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j S A

. PLACE OF DEATH ,
s COUNTY- Gt Francoiq,

a. STATE MO . S

2, USUAL RESIDENCE (Where dec,

ed Ip_ed If institution: Residence befare
ﬁl’l cois

admission)

t b-Q

b, CITY {If outside corporate limins, give TOWNSHIP only)
QR N
1owN Bonne—lerre

Length of stay in 1b c. CIIY

1 Day

own Knob Lick Mo.

Inside Limits

Yes O No&

¢, FULL NAME QF {If NOT in hospital, give location)
HOSPITAL OR

INSTTUTION  Bonne Tarre HOSP

d. STREET
ADDRESS

Inside Limits

Yesm No O

Reside on Farm

Yes [1 No [3

[ tutside, give location)
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DOCUMENT

SHOULD READ

ITEM NO.

BY AFFIDAVIT OF

MEDICAL CERTIFICATION

. NAME OF DECEASED
{Type or print}

First

Charles

Middle Last

Hollinger

4. DATE
OF
DEATH

Yoar

1965

Month

May

Day

7

6. COLOR OR RACE

Male White

5. SEX

7. Married
Widowed

Mever Married [J 18. DATE OF BIRTH

Diverced [ 5-—15-1889 75

9. AGE (last birthday)

IF UNDER | YEAR
Months Days

{F UNDER 24 HR
Hours l Min.

10a. USUAL OCCUPATION (Give kind of work done
during most of working life, even 1f retired}

10b. KIND OF BUSINESS OR INDUSTRY
Carpenter

I1. BIRTHPLACE (City and

Clarkton,Mo.

12. CITIZEN OF WHAT COUNTRY

USA

siate or country)

13a. FATHER'S NAME

John Hollinger

13b. MOTHER'S MAIDEN NAME

Holland

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

16, SOCIAL SECURITY NO.

17. ENFORMANT

PART 1. DEATH WAS CAUSED

IMMEDIATE CAUSE ()

Conditions, if any, DUE TC (b}

1‘3: ur&nov J(li yey, give war or detes of service)
CAUSE OF DEATH (Enter only one cayse paur line for (a), {b), and {c). .

which gave riss to
sbove cause (e},
stating the under-

lying ceusa last. DUE TO {c)

14. NAME OF HUSBAND OR WIFE

Elizs Combs Hollinger

Address

INTERVAL BETWEEN

0;857 AND DEATH
1}

Eliza Hollinger Knob Lick, Mo,

PART 1L
disease condition given in PART | (a

1
OTHER SIGNIFICANT CONDITIONS] CONTRIBUTING TO DEATH/but not refated“to the terminal

PART 1. If deceased wes  female was
there o pregnancy in last 90 days.

l_[j Yes I O Ne I 0O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT
PERFORMED?

sm%oe
YES J NO 1?’\

HOMICIDE
]

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

nijury in PART | or PART W of item 18.}

20c. TIME OF Month, Day, Yesr

. INJURY =

Howr »
“dm,
B,

20d, INJURY OCCURRED
WHILE AT WORK
LY NOT WHILE AT WORK ]

20e. PLACE OF INJURY (e.g.,
farm, factory, strosl, office bldg., atc.)

in or about home,

20f. CITY, TGWN, OR LOCATION

COUNTY STATE

2I.

77

] un:nded the decessed from___’%%_ﬂgm_%—%
Dearh occyurred ol 7/ Ll — m on the d

7 77

and fast saw h|'=m alive on

ate stated sbove, and to the best of my knowledge,

}%auJé/gésf

m the causes stated.

{Degree of tlile)

22a. SIGNATU
2 [

22b. ADDRESS

2

23b. DATE 2.

May 10,196

Z3s. BURIAL, GREMATION,
ﬁEMOVAL lrecify)
urla

AME OF CEMETERY OR CR

4Li ertyville Christiar

MATORY 23d. LO|

Li

N (City,

ertyv1lle Mo.

wh, for colinty)

24. FUNERAL DIRECTOR ADDRESS

25. DATE RECD. BY LOCAL REG.

Mo. fyitanF /965"

GISTRAR'S SIGNAT

C.H. Cozean .Farmington,

d Ernbal on Ravaua Side)

(Li




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No,.

P. O. Address.

~ Nofe: 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. handwrmng
If this body is not embalmed, fact should be so stated above.’




