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NG TUNFADING BLACK INE—MAEKE A PERMANENT RECORD

WRITE PLAINLY-—USI

r

°

<

FILED-OCT 22 1956

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

2 f ,
REG. DIST. NO. PRIMARY REG. DIST. NO. Mktﬂfﬁrar'lhfﬂ.

State File Nov. g 2 i e

BERTH NO. -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. 1f lnatitutios: resldence befors
. COUNTY . STATE b. denimlont.
i Clay 2 Missouri COUNTY ¢lay r=—
b. CITY (If outolde corpurats limits, write RURAL and give e. LENGTH™ OF c. CITY als Healdence withln Lmits of
OR ownghi STAY (o this place’ OR ac +
TowNExcelsior Springs fntesieell  townExcelsior Springs ol “’”‘r’f‘""g“’“
d. FULL NAME OF (if not in honm:.-l orl jtution dvo -Lr-n'. dd 3 STREET (If runal, give location) (o M e
HOSP|TAL OR 6& Z ADDRESS
INSTITUTION oncourse St Louis Street Concourse & St Louis Street
35]5%!\&%5%!; 8. (First) b. (Middle) ¢. (Last) {4 DS'II:'E (Month)  {Day) (Ya'ar) |
( Type or Print) Carl Marinus Egebergh bEATH__ October 6, 1966
=8, SEX+ . QP'E: COLOR OR ‘RACE | 7 MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (In yesrs| IF UNDER | YEAR | & UNDER-u nas,
WIDOWED, DIVORCED (8pecif Last birthday) |Menths l Days | Hours | Mis.
Male White Widowed March 1, 1885 | 7" l
s, USUAL OCCUPATION ctiadat s | 106 KIND OF BUSIRESS O I | 1. BIRTUPLACE (1, ot it r Fvein Gmre) | g
Compositor Printing Chicago 1Illinois .

13a. FATHER'S NAME

+ Rasmus Egebergh

13b. MOTHER'S MAIDEN NAME

" Anna Carlsgeard

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
f’él.snn. or unknown) b(ll yes, xive war or dates of service)

panish- Americen

16. SOCIAL SECURITY | 17. 1

306-10-8716

Walter J Egebergh Sr.

14, NAME OF HUSBAND OR 'IIFE

Herriet D. Egebergh

NFORMANT"S SIGNATURE OR NAME

; ADDRESS
Chicago, Ill

INTERVAL BETWEEN

18. CAUSE OF DEATH
_ Enter only ouecatse per
line for {8}, (b), and (c)

© *Thiz does not mean
the mode of dying, tuch
os heart fatlure, asthenda,
de. It means the dis-
case, infury, or complica-
tioa tohich caused dealh,

I, DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH" (5,

ANTECEDENT CAUSES T

Morbid conditions, if any, gieing DUE TO (b}
rise to the above cause {a) stating
the underiying couae last.

DUE TO (c)
1. OTHER SIGNIFICANT CONDITIONS

Condilione conlributing to the death bt ot
related to the disease or condition cousing death.

MEDICAL CERTIFICATION

ONSET AND DEAT
/_O__Mai

2 34‘““:
%MAL

19a. DATE OF OP'II::IROAN‘ 15, MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
420] | wl ok
21a, ACCIDENT (Bpecily} 210, PLACEOF INJURY (o.p., dnorabout | 2fc. (CITY, TOWN. OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE bome, farmm, factory,sireet, office bidg. eto.)
HOMICIDE ...
2id. TIME (Month) (Day) (Year) (Hour} 21e, INJURY OCCURRED 21f. HOW DID INJURY OCC'URT
WHILEAT NOT WHILE
INJURY WORK AT WORK

alive on

, 19.54 | and that death occurred af

2.1 hereby,qeﬂ\ify that-I atlended the deceased from km.u,_f_ 195487 1o _Qd.'__ﬁ__ 195L, that I last saw the deceaced

m., from the causes and on the date stated above.

L4

d’é%i J‘t’EéﬂfVAL (Bpecity)

October 10,194

6 National Cemetery

23a. SIGNATUR Degree or title) 2} 23b. ADDRESS 23c. DATE SIGNED
(.7 AL A& p. E{u,wm O&L. 91958
24s. BURIAL, CREMA- | 24b. DATE 24z, NAME OF CEMETERY OR CREMATORY | 24d.%OCATION #m:'y. towD, or county) {5tate)

Ft Lewyenworth, Kansas

DATE REC'D BY LOCI(\;L

5. /j ’& RE

bl bttens

RKEGISTRAR'S SIIGNATU E -

s 4.4_‘14 el e 4

1= Ptk

(Licensed EmWalmer's Stateme: FITE ]!"'f'

CTOR'S S| GNATURE

uneral Home, Inc.
SDHNOS Ty

ADDRESS



e T [ I oy

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal

by I, O By .. it , Student Embalmer No.............

_working under my personal supervision..

Student coue i it e a e

Signature of Student Embalmer

.., . v Notey The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Fai
1o comply with the above constitutes grounds for revocation of license),

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




