THE DIVISION OF HEALTH OF MISSOURI
Heslth, STANDARD CERTIFICATE OF DEATH e

STATE FII..E P’gt\BER

Welfers D APR B- 195‘7 -
Public HLE Raegistration District No. ....I 2,5................. Primary Registration District Na.gajé ................. Registrar's Na. _y;}_ ________
Servica
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. If institution: R-nirlcn:- _bci_nr-)
. COUNTY . a. STATE b. COUNTY admissian
° Lawrence Minnesota i McLeod
) 130506 o b. C‘;};Y {1l vutside corporate limits, give TOWNSHIP only} | Inside Limits €. C(I)TRY &2 :LC’ Inside Limits
Tom _ Aurora Yesy NeO tomi Hutchinson [ vesx Moo
<. Egls.}l;l?:MﬁogF (1§ NOT inhospital, givalocation)|Length of stay in Ib J. STREET (U eutside, give location) Raside on Form
33 mstituTioN Aurora Hospital | 1 week aooress 817 Ivy Lane Yes0 NoX
<3 3. MAME OF Firat Middle Last & DATE Month Doy Year
2y PECEASED / v oF .
25 (Twpe o7 print) EDWARD FREDRICK SITZ verti April 1, 1957
e 3 5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIiRTH - | 9. AGE (In pears | IF UNDER | YEAR |ir UNDER 24 WRS.
= E [ \ marriep [J wever uanﬂ&)l:l ‘ Test birthday) u...u.l D | Hours [ Min.
= Male White wiooweo K mvorceo (¥ Jan, 13,1875 82:
x . ~110e. USUAL OCCUPATION (Give kind of work dome | 105, KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and atate or country) 12. CITIZEN GF WHAT OORINTRY?
E 3w during moat of working life, coen if retired) . . .
s> Farmer Farming Hutehinson, Minn, Uu. s. A,
% 5 = 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
».9 u
- .
co & Edward Sitz Augusta Heller
Z 5 0 15. WAS DECEASED EVER IN U, S, ARMED FORCES? 16. SOCIAL SECURITY NO.|[I17. INFORMANT Addrezs
- - (Yes. no. or unknown} I {If yes. give war or dates of service)
2> No L = = - - None Mrs. Don Froemming, Billings.Mo,
E E e 18. CAUSE OF DEATH [Enter only one cause per line for {a), (1), and {c}.] ST INTERVAL BETWEEN
2e = PART 1. DEATH WAS CAUSED BY: N ep I\ . t ‘5 ;’“;“ “:; DEATH
- . . IMMEDIATE CAUSE {a) _* rs — A
PR F-h / ;(_}'_
g8 -
5
z Conditions, if anyp,
E e O which gare r{l o DUE TO ()
:5 2 sioe cosac €
s =2 ng the under-
EG o z iping cause last. BUE TO (¢)
2 [+ Q PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) . . WAS AUTOPSY
Ty O |% _ PERFORMED? 9\
25 ¥ 3 5 ? 3)( vis[d no )
T E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY DCCURRED. (Enter nature of injury in Part Ior Part 1§ of ttem 18.)
L8 |s a o O
L 4 [¥]
T8 20¢c. TIME OF Hour  Maonsh, Day, Yeor
,°§ o 3 INURY  -a.m. - . - '
5 o : E p.m.
- 2 g Z [ 20d. INJURY OCCURRED 2e. PLACE OF INJURY (e. ¢., in or ahout home, { 20f, CITY, TOWN, OR LOCATION COUNTY STATE
3. w WHILE AT NOT WHILE farm, foctory, street, office didg., efe.)
Es Y WORK AT WORK N
.0 E 2 - r* — w
-2_ 21. ] attended the deceased from .z ANUHAFKrY [g > f, to IVIA_L‘_‘, 14 ;and laat saw h‘?r: alive on MLCLL'_I_z
il E Death occurred at 4 I? . m on the date stated above; and to the beat of my knowledge, from the causes stated.
gﬂ- 22a. SIGNATURE e . " (Degree or title) 0 22b. ADDRESS . ] 22¢. DATE SIGNED
= £ : . . .
G W 71/&»?4 £y '747,‘9 WS_ ; “¥¥p, . 300 52
g’ H 23q. BURIAL, CREMABION, . DATE  * 23c. NAME OF CEMETERY OR CREMATORY - 23d! LOCATION (City, town. or county) (Stale)
o 2 REMOVAL (Specify) - . - .
g2 Removal eral Home Hutchinson, Minnesota
__? 24. FUNERAL DIRECTOR ADORESS 25. DATE ng:o. BY LOCAL REG. |26. REGISTRAR'S SIGNATURE
s Marncl Osa YN Vgt
} o , Clever, Mo, |%-~3"5% Na & /7

{Licensed Embalmer’s Statement on Reverse Side)




: ~to comply with the above constitutes grounds for revocation of license).

.
-
LY
-

[

STATEMENT, BY, LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the r{averse side of this ccrtific.ate was embz

by me, Oor by .. i e et e e e reeneeeeand

working‘under my personal supervision,.

Student

Signature of Student Embalmer

T

'Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa

If ernbalméd by a STUDENT, he also shall sign in his OWN handwn-t‘mg.

, -, U this bodw{fts not embalmed, fact should be so.stated above. -. - [ . S




