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THE DIVISION OF HEALTH OF MISSOURI

ﬁlEﬂ AUG 19 1930 sTANDARD CERTIFICATE OF DEATH Sate File Mo 203035
' 9IRTH NO. wec. oist. wo. _/ /2= _ eriuaay Rec. vist. m.\s_m:emimaru Na.....!:..—..' —
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers dfooased lived. If 1 : resldence befors
L .A COUNTY ' Fra‘.ﬂ(" i“ 8. STATE PJI{ - ﬂ‘.ﬁT]T‘" i b. COUNTY F ahn‘l u‘::'nnloa]

b. CITY m outolde corpursis tmits, write RURAL wod give

c. LENGTH OF . CITY (1t cutsids sorporate limits, write RURAL acd glvs townahip)
QR G Pﬁ L t.own.hip) OR
own Gerald, Mo, Lvoh

STAY dn hie plaewrtt  OR GeralAd, Ruvral  Luan ,63{::9

d. FH&SLPINTI'AAMEOOF (If not in boapital or fnstituti 2, gire streot add or locatlon) d.AsDrDRﬂFEESrS . (11 rural, glve locatfon) &
INSTITUTION ,
3. NAME OF a. (First, b. (Middl ¢. (Last
DECEASED trirst) \ - (Middle) (Laat) 4 DATE  (Mouth) (Day) (Yem) |
(Twpeor Priney  ANNA MARIA MATHILDA MFEYER DEATH J1ily 8., 1950
5. SEX 6. COLOR OR RACE | 7. #iADRRlEg EWEECIESRRIED 8- DATE OF BIRTH 9.|:GE (Io years| IF ONDER | YEAR | I LOOER 3 WES.
{Bpecify) t birthday) |Montha| Days | H Min
FeMa1 e Whi+e W s 7| Sont _7r 100 Qo o'l "8 |
10a. USUAL OCCUPATION (Gkekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tate or? n ] 12,
dontjurlummolworuumo.mll :-J:a) ) DUSTRY or torele m‘“:,' . Cgb];]z‘ﬁp“(?quAT
‘oNepmi fa Farm Stonvhill, Mo,
$3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME Of HUSBAND OR WIFE
Heinrinrh Fleoaw ) Chrietine Rand fing August MP,VGT‘
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT' S 51 GNATURE OR NAME ADDRESS
(Yes, no.or unknown) | (If yws, xive war or dates of service} NO. 1
- —= — Orrar Moyor, Gewmld, Mies sourt

18. CAUSE OF DEATH EDICAL CERTIF N INTERVAL BETWEEN
. Enter only ohecaitse per 1. DISEASE OR CONDITION ANDyDEATH
Ine for (a), (b, and (&) DIRECTLY LEADING TO DEATH® 5

*This does not sacan | ANTECEDENT CAUSES \‘ O
the mode of dying, such | Morbid conditions, if any, giring DUE TO (8)
ax beart fallure, asthenin, | rise to the above cause (a) stating . Ce - b .- . e e e - - -
ete. It meons the dig. | the underlying couse last. R ~.
ease, injury, or compli _ DUE TO fe) U
tion whizh caused death. | 11. OTHER SIGNIFICANT CONDITIONS - Ty
Conditions contributing to the death but mot . . 3 )
related to the disease or condition causing death. X
“19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF -OPERATION ST T e <o), AUTOPSYT
TION
b ves [ wo Bd
21a, ACCIDENT (Bpucity) 215, PLACEOF INJURY te.¢.. Inorabogt | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE}
ﬁlgﬁgglEDE boma, farm, lagtory,strest, offios bldx..ex.) . LR - -

21d. TIME (Monua) (Day) (Year) (Hour 21e. INJURY OCCURRED Zlf HOW DID INJURY UR? g
WHILE AT Nm‘wmh; . ’

INJURY . | “work AT WOR

/ P >y
2. I hereby céj /lhqﬂ au%dc eceased from 19” hat I last saw the deceased
1 . fro

alive on / and thot death obcrbred he causes and on the dafe staled above.

S 11 I %{/M o, 191788

WRITE FLAINLY—USING UINFADING BLACK INE—MAKE A PERMANENT RECORD

. BURIAL. CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY  [.24d. LOCATION (Oity, town, oz connty) ¢ ° / (State)
v 2 'sn| Stare Crhymek | 1 . Gernald Mpn. Rural

T"_:tg‘lREM VAL (Bndlyl JT ‘{

DATE REC'D au.ocm.
1-7 —

REGE}BJEK RE _———F5 [& UNERAL ola:uﬁs S1ENATURE "ADORE 83
ﬂ j A M

= (licensed Embalmer's Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by ooiccr..

@t eeee-eueesassrs e sans et s SRS sS4 47T R AR R £ R SR O E £1£i SeRRESRees £ 8 S A $E RS e A £ LA SRR € LA 1L et e , Student Embalmer No,
working under my persona! supervision.

Stedent Emb”mr : : Licenscd‘;Embahner No ADH4
u - ’

- . : | " :
P. Q. Address Garald, Miasnuri

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,) '

I this body is not embalmed, facr should be so stated above.




