Health, THE DIVISION OF HEALTH OF MISSOURI “”—_"5-8""_0_8;6“()"9“6“"““-

& Welfare STANDARD CER‘""CA“ OF DEATH STATE FILE NUMBER
. Public
h Service HLED U CT 2 7 isslaglumnon District No. o é /_g. _______ Primary chlsh'o"ﬂﬂ DIS?"N Ne. ._-—;-:‘-*--4--0-—--—--- R'ﬂ""‘” 3 No. O A—
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. H institution: Rasci'de_nc_e bffora
5, a. COUNTY a. STATE b. COUNTY - admission
0 Gasconade Missouri Gasconade
15 b chv {If outside corparate limits, give TOWNSHIP only) | Inside Limits < CIOTY Inside LifRits
R
/ 1o _Clay Twp. bl Rl TOWN __ Owansville Yes) o8
e. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b os-}OSB%EREEES (if outside, give location) Reside on Farm
HOSPITAL OR Al -
msTiTUTIoN Farm Home lifetime o Route 2 Yes F No[]
3. NAME OF DECEASED First Middla Last 4. DATE Month Doy Yoor
(Type or print) OF
Louls John Glaser DEATH Qctbober 16, 1958
5 SEX 6. COLOR OR RACE][ 7. WARRIED Y NEVER MaRRIEDL] 8. DATE OF BIRTH 9. AGE {in years JF UNDER iYEAR| IF UNDER 24 HRS.
1 31 birthday) | Months | Days Hours Min,
< male g white wioowep[} ¢ pivorcen[] May 10, 1877 8'1 l
£ 10a. USUAL OCCUPATION (Give kind of work done | 105. KIND OF BUSINESS OR 1). BIRTHPLACE {City and atate or country) 12- CITIZEN OF WHAT couumn
= during most of working life, even il ratired) INDUSTRY
= Farmer and Rlacksmith farming Owensville, Mo, o USA
= 13e. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
3
¢ | John Glaser Johanna Jannick Rosga Paasch Glgser
% o [ 15- WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCEAL SECURITY HO.| 17. INFORMANT Address
- = W (Yes, no, or unknawn}} (If yas, give wor or dotes of service) — - o ‘
T 21 no et 494~ 42~ 5/48%rs., Rosa Glaser Qwensville, Mo, |
z a 18. CAUSE OF DEATH (Enter only one couse per line for (a), (b}, and {c).} INTERVAL BETWEEN
& ' PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
E w IMMEDIATE CAUSE (o} a«'/&’ -~ .
= & . ﬂ ’
< = Aﬂj— ,&éoocj
£ L Canditions, if any, . DUE TO (b} 4 &
g - which gave rine to - -
5 - gbove causs (o}, Ly 4
S =z stating the under-
H g g lying cowse last. DUE TO (c)
€ 5 =} = PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to arminal disease condition given in PART 1 {o) 19. WAS AUTOPSY
e€3 x|« PERFORMED? A
E2 Sfz 15/ X YES[]
5 - § 2| 200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. tEnler nature of injury in PART | or PART 1! of item 18.)
M [ o O O
IR ME - TIME OF  Hour Manth, Doy, Yaor
28 o a NJURY o.m.
; :5‘ 1= p.m.
gZE g 2d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY N STATE
g s w WHILE ATD NOT WHILE 0 form, foctory, street, oftice bldg., e1c.)
il 8 WORK AT WORK . - -
g 5 21. | attended the decsosed from M/ ‘.—/?ﬁ& . 10 /ﬂ '-/@/9&‘?0"" lost i"w‘:m“v' en M//‘/ﬁg
g = Doath occurred ot m on the dote stated above; ond to the best of my knowlsdge, from the causes siated,
o g 22a. SIGNATURE (Dagree or mle) 3\ 22b. ADDRESS - 22c. DATE SIGHED
-l
v &
3 % W—Cﬁ& O | S35 (;
23a. BURIAL, CREMATION, | 23b. DATE . NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stata)
9 REMOViL (51.:“;') ( - |
f burid 10-18-1958 )9t . Johns ® & R Cemetepy  Bem, Mo.
6 24, FUNERAL, IRECTOR . ADDRESS 25. DATE RECD. BY LOCAL REG, 26. REGISTRAR'S SIGNATURE
o Dy s oitl

{Licensed Embolmer's Statement an Reverse $de)




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 orrtiiii it rir v v e e a e e nraia s s e s a e e s ane pa v ren , Student Embalmer No. ..............c....

working under my personal supervision.

Student ..cocoiiiii e
Signature of Student Embalmer

Licensed Embalmer No,....=7..........0"
b P. 0. Addressﬁw/b’w;a/é

Note: The sbove 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.

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



