THE DIVISION OF HEALTH OF MISSOURI o Y %

2. I hereby certify that I allended the deceased from & & 19% { to M 1912_ that I last saw the deceased
alive on M 19.41 ‘and that death occurred at _G_.M,m Jrom the causes and on the date staled above.
23a SIGNATURE (Deg‘mo or title) 23b, ADDRESS 23. DATE SIGNED

/49 4?{;&1 £9 -0 Wﬁw . 9-12-9¥
BURITAL, CREMA- DATE 24c. NAME OF CEMETERY OR CREMATORY de I.OCATION (Clty, town, or ooanty) ) (Smte)

i
TION. REMOVAL (Bpeeity -
Burial o Sent 12, 194 Elmwood Cemetery | Maxice, MissoQri’

R/E%Sr? %RE%M 7 zs‘/tj;;:;:nz n sm/uonss TN

T fensed %lmlfl Statemeat on Reverse e

S. No.300 ﬂ S P 2 )4 .€
o ot LED SEP 20 1343 sTANDARD CERTIFICATE OF DEATH e o POLIR
) - BERTH MO. REG. DIST. no./_o___rnmmv REG. DIST. KO.,a_qgg_ Kegistrar's No / @ 3
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where Jecomsed lived. If institution: reidence before
\ a. COUNTY Audrain a. STATE issour i b. COUNTY Andra iﬂ ad.siselon).
4 b, ClTY {If octoide corpurate limits, write RURAL and xive €. ALYENGTH pl.?F c. ClOTF\{ (If putside carporats limits, write RURAL acd give township) l!/
——— nabip) (in thi H . * N
nj‘ TOWN Moxico, Missouri owmetivt) STAY G SR BE Town Maexico, Missouri ]
g d. FU!._SL II!I"AT.EOOF (1 not in hospital or inatitytion, give streat add or loeation) dASg-DRRE& (i runsl, give location) ) 'k
0 INSTITUTION 515 Wast Boulsvard | 515 West Boulevard 7
g = NAME OF = (it b. (Middie) e, (Last) COATE (Mowh)  (Dep) (Yo
B ( Type or Print) EDHA HINDRIX oAt Sept 10, 1949
é 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (Ip years| IF UNDER | YEAR | & uaDER & mRs.
- % || Perale / Vhite w'm‘faEPr'?L&?f*CED/‘”““‘"’ Sapt 27, 1885 I ""8*““’6 57 |stomta Dars | Howm | 3o
; 10n. USUAL OCCUPATION (Giwekindof work | 30b. KIND OF BUSINESS OR IN- | t1. BIRTHPLACE (State or forelss country) 12. CITIZEN OF WHAT
[« done during most of working lite, even if retlnd) DUSTRY A . NTRY?
B | —Mousewife : ¥issouri
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
e Gaorge W. lessmann "Upknown - | Oliver Herdrix
b 5. WAS DECEASED EVER IN U.S.ARMED FORCES" 16, SOCIAL SECURITY | 17, INF, QMANT' S SIGNATURE OR_NAME ADDRESS
“ {Yea, bo, o1 unknown} | (If yes, xive war or dates of servics) . NO. - ) -
2 No None : Hlo
I 18. CAUSE OF DEATH** *_', P MEDICAL CERTIFICATION . mnvil;‘g%n
i [ Entercoly onecsiiseper | I DISEASE OR CONDITION /‘l' T
Z |l vioefor (s, (b: o ey | DIRECTLY LEADING TO DEATH"(q) Conbiotirr g iﬂa ,
E aThis doer mot mean . ) ANTECEDENT CAUSES -/‘: >4 y , J
- the mode of dying, such Morbid conditions, if any, giring DUE TO (b) gda" v
as heart follure, asthenin, | 7ise 1o the abore cause (a) glating
=]
1= cete:- It means the dig. | +-the underlying cauae last. . . . oo 4
o case, injury, or complica- DUE 10 (c) ; 79 ’
P tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS
= Conditions contributing to the denth but not & ‘ é , / j
E related to the disease or condition causing death. M
ﬁ 19a. DATE OF DP’FITJABI 19b. MAJOR FINDINGS OF OPERATION . , 20. AUTOPSY?
z‘ - - - . e - *a e . o . . A :
z s (1 o B
e 21a. ACCIDENT * (Bpeclty} 21b, PLACEOF INJURY to.g..lnorabont | 2lc. {CITY. TOWN. OR TOWNSHIP) (COUNTY) (STATE}
h SUICIDE homa, farm, Iactory, street, office bldy., ste.)
é HOMICIDE -
g 214. TIME {Mooth) (Dey) (Year} (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
¥ Ny WHILEAT[ ] NOT WHILE
5, WORK AT WCORK
[
]
—
-
[
[N
2
3




g
v
ey
G

RECEIVED S5 15 iney

Oistrict Filo Nusoce - /5
w

—%
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 Embaimer Mo,

working under my personal supervision. 4

Student sesnsvesascscscnes aesansancenns ve s
Student Embalmer

Licenzed Embalmer Noj\)’zq .............. \> .........

P. Q. Address__.m..w,ﬁ.t
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.) .

If this body is not embalmed, fact should be so stated above.




