Health, ' ’ THE DIYISION OF HEALTH OF MISSOURI . 9:"(123793—“"”“

& Welfare STANDARD CER" FICATE OF DEATH STATE FILE NUMBER
Publi
| S:rvi:! Hlm JUL 7 1953_9;,,,‘,;;0,,‘ District No. ._,,3_2;._3:.._.......“---P'imﬂ*)' Registration Dis"i:_’lq'"’"é“g"g“ """""" Regisrar” e Ne.. i """"""""""
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence efou
.. 300 o. COUNTY Sal ine a. STATE Migsouri b. COUNTYSaline"‘d’""
1-57 b. chY {If cutside :orpon:m limits, give TOWNSHH" only}) YInsild:eI I::& c. CITY Cambridge TOWnShl p Yins[%a I;Jrnifs
1om__Cambridge Township  {™ Tom Sinter =L Mol
c. EgL'L.. NAL\N%RDF {If NOT in haspital, give |ocufion]N!L;_ength of stay in 1b 6973 iTDT)EEEES {t outside, give logation} Reside on Farm
SPITA .
/ nstumion 3 M1 NW Slater,Mo, 6 Yrs, o 3 Mi NW Slater, Mod Yol Nel]
3. NAME OF DECEASED First Middle Lost 4. DATE Month Doy Yoor
{Type or print) OF
Vernon Raymond Schlotzhauer | °¢™ June 28 1959
= & COLOR OR RACE Toyammei Jneves mamaol ] & OATEOF SRTH | 9 AGE (oo Iounr  veud I i s
Male .| White # wiDowed[] ovorcen[TlAye, 17 1889 g I
10a. USUAL OCCUPATION (Give kind of work dans | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (City and state or country) o |12 SITIZEN OF WHAT cOUNTRY?
during most olyarking life, even If retire INDU
SRS 1= 17 7 A T rarm Pilot Grove, Mo. USA
13a. FATHER'S NAME 13b. MOTHER*S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Henry Schlotzhauer Catherine Kahrs Tempa Schlotzhauer
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
(Yes, or unknawn}| (IF yes, giv r or dotes of servica)
W™ ™" " NohE 497-16-92839 Mrs, Vernon R Schlotgzhauver SlaterMo

18. CAUSE QF DEATH (Enter only one cause pzr line for {a), {b), and {c).) INTERVAL BETWEEN
FART . DEATH WAS CAUSED BY EEZ g ﬁ %SET'ANE EEATH
IMMEDIATE CAUSE {c)
Conditions, if any, . DUE TO (b) W 3 Al
which gave rise 10 } \/ A O
abovs couse {a},
lying couse Iu": DUE TO {(c)

stating the undar.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

T \UBTTON, TTrofer, otc. must use only standard nomenclaturs in 1tem 18. No symptoms will be listed.

F

; .9-‘ PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but net related 1o the terminal dis#ase conditien given in PART | (a) 19. WAS AUTOPSY
3 5 f20) PERFORMED? ~&
_: i YES| ] NOPM
- 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of itam 18.)
= Wi

F u O O O

2 s

v Ul Me. TIME OF Hour Month, Day, Year
-1 k] INJURY  a.m.
'-;- 3 p.m.

E 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
_= WHILE ATD NOT WHILE 0 form, factory, sireet, office bldg., etc.}
& WORK AT WORK R ,
= 21. ! attended the decoased from ,"meu( /P o /4 and lost saw "% gfive on

H Death occurred at ?,’ o1l m on the date stated above; and to the best of my kno\; :e, from the causes stated.
£ 22. su? &‘ Miﬂem. or title) S [ mnis/ 22c. DATE SIGNED
-
z 207, 13- ,42‘(742 /L 429-57

23a. BURIAL, CREMATION, | 23b. DATE 23c. WAME OF CEMETERY OR CREMATORY 23d, LOCATION (Clly, town, or county) {Stara)
e REMO{AL ipccnfy) J . .
J B a June 30,1959 Y City : Slater Migsouri
\ « || 24. FUNERAL DIRECTOR ADDRESS

! Haines Funeral Home Slater, Mo,

‘ {Licensed Embalmer”

ATE RECD. BY LOCAL REG. 26. REGISTR SIGNATURE
}-19S A iher %;ﬁummi_ﬁlﬁw&ﬁ
7

tatement pn Reverss Side)




STATEMENT BY LICENSED EMBALMER

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

BY ME, OF BY ooiriiriiivnreiinirirertnerreeeersien et raserasersnsesinsererrsrrissssssssnnsnsssanasis ., Student Embalmer No. .........coeevneeen

working under my personal supervision.

Student ..o s s
Signature of Student Embalmer

P. O, Address ux&m’ﬂ‘}?f

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




