THE DIVISION OF HEALTH OF MISSOURI 10082

Mealth, FILED APR 15 195“7 STANDARD CERTIFICATE OF DEATH

Walfare STATE FILE NUMB?SSQ
Public Registration Distriet Ma, . 3.1 8 Primary Registration Distriet Nlma ~.- Registrar's
Sarvice
1. PLACE OF DEATH 2. USUAL RESIDEMCE (Where decsasnd lived. If institution: Residance betors
adgission)
] a. COUNTY a. “ﬁfssouri b. COUNTY (Cpawf ra
. ]3052 b. CITY (If ourside corporate limits, give TOWNSHIP only)| Inside Limits c. CITY : > ('6 ¢ inside Limits
- OR
3 TOWN Stolouis YesJ NoD TOORWN Steelville 0 ¢ Yedkl NoD
<. f{ng-FI;I'FAAEI(E)gF {If NOT inhospital, givelocation}[L ength of stay in b 4. STREET (1f autside, give location) Reside on Farm
>/ wsnrumion 5428 Walsh 1 Month A} ADDRESS YesO NoX
3. =:glt;\:l'b First Middie Laat 4. DATE Month Day Year
OF
(Type or print) Samel B Coleman DEATH Mar 22 1957
S. SEX 6. COLOR OR RACE 7. MARRIED Q:l REVER MARRIEDD 8. DATE QF BIRTH |9 ‘AG"E ”nkﬁ'mr)' 1F UNDER | YEAR [tF UNDER 24 HRS.
e jrtkday Montha | Dam Houre | Min,
¢ Male White wivowen (] n?vonczn A'ug 25 » 1871 g I
10a. I&ISU'AL OCCUPATIONkSGiJIC kind of work fm;g 104, KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and atate or country) 12. CITIZEN OF WHAT COUNTRY?
! of Wt i if retire :
“glag mot of rting L o Retired Crawford County Mo ¢ 7,5.A
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Peter Coleman : Sarah Thompson
l(."r. WAS DEC,&ASED]_EVE{?I IN U._S. ARMEE‘:OR;:EST_ ) 16. SOCIAL SECURITY NQ. | 17. INFORMANT Address
8, . SR, pee. Qlve War or ¥ of service.
o™ I Nil None ~ Clarence Lahnar 5,28 Walsh

18. CAUSE OF DEATH [Enfer only one conse pepdine for {g), (b). and (c).] INTERVAL BETWEEN
PART ). DEATH WAS CAUSED BY: . M % ONSET AND DEATH
IMMEDIATE CAUSE (8) 'an ) N
Conditions, if any. DUE TO (b) W ‘ 6 %
which pare risg to - -
ebove cause (a) @1 .

slating the under-

= lping couse last, DUE TO (¢)
[=] PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DHSEASE CONDITION GIVEN iN PART l(a) [i:3 '\,NE:-; SR;EPD?Y
- 2
3 Y-l / ves [ no 72—
- A N
B 20a. ACC[DENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED, (Enfer nature of injury in Part I or Part 1 of item 18.)
- 4
§ ) Q- 0 3
l "~
S d 20¢. T:ME OF Hom Month, Day, Year O
] INJURY a, m. )
E p.m. )
. X | 20d. INJURY OCCURRED . j20e. PLACE OF INJURY (¢. 9., in or about home, | 207. CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE Jarm, factory, street, office bidg., ete.}
WORK AT WORK

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

2l. I attended the d d from {'J’l - 57 , to _.}Lw__andhu saw :::1 aliva on mm

Death occurred at m on the date stated above; and to the best of my knowledge, from the causes stated.

g’ ‘“
22q, SIGNAT) { 3 (Degreg or tit 22h. ADDRESS 22c. DATE SIGNED
R Ltm D. o |thohpmiuatodt) HnIs 53¢

23a. BURIAL, CREMATION. . DATE . NAME OF CEMETERY OR cnemmnv ION {City, town. or county) {Staze)

Hemoval " | 3=-23-57 Local Steelville M,
24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. Z6. REGISTRAR'S SIGNATL
Alvert H.Hoppe L4700 Washington MAR 23 97 0 & 2” :d h.d

disaases in Part | must be cosuaily related. Coroner cannot certify to o death due to natural couses.

Doctor, coroner, etc. must use only stondard nomenclature in item 18. No symptoms wiil be listed. All

{Licensed Embalmer’s Statemant on Raverse Side) &
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate’ was emb3
byme, or by .. iiiriiiiiii i e T aaaaas e etgeasepareeaeeeaneareinnaa- S

working under.my personal supervision..

Signature of Student Embalmer

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

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

If this b?-gy i‘s:.:no_t_ F';.r!_.tt_):a!med, fact should be s0 stqté:siribove. L Cfmene s
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