DIVISION OF HEALTH OF MISYURI NAeTi0] B

No. 300
o0 || LEDMAR 22 1943 STANDARD CERTIFICATE OF DEATH St FieNovmemmemssrer
’ (7 pRTH M. ar. oism. wo. D 3 priwkay ees. oist. w3210 Rmmm-mo.]_ﬁf .........
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed Hved. If finstisutios: residence befors
. COUNTY . STATE b. COU aiokmlon).
. Cape Glrardeau ° Missouri Borry yiva
b, C(I)EY (1 entaide corpurata Umita, write RURAL sad give | €. 1?“612 OF) c. Cg’g (If outakds corporate limits, write RURAL azd give townahin) /
Loy Pl
TOWN Cape Glrardeau Mo, 3B ROUTS) . row Perryvilie Mo, , 2
d. FULL NAME OF (1f oot in hoapital or instltution, give atreot sddress or Ioeation) d. STREET - (I rural, give locatton) ) / v
HOSPITAL OR ADDRESS
msTiTution St, Francis Hospital :
3.DNE%MEES°EFD a. (First) . . b. (Middle) c. (Last) 4, DATE (Month) (Day) (Year)
(Typeor Printy ~ Emama” 315403 Bergman Hood | beam March 15 1949
5. SEX 6. COLOR OR RACE | 7. \?J‘FD%%E% BIE\\;'SRC%BRR;E‘D‘; 8. DATE OF BIRTH 9. I-A.?E tn n;n ;n:::n ID‘YZII" & NOCR 1 KIS,
(Bpediiy) birthday Hours | Min.
Femal White Widowed & —|}-Nov. 7 1876 | %3 | l
10a. LSUAL OCCUPATION (Ghakindof work | 10b. KIND OF BUSINESS OR _IN- | 11. BIRTHPLACE (State or forslgn sountry) 12, CITIZEN OF WHAT
done di most of wor a, Hf retired} DUSTRY . UNTRY?
oUB86 WOTK Perry Co, Mo, /f) S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Ferdenand Bergman | Anpns Be Prichard Hood
lws. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECUR|NO MT 5 SIGNATURE OR NAME ADDRESS
-, paknown} | (If yes, xive war or dates of service)
“No None /7 e gnzcernd [ ogtpidly Soan DA
18. CAUSE OF DEATH MEDICAL CERTIFICATION mﬁm
| Eater onl 1. DISEASE OR CONDITION ~ .
ll:etor (aio(?::ﬁl(: DIRECTLY LEADING TO DEATH®(4) C%J (22 %‘A ﬁ&xx/% 6-«/ &

ANTECEDENT CAUSES

*This-does not mecn ; Z 2 4
the mode of dying, such | Morbid conditions, if any, piving DUE TO (b}

.08 heart fafture, asthenia, | rite fo the above cause {a} slating - . - -
de. It meons the dig. | {Be underlying couse last.

WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD :"'

case, nfury, or compll DUE TO (¢) . . v
tion tobleh coused death. | 11, OTHER SIGNIFICANT CONDITIONS T ) 5 Fd
Conditions contriduting to the death but not q
related to the disease or condition causing dealh.
19a. DATE OF OPERA- | 190" MAJOR FINDINGS OF OPERATION ’ ¢ T ’ 20, AUTOPSY?
TION
. 1 YEB D NO

21a. ACCIDENT {Bpecify) 21b. PLACEOF INJURY (s.g..Inorabout | 2lc. (CITY, TOWN, OR TOWNSHIF} (COUNTY) (STATE)

SUICIDE . home, tarm, {astory, strest, office bldg ., e10.)

HDM[CID% L - _ﬂ("’ €
21d. TIME (Month} (Day) (Yaar) (Hour) 21e, INJURY OCCURRED | 21r. HOW DID INJURY OCCUR? i

. - - . WHILEAT [ NOT WHILE - : .-
INJURY m. | WORK AT WORK

22 [ hereby certify that I atliended the deceased from , 19 lo , 18 , that I last saw the deceased

aliveon _______________ 19___, and thot dealh occurred al ________ m., from the causes and on the date staled above.
232, SIGNATURE {Degres or title) 23b. ADDRESS 23c. DATE SIGNED

. . g
MM b #“/‘{W ! /M}"M&jm%tﬂn’;”}‘f/
Zh BURIAL, CREMA- I‘ED‘ 24c. NA'U!E OF CEMETERY OR CREMATORY 24d. LOCATION (Clty, town, or count: {Stats)
(Bl ch 18 1ohg H0Ue Cemetery Perryville b,

DATE REC'D BY L%‘-E%L REGISTRAR'S SIGNATURE = Ll.q. 75 FUNERAL DIRECTOR'S s ATURE ADDRESS
Sl <749 é‘ﬁw Vitzeog & 28 Foze /0 M/)Ja

(Ticessed Embalmer’s Statément on sz!rl;Aide)




e
e ‘!-tr"
- T i

. 3:32.1"6;1 Officar HO.-fi--—a----
cw File Humber..=2 Y. Y 7= 282
Late Filed OC Sl Bt S A0

STATEMENT BY LICENSED EMBALMER

I hereby certify 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.

SEUBENTt suunnenctannasarasvnsssanvansrasaas Signed WG/J/ WM
5t d t Embalmer
- - Licensed Embalmer No w ;2 ?

P, O. Address_ bttt f ATt ler. =z

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN
the above constitutes grounds iot revocation of license.)

Ifthubodyhnotembalmed.iactshouldbesomtedabove.

(Failure to comply w|



