5.

‘.

No.
10.

~\
NO-0

WI{I’I‘E PLAINLY—USING UNFADING i%I.ACK INE—-MARKE A PERMANENT RECORD

3o
48

- BIRTH NO.
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1948

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. Z : ‘-3 PRIMARY REG. DIST.

State File No.rnmesiessisiins onsriieeiom

o 6720

Registrar's Mo

I. PLACE OF DEATH
a. COUNTY Perry- -

2. USUAL RESIDENCE (Where dJ before
2 STATE. Migsourl

2d

d lived.
b. COUNTY

It i

N

b. CITY (If vutalde corpurate limits, writs RURAL and give

township)

¢. LENGTH OF

STgf '.Y plare)

adiniminn).
Perry
c. CIW (I outside corporste limits, write EURAL and wive towrahig’

Frohma Mo, AT

OR
Town  Frohna M, TOWN
d. FULL NAME OF (It ot in bapiial or i ion, give streat address or d. STREET (It rural, give Ineation) d
HOSPITAL OR ADDRESS 2
INSTITUTION O
3 I'.!;IE}?:%E s?a'a a. (First) b. (Middle) c. (Last) 4 DATE (Month)  (Day)  (Yeur)
(Typeor Prinz)  LAUPA M, Popp pEATH Aug, 31 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARR 8. DATE OF BIRTH 5. AGE (I years| IF ONDER | YEAR | [F UNDER a0 Was,

Female

White

wi %ED DgOR&ED (7’““,)

irthday)

67

Monﬂn’ Days Honnl Min.

Sept. 14 188

10a. USUAL OCCUPATION (Giiwe kind of work

mut of ‘eriuf"“ if rotired)

dona

10b. KIND OF BUSINESS QR IN.
DUSTRY

11. BIRTHPLACE (State ot forelgn

Perry co. Mo,

itry) 12. CITIZEN OF WHAT
RY?

13a.

FATHER'S NAME

August Scehroeter

13b. MOTHER'S MAIDEN NAME "y

Mary Lueders

14, NaME OF HUSBAND OR WiFE

Andrew Pooup

.t

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

| {If yos. wivo war or dates of service}

1Y es. 0o, 6r unknown)

No

None

16. SOCIAL SECURITY
NO.

17. INFORMANT'S SIGNATURE OR NAME

Andrew Popp Frohna Mo .

ADDRESS

. Enter only onecause per

18. CAUSE OF DEATH

line for {a), (b), and ()

*This does not mean
the mode of dying, such
ax heart follure, asthenia,
elc. "It -means the di--
case, infury, or complica-

1. DISEASE. OR CONDITION
DIRECTLY LEADING TO DEATH* ()

ANTECEDENT CAUSES

Morble conditions, if any, glving DUE TO (b}

MEDICAL RTIFICATION

INTERVAL BETWEEN

Oﬂs’l-;:; AN DEA'I'H

WWW

rise to the above cause (c} sating

the underiying cause last.

DUE TO (c)

_ 24

tion which caused death.

[1. OTHER SIGNIFICANT CONDITIONS -

Condifions eontributing to the death but not -
related to the disease or condition cauring death.

uaolpin Ml bty

alive on

, and that death occuf;red al

1%9a. DATE OF OP_FIF(()?‘- . 19b, MAJOR FINDINGS OF OPERATION -1 20, AUfOPSYT
ves [ o [

21a." ACCIDENT (Bpecity) 21b. PLACEOF INJURY (o.g..inorabent | 21, (CITY. TOWN. OR TOWNSHIP) {COUNTY) ) {STATE)

SUICIDE home, farm, factory, sireet, office bldg.. ate.) . -

HOMICIDE _ :
21d. TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED |} 21f. HOW DID INJURY OCCUR?
- OF : -7 WHILE AT NOT WHILE .

INJURY m. | WORK AT WORK . -
2, I hereby ¢ deceased from Li_%& 4%;_31_ IBﬂ thai I last saw the deceased
22 1. m., from theEauses and on the date stated above.

3. SIGNA

cerlify that I attendecif
J.@a_m
E

Q ﬁ (Dema or tItle)

23b. ADDRE 5 m I ?/\7 SIGNED

BURIJAL, CREMA—
TIONéiEMOVAL {Bpecity}

a

24b DATE

24, l\A'\'lE OF CEMETERY OR CREMATORY

ILutheran Cemetery

244, bécn‘nou (Olty, town, or county) {State).

Frohna Mo,

Sept 2 194

25, FUNERAE DIRECTOR'S S1GNATURE | ADORESS
g VW & W/@’//m

77 Ciceased Erbalmer's s:;m{.m Reverae; STe)




r =CEIVED 7-27-%7
et Hoalth OPPicer 0w laweeesi?

, ¢, File Number.._i.(f...‘z_:--.‘;.?;;gfz
bata J:-'iled:__- : e e i 12 i M LI D

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 ...

.......................... Studeant Embalmer No.

working under my persona! supervision,

SEUAENT sunananrerrenennsnsanivaisisinranes Slgned_""_{z%/ /ﬂ%’f .....................

Student Embalmer
Licensed Embalrmer NOP?/ ................
P. O. Address... =€z Z

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW G., (Failure to comply with
the above constitutes grounds for tevocation of license.)

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




