MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 3635032864

DEPARTMENT OF PUSLIC HEALTH AND H-El.y.lﬂl STATE FILE. NUMBER
5O NOT w.mrg' AMENDED I Registration District No. l__m___Jrlmaw Registration District No. .,Zﬁ_{z{.é_..-..aagmnr'l No. ./ Zé--“-._-

ON.THIS STUB ll r--r-\ orn
*I'ﬁt’ ID UO 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence. before
a courmf 1w

ingston 2 STATE 3 s o couﬂ' - edmission)
b. CITY (If outside corporate limits, give TOWNSHIP only} e CITY i i

tength of sray in Tk 4 Inside Limits
1own Chillicothe 40 yrs. o Chillicothe Yea X N I

¢. FULL NAME OF (Hf NOT in hospital, glve location Inside Limirs d. STREET If cutside, gi i
HOSPITAL OR } Aside Lim AOERs {If cutside, give location) Reside on Farm

INSTITUTION 5y 477 3 ama St, Yedll) NoQ) 420 Williams St. Yer O Ny
3: 'NAME OF DECEASED First Middle Last 4. DATE Maonth Day Year

(Type or print) MAX HAROLD MARTENS ° oM Aug, 27, 1963

5. 'SEX 6. "COLOR OR'RACE 7. MerriedSE]  Never Married [ |9. DATE OF BIRTH | % AGE (last birthday} [ IF UNDER | YEAR [ IF UNDER 24 HR

Male \’J’hi-te Widowed [ Divorced [ 5/6/1 894 69 Momhsl Days Hours l Min.

10a. USUAL CCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE {City and stute or eounﬂ'y) 12, CITIZEN OF WHAT COUNTRY

dTIQ nkf rkin life evon if retired) . .
0il company Wilton Junetion, T
13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Christ Ma | Amelia Bonhoff Hazel ;
15. WAS DECEASED EVER N U.5. ARMED FORCES 148, SOCIAL SECURITY NO. 17. IMFORMANT Address

(Yei,q_r:, or unknown) | (If yu,;ilv;wsr or dates of r4 Mrs . Hazel E&art ens . Chlll ic Ohhe MO ‘
18, CAUSE OF DEATH (Enter only one cause TITve TOF (8] INTERVAL BETWEEN

PART I, DEATH WAS CAUSED BY: ONSET AND DRATH
IMMEDIATE: CAUSE ()
i 5
Conditions, if any,]  DUE TO (b) ﬂ@ _ :

which gave rise to
sbave cause (a),
stating: the undér-
lying couse last. DUE TO {c)

PART Il. O'I’HER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 11l If deceased was female was
disease condition given in' PART | {a) - there & pregnancy’ in last 90 days.

]D Yes , 0 No I 0O Unknown

19. WAS AUTOPSY | 20a. ACCJDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of Injury in PART | or PART 3l of item 1B.)
PERFORMED? I'J a [m]
YES (] NO[@

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
pm. . 7
20d, THIURY OCCURRED T 40e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
" WHILE AT WORK [] farm, factory, street, offica bldg., etc.)
NOT WHILE AT WORK O

. - !m_-‘ . -,
21, 1 attended the deceassd ﬁo_%_i&i_—, h_%_z,z-élnnd last saw iy, alive on_%ﬂl—
m on“tha date stated above, and to the best of my knowledgf, from the causes stated.

Death_gccurred  at.

V5.300
Rev. 4/ 59

DATE AMENDED

DOCUMENT.
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MEDICAL CERTIFICATION

736, ADPRE T3c. GATE SIGNED

T, rattoc. deco | FPares

23c. NAME OF CEMETERY._OR CREMATORY -23d. LOCATION (Cify, town, .or county) {State)

"lug. 29,1963 |Resthaven Cemetery [ Chillicothe,Mo.

FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. [26. REGISTRAR'S SIGNATURE

Donald Gordon, Chillicothe,Mo. MQL

[t d Embalmer’'s § on Reverse Side)

SHOULD READ

USE BLACK INK
. OR
TYPEWRITER RIBBON

‘BY AFFIDAVIT OF

ITEM NO.




| hereby certify that the body whosé. name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by
working under my personal supervision.

Student

Signature of Student Embalmer

Nofe:- Thg 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.

. t




