,L_L ., Jrom the causes and on the daté staled above.
= [ 23%. SIGNATURE : > _ (Degreeor title) ,| 23b. ADDRESS 2. DATE SIGNED
B s —a7) I/ | -
3] - /..l/ A Ay // - //Al[‘z .M/ o
E‘_‘: 74a. BURIAL, CREMA- | 285, BATE 24c. NARE OF CEMETERY OR QA XORY 24d. LOCATION (CLry, fown, or county] (Stafe)
= TION, REMOVAL (Bpecity) i - - E
> July-2-194 Honey Cr -4 etepy Honey Creek, Mo

REC'D BY LOCAL R'S SIGNATURE 3 S S1GNATURE wess
2-/194¢" C?“@/(Lm 2029 - Af ;%Jefferson ity,HMo

icensed Enbalmar's Sutemcnun R#u Hdey




- 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

— , Studont' Esbalmer No.

=y

No. 287 D

QG. (Fatllure toccgm/Zwid;

working under my persona! supervision.

Signed.ccccciacssns “trtssssncacasances sesananns Licensed Embal

P. O. Addre

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

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




