THE DIVISION OF HEALTH OF MISSOURI

S. No.300 F"_En 0
- CT 2 1950  STANDARD CERTIFICATE OF DEATH Shte it 4 29431
BIRTH NO.______ _ __ ______ ___ REG. DIST. NO. .iLFR“MﬁY REG. DIST. NO. LM_QRemnmra No. .._/.,........Q_é ......
Ol | ’l 1. PLACE OF DEATH i 2. USUAL RESIDENCE (Where deceased lved. If lusti idence befors
a. COUNTY STATE b. dimisslon).
- Buchanan - * Missouri COUNTY Bucham poeles
b. %’lR'Y {1 outeide corpurate n.mll.n. write RURAL and ﬂ:‘-.up] csglszNlnGE; pl?:) . Cg‘g (If outalde corporats limita, write RURAL and give township) ro) ,, 7_
a TOWN  St. Joseph daya TOWN St. Joaeph
> d. FULL NAME QF (If not ia hospital or Instisution, glve street addross or Looation) d. STREET (If rural, liﬂrlnnf-lnn)
o) HOSPITAL OR ADDRESS 101 v
3 INSTITUTION Missouri Methodiet Hospital ictorian Court.
= I ) NAME OF — & (Fin) b. (Miadle) e (Lasn) X COATE (Mt (Dap (Yem)
R (Type or Print) Roge Lewis Bretz DEATH September 19, 1950
E 5. SEX "6 COLOR OR RACE | 7. MIARRIED NIE\\%ECESRRIED 8. DATE OF BIRTH 9, AGE (o roun| v vea | TUR | F UNoER u mxD,
Female | | White wiggired @i | gept +22,1861 ’ o] e [ owe | Ml
s 10a. USUAL OCCUPATION (Ciive kind of work- | 30b, KIND OF Busmsss OR_IN- | 11. BIRTHPLACE (State ot forelan sountzy} 12, CITIZEN OF WHAT
dons during moet of working lite, even If retired) DUSTRY | . COUNTRY?
2 Housewife Own Home Guelph, Canade
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
- Charles Blumenauw - Emra Lewisg Thoma s R, Bretz
{= || i5. WAS DECEASED EVER IN U.S. ARMED FORCEST | 16, SOCIAL szcumTY 7. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
< (Yes.po.or unknowa) | (If yes, xlve war o1 dates of service)
ot No ke None Roy C. Bretz St. Joseph, Missouri.
I 18. CAUSE OF DEATH CAL CERTIFICATION IgTERVAL BETWEEN
i |} Enteronlyoneceusoper | ). DISEASE OR CONDITION . w
Z |l lime for (a), (%), and () | CIRECTLY LEADING TO DEATH*(4) §“ 7 -
E *This dots not mean | ANTECEDENT CAUSES ouE 10 0 .
the mode of dying, such | Aforbid conditions, if any, givlﬂ-g b
3 | as heartsaiture, osthenta, | rite to the adose cauee (o) daténg a—-(ﬂéx_a ,A:/ B - VorCa la—y b
-+ dc. It means the du- | At umderlying couse loxt. Y —
o || care, infury, or compli DUE TO {c) A{M‘o..l.- . ?.»9
5> || tiom which cawsed death, | 11. OTHER SIGNIFICANT CONDITIONS e 4
<] Conditions contributing to the death but not
a related to the disease or condisten cousing death. W ) 17' - W
“ tu * || 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION <. i ' 20. AUTOPSY?
= TION .
= : e e yes L1 wo (&
o || 212 ACCIDENT (Bpecity) 21b. PLACEOF INJURY (w8 lnorabeut | Zlc. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE)
el SUICIDE- bome, farm, fastory, streat, offion bldg..exe.) ’ v
z HOMICIDE *
g “D’ 21d. TIME®  (Moath) (Day} (Year) (Hous) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
T WHILEAT [} KOT WHILE
J‘ INJURY WORK AT WORK .
E 22. 1. héreby certj] I atlended the de;ceaacd Jrom _w 18 , Lo /18 1998 , that T last saw the deceased
= alm on .1ty 19"’ * , and that death occurred at _ZL m., from {hc causes aﬂd on the dale slaled above
L E-J"r RE ‘- (Degroe or title)7)] 23b. épnn . d s:sueo
. _ el MD. Lo Ce s Vo,
e TIONB gRIAL CREMA- [ 24b. DATE Tz&c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town.orcmmty) (sme}
{Bpedfr)
§& Burial Sept.21,19 Memor 4 . Cemetery St. .qu.g{h_,_gj_ganuri N
DATE REC'D BY LOCAL | REG ‘g TUR! 3%3_ ERAL DIRECTOR'S S1GNATURE ADDRESS
Z!Eé gé ,2‘5@ % 2 |, jz t. Josetph, Mo.

~— 7 (licersed Enbalmer’s St oanmsun‘




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, orkbgiokk & &%

_______ ok K ok & * g o Rk kR
. . ‘ Studep . RCE Y PT ..
working under my personal supervision. Embalmer No '/
A T Y ]l
B P P LI LLRLLIIRAIIE o _ icelsed Embalmer No.. 3413 Missowi .

P. O. Address Ste. Joseph, Missouri.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license,)

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




