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THE DIVISION OF HEALTH OF MISS0UR!

STANDARD CERTIFICATE OF DEATH
323

58-035165

STATE FILE NUMBER

Roiisfrur'u No..___Qz__%___'.;.._

l Fn arT ¢ g gistration District Ne.
T O O T o \JUU ———
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased liald. If institution: Rasi:,gnc'e bgfare
. COUNTY . STATE b. COUNTY acmi s sl
° Sgline °
b. CBTRY {If outside corporate limits, give TOWNSHIP only} Inside Limits . CgﬂY ey ? 7 ‘1 Inside Limits
TOWN Salt Pond Twp. Yes [J Nlﬂ . TOWN SMM Yes[ ] No B
c. FULL NAME OF, T in hospjtal lacatio Length of stay in 1b d. STREET ﬁq_'p |v08 tion) Reside on Farm
HOSPITAL OR g& %ﬁ P ADDRESSJu BE g} r .
INSTITUTION E%‘ Entire e 3 1? Yes[J Nofel
3. NAME OF DECEASED First Middle Lost 4. DATE Maonth Day Year
(Type or print) o]
EDWARD CARL ARNDT oEaTeptember 27,1958
5. SEX P & COLOR OR RACE| 7. MARRIED[ ] NEVER MaRRIED] ] 8. DATE OF BIRTH 9, AlGE (.I,:':::;; f‘fn"'.'.’.“%:ﬁ“ |::::¢£ER Z;S.Rs.
Male White mooweD[R 3 mmgl;e cenber 8,1895 &3 l |

10a. USUAL OCCUPATION (Giva kind of work done
duting most of working life, sven if ratired)

tor

INDUSTRY

10b. KIND OF BUSINESS OR

13a. FATHER'S NAME

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

13b. MOTHER'S MAIDEN NAME

16. SOCIAL SECURITY NO.

11. BIRTHPLACE {City =nd stote or country) 12. CITIZEN OF WHAT COUNTRY?
CJ
o, s
14. NAME OF HUSBAND OR WIFE
; Decoaned
17. INFORMANT Address

{Yes, ne, or vnkmawn)] {If ye, ive or d ofgservice) y 1 -
g a W W 408-32-0184 Mrs, Alta Fischer,Sweet Springs,Mo
18. CAUSE OF DEATH (Enter only one cause oar line for (a), (b), and (c}.} 7 INTERVAL BETWEEN
PART . DEATH WAS CAUSED BY: - SET AND DERTH
IMMEDIATE CAUSE (a} -
Caonditions, if ony, DUE TO (b} W
which gave rise to } ﬂ
obove cause (o),
ing th der-
z Tying covae. teet. 7 DUE TO {c) 42191
=1 - . ~-PART i THER SIGNIFICANT CONDITIONS CONJRIBUTING DEATH but not relas the terminal diseass condition given in PART I {0} 19. WAS AUTOPSY
< - PERFORMED?
S L2 YES(] NO Bgueds
| 200. ACCIDENT SUICIDE HOMICIDE Ab. DESCRIBE HOW INJURY OCCURRED, [Enter natwre of injury in PART | or PART |l of item 18.)
w Pt
; O ; O
U| 20c. TIME OF ,Hour Month, Day, Year
S INJURY  a.m.
"% p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 2. CITY, TOWN, OR LOCATION COUNTY STATE
WHlLE ATD NOT WHILE [:, farm, Factory, straet, office bldg., etc.)
AT WORK
2. 1 attended the d d from L1 and tast sai " alive o
Death occy, ot ya m on the date stoted above; and 1o the best of my knowledge, from the couses stated.

RE

AL ¢
ur

.“8 Fairview Cemetery

225, gDDR ESS

234. 'LOCATION (City, orfcounty}

Sweet Springs,

22¢c. PATE SIGNED

9. 2%IF

(State)}

Mo,

24. FUNERAL D{RECTOR ADDRESS

L,F, Parker, Sweet Springs,

25. DATE RECD. BY LOCAL REG. | 25- REGISTRAR'S SIGNATURE

Mo 4
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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 embalmed

By M, OF DY ittt rt st e ras s s are e e b st e et ra rrnrrte e ., Student Embalmer No. ......cc.oeenvenene

wotking under my personal supervision.

Student ....ooviiiiiiiir e e
Signeture of Student Embalmer

Licensed Embalmer No...3840..........
P. 0. AddressSWeet Springs,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
+ - If embalmed by a STUDENT, he also shall sign in his OWN handwriting. , - * b
If this body is not embalmed, fact should be so stated above,

¥ .o ) v, - N
. a [ ] [ . - a




