MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

OEPARTMENT OF PUBLIC HEALTH AND WELFA
Regi i Iatr i -
DO NOT WRITE ENDED egistration Diatrict Ne.

ON THIS STUB ' — : -
1. PLACE OF DEA ) 2. USUAL RESIDENCE (Where decessed lived. [f institution: Residence before

VS 200 a. COUNTY ;Ga scona’de a STA'IEMissourib. COU.NTY Gasconade admiasion)
Rev. 4/59 b. CITY (If ourside corporata 1imits, give TOWNSHIP anly] Length of stay in 1b . CITY Tnside Limire

: 1owv Brush Creek TWDe L1ifetime o Owensville Yo [ No B
O 27~

¢, FULL NAME OF (If NOT in hoapiral, give location) Inside Limits d. STREET (if cutside, give location) Reside an Farm
2
0370

HOSPITAL OR DORESS
mstmition . Farm Home T N " Rural Eoute 3 Yer X No
(N QIM.ME OF DECEASED Firss Middls Lasgt 4, D&;IE Month Day Year
r prinl
(lype or prini) Laura Kohrmann seam December 12, 1963
5. SEX 6. COLOR OR RACE 7. married [ Never Married [] |8. DALE OF B 9. AGE (last birthday} | IF UNDER 1 YEAR IF UNDER 24 HR
1257-¥ 87

Widowed 3§ Divorced [] Months | Days Hours Min.
femnle whilte
10a. USUAL OCCUPATION (Give kind of work done | i0b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state of country) [ 12. CITIZEN OF WHAT COUNTRY

during most of warking life, if retired)
housework. o own home Owensville, Mo, USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

James Bullington Rachel Souders August Kohrmann
15. WAS DECEASED EVER IN US ARMED FORCES? . 16. 5OCIAL SECURITY NO. | 17. INFORMANT Address
[Ye::.nna or unknown}| (1f yes, oI o dates of service} none Kenne th KOhrmann - owenSVi.lle , MO N

18, CAUSE OF DEATH {Enter only cne cause per line far (a), (b}, and [c}. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (1) Y B Lepsas”

Conditions, if any, DUE TO (b) ) ” A ot A ’ 7 A4S o N ot o ¥,
which gave rise to

sbove cauze (a),
stating the undar- 4 3
lying cauvse laf. DUE TQ (<] T Lt N : . —W

PART 1I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not releled 1o the terminal PART 111 H  daceased hs  female was
disease condition given in PART | [a} there a pregnancy in last 90 dayy

I[] Yes l O Neo I 1 Unknown
19. WAS AUTOPSY [ 20a. ACCBENT 5U|CDIDE HOMéCIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART II of itam 18.)

DATE AMENDED

DOCUMENT

20¢. TIME OF Houl Month, Day, Year I
IMJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY |e.g., in or sbout home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, straet, office bldg,, ete.) .

NOT WHILE AT WORK [J .
n_éz_"_i"_&and last saw ;ﬂ,nlivc on__Lz_ —/d - & 3

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATICN

2l.. 1a ded the d d from /7‘6 a

[l
5330 A
Death octurred at. L] 1 ] m on the date stated above, and to the best of my knowledge, trom the csuses stated.

4
22s. SIGNATURE agrea ar title) Z 3 22b. ADDRESS 22c. DATE SIGNED

. L . 72-03-63

- Vi
73a. BURIAL, CREMATIO| 3b. DATE 23¢. NAMEFOF CEMETERY OR CREMATORY 23d. LOCATION {Cify, tawn, or’county) [S1ate)
REMOVAL [Specify)

burla ' 12=-14-1963 Qak Hill Cemetery Q0ak Hill, Mo.

24. FUNERAL DIRECTOR ADDRESS DATE RECD. BY LOCAL REG. | 26 REGISTRAR'S SIGNATURE
Gottenstroeter Funeral Home é& 2ewden 3,196 3 :Z?z! 8, A hesee :J!E Qrnsere)

_emm [Licensed Embalmer’s Statement on Reverse Side)

USE BLACK INK

SHOULD READ

TYPEWRITER RIBEON

BY AFFIDAVIT OF

{TEM NO.




STATEMENT ‘B_Y LICENSED EMBALMER

| hereby cedify that the body whose name is recarded on the reverse side of this cenificate was embalmed by me,

or by : : . Student Embalmer No.

* working under my personal supervision. : - ‘
Student Signeoﬂ‘}%‘l : /}" %

Signature of Student Embalmer .
Licensed Embalmer No. -3 f,? E
b.0. Address_ D crEdl S wdll & 4

.. g
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). : N
If embalmed. by a STUDENT, he' also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above.

. st oot [
.-h; PR SRR LA ”"3 A 2




