Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED VS Nov

ENDED

Registration Dlstncflps_gl.l_g____--_ynmarv Registration District Nuozan:a___kegmrar ‘s No. __l LB-} _____

99—-035924

STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE {Whery decessed lived.

I institution: Residente before

DOCUMENT

BY AFFIDAVIT OF

a. COUNTY G‘I‘em a. STATE Mo @kﬁlfgtian admission)
b. C<|3TY {If outside corporate limits, give TOWNSHIP only) Langth of stay in 1b c. CCI)‘LY Inside Limits
R
TOWN Springfield L Days 10WN  Ozark, Mo Yes g No [
c. FULL NAMEOOF (BBC&TIIEnOE:éDi'!H, give location} Inside Limits d. EB%EEETSS {lf cutside, give location) Reside on Farm
HosPITAL Ok MEMORIAL OSTEO
INSTHUTION * | Ye No Yes No
X KD Ozark, Mo O NP
3. NAME OF DECEASED First Middle Last 4, DOATE Manth Day Year
{Type or print) F
Martin \'J Wolf DEATH Nov. 3 1959
5. SEX 6. COLOR OR RACE 7. Morried X1 Never Married ] |8. DATE OF BjrTH | 9- AGE {last birthday) | IF UNhDER IDYEAR |: UNDER 24 HR
. < Months ays ours Min.
Male white Widowed [J Divarced [J 6_] ‘ |86 73
10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
durin L2} workigg life, even if retired)
HEtIred Wright Co, Mo U. S. A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Laffayette Wolf

Elmina Pearl Tillman

Emma M Wolf

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

16. SOCIAL SECURITY NO.

17. INFORMANT

Address

(Yes, unknown) | (If yes, give war or dates of service) 300 - 2 I
70 y99-82LT |Mns Ray Wolf, Ozark, Mo
18, CAWSE OF DEATH (Enter only one causa per line for (e}, (b), and (¢} INTERVAL BETWEEN
PART i. DEATH WAS CAUSED BY: ONSET AND DEATH
IMmEDIATE cause oy Acute Coronary Thrombosis Inmmediate
Conditions, if any, BUE TO (b} Cardiac Decompensation 2 months
which gave rise 1o
above c:uu d(a],
stating the under-
lying csuse [ast. DUE TO (c} Arterj.OBclerOSiS Unknown
z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IIl. H deteased was female was
g disease condition given in PART | (a) there a pragnancy in last 90 days.
5 ID Yes | O Me | O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)
& PERFORMED? 0O g 0
[v] YES [J NC .
6 20c. TIME OF Houl Manth, Day, Year ]
2 INIURY  am. w .
g p.m,
20d. INJURY OCCURRED 20a. PLACE OF INJURY {e.g., in or about home, | 20i. CITY, TOWN, OR LOCATICN COUNTY STATE
- WHILE AT WORK (O farm, factory, street, office bldg., etc.}
L NOT WHILE AT WORK [J

2.1 aﬂended the deceased from

j6 =31 -5 7

- 3-54

Death octurred st

S ‘ S Pm on the date stated above,

nd |ast u@lwn on

and to th

=54

1 of my knowledge, from the causes stated,

22b

DDRESS
.

22c. DATE SIGNED

MOVAL (Specify]

ug

l1-3-]989

27a. SIGNATURE {Degree or litle) .
23a. BURIAL, CREMATION, 23bi DATE 23c. NAME OF CEMETERY OR CREMATOR

[ Sebrecmre

3d. LOCA'I:ION {City, town, or county)

th&o‘hi

wisfiane

/1-3-57

(S1ate}

mo

24, FUNERAL DIRECTOR ~ "ADDRESS

O3ame o,

i R

25. DATE RECD. BY LOCAL REG.

L-87

26, REG

11,

{Licensed Embalmes’s Statement on Reverse Side}

RAR’S SIGNATURE




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my persenal supervision.

| 9, B_Chogp-
Student Signed /; ’g‘ UU’W-

Signature of Student Embalmer

Licensed Embalmer No.

P. O. Address m ﬂﬂﬂ

- . . d

|
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comp]‘
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stajed’ apove




