‘MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

blPARTMENT OF PUBLIC HEALTH AND WELF

DO NOT W’RI‘I’E
ON THIS STUB

VS 300
Rev. 4/59

_e7ee

USE BLACK INK
OR
TYPEWRITER RIBBON

g

I DATE AMENDED

a —
Registy Dl 3

=63-00'7840
rimary Registration District No. __t;é_a__i_L__neqi.mr's No. _ﬁ___________

STATE FILE NUMBER

1. PLACE OF DEATH
a. COUNTY

Osage

2. USUAL RESIDENCE (Where deceased lived.
& STATE Missourf. COUNTY Osage

If institytion: Residence before
admission)

b. CITY {If outside corporate limits, give TOWNSHIP anly)

oR
TOWN

Heta

c. CITY
OR . .
TOWN

Length of stey in 1b

Life Metsa

Inside Limits
Yes 1 Ne [

<. FULL NAME OF (Lf NOT in haspital, glve locstion)
Hesaidence

HOSPITAL OR
INSTITUTION

lnside Limits
Yea ) No [

d. STREET
ADDRESS

RQeside on Farm

Yes [0 Ne¥)

INSTEAD OF

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

SHOULD READ

ITEM NOQ.

BY AFFIDAVIT OF

DOCUMENT

3. NAME OF DECEASED
(Type or print)

First

HERMAN

Middla

H.

Last

STROP

4. DATE

OF
DEATH March

Month Year

1963

Day

10

5. SEX

Male

White

4. COLOR OR RACE

7. Married Bl Never Morried O
Widowed [] Divorced [J

8. DATE OF BIRTH

B8-24-1882 80

10a. USUAL OCCUPATION {Give kind of worl: done
rnﬂredé
tor

Re t1HS PHABYET"

9. AGE {last birthday}

IF UNDER | YEAR
Months Days

IF UNDER 24 HR
Hours Min.

10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and state or

St. Thomas, Mo.

country) | 12. CITIZEN OF WHAT COUNTRY

Usa

13a. FATHER'S NAME
Bernard Strop

13k, MOTHER'S MAIDEN NAME

Catherine Gerling

14. NAME OF H

gatherine: Zysus Strop

USBAND OR WIFE

5. WAS DECEASED £VER IN U.S. ARMED FORCES?
" or-unknown) | (If yes, give war or dalss “of. sarvi
pifs |

16, SOCIAL SECURITY NO. |17. INFORMANT

Catherinét Strop

Address

Meta, Mo.

18. CAUSE OF DEATH (Enter only one cause
PART 1.

Conditions, if any,
which gava rise to
above cause (sh
stating the under-
lying cause last,

DEATH WAS CAUSED
IMMEDIATE CAUSE (2

DUE 1O ()

perlc

DUE TO (b}

INTERVAL BETWEEN
NSET AND DEATH

PART U.

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relstsd 1o the terminal
ditzase condition given in PART |- [s)

PART MI. 1f deceared was female was -
there a pregnancy in last 90 days.

IDVeaI DNOJ O Unknown

19, WAS AUTOPSY
PERFORMED?

20a. ACCEI)ENT
YES[] No O

SUICIDE
0

HOMICIDE
0

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

njury in PART 1 or PART 11 of item 18.)

20c, TIME GF® Hour
INJURY am.
L . p.m.

_ Maonth, Day, Year

MEDICAL-CERTIFICATION

20d. INJURY QCCURRED
WHILE AT WORK [
NOT'WHILE AT WORK [

20e. PLACE OF INJURY (e.g., in or about homs,
farm, factory, straet, office bidg., efc.)

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

6145

. hm%nd last saw pjn alw‘ on_'s- 1}@

Ps on the dafs stated zbove, and to the best of my knowledge, from the causes stated.

131.11&"“"’1“E Gy

p=13-1963

NAME OF CEMETERY OR CR

t. Cecilih'C Mets,

22c. DATE SIGNED

3-a4)

(State)

City, town, or c@unty)

Missourl

24, FUNERAL DIRECTOR
Scrivner-Stevinso

25, DATE RECD, BY 1.OCAL REG.

O - }3-s96~3

{Licansed Embaimer's Siatament on Reverss Side)

ADORESS

| 26. :REGISTRAR'S SIGNATURE E ]




" STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by i : Student Embalmer No.
working under my personel supervision,

Student.

Signafure of Student Embalmer

3 Lol

N Licensed Embalmeg,No

Note: The above MUST "BE SIGNED BY *THE * ‘LICENSED EMBALMER in his OWN HANDWRITING (Fatlure to comply,
with the above constitutes grounds for revocation of lloense)
i Af embalmed bv 3, STUDENT,.he also shail sign -in_ his OWN handwmmg.
If this body is hot embalmed fad should ‘be o stated above, -




