THE DIVBSION OF HEALTH OF MISSQURI L0

5. Mo.300

Sl STANDARD CERTIFICATE OF DEATH Stte Pl Wy
U LafHDSER 21 1951 318 1003 TRIZ
AL o ¥ 2 WML REG. DIST. NO. . _ PRIMARY REG. DIST. MO. - ¥ Registrar's No,
1. PLACE QF DEATH 2. USUAL RESIDENCE (Wbare d d Uved. If institation: resdd befors
&, COUNTY 2. STATE _ | b. COUNTY sdciulon).
Migsouri . St. Teouis
b. CCI3TY (I outside corpurate I.I.m!u. writs RURAL mdr.:‘-':.hip) CSI'ALYEI:’IEE;: p!?:i) 7{: CITY (It outalds oorporate Umits, wrlh BUEALIM tive townskip) LJL 7 7 LJ
TOWN St, Louis 5 weeks: 7“""“ Fenton :
d. FULL NAME OF (If got in hoapital or institati 3, glve streot add or locatd STREET (I rural, ghve location)
HOSPITAL OR ADDRESS .
INTIUTIONT nearnate Word Hosnital 206 Torkin Williams Road’
S.CI;JEACME %FD 8. (First) b. (Middle) c. (Last) 4. DATE (Month) (Day) (Year)
(Typeor Print)  Mamie Anna Sperry DEATH Septa. L, 1951
5, SEX .6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (Io years| r 0ER 1 YIAR | 7 Inokm 1 s,
WIDOWED, DIVORCED fiBpecity) Laat birthday} Monl.h, Days | Hours | Min
emale e Married June 7, 1910 inl '
10a. USUAL OCCUPATION (Givokindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn stuntry) 12. CITIZEN OF WHAT
done during mowt of working Life, evan If retired) DUSTRY . D COUNTRY?
Housewife Own home Warren-County, Missouri U.S.A,
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE .
~ Fred J, Oberheman j Cathrin [ae Hi1Y | Horsme Snerpy
i5. WAS DECEASED EVER !N U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
(Yes. o, or unknown) | {If yes, mive war or dates of sarvios} HO.
NoO - None Horace Sperry, Fenton, Mol _
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

CNSET AND DEATH

. Enter only onecauseper | |. DISEASE OR CONDITION .

Hne far (a), (b), end (£) DIRECTLY LEADING TO DEATH® (a) y’!"‘._ .
*This does not meen | ANTECEDENT CAUSES —

the mode of dyfing, such | Morbid conditions, if any, gising DUE TO (b)

a8 heart faflure, asthenia, rise {0 the above cause {a) :tatfng e . A

dte. It medne the dii- | the underlying couse last. - -

case, infury, or pli DUE TO (c) - - - O
. tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS & - : 4 W Z
% Cunditions contrituding to the death but not M" £ £ r
related to the disease or condition causing death. -{,ﬂ
. 19a., DATE OF OP.FRA- I9b. MAJOR FINDINGS OF OPERATION - L . - 20. AUTOPSY? .2V
F
e — ves (1 o (G~
i Zla ACCIDENT {Bpacily) 2ib. PLACEOF INJURY (eg..inorabout | 21c. {CITY, TOWN. OR TOWNSHIP) ) (COUNTY) , (STATE)
SUICIDE . bome, tarm, lactory, streei, offics bldy., 0. .
HOMICIDE
21d. TIME (Moath) (Day} (Year) (Hourn 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
= WHILEAT NOT WHILE A& X
INJURY WORK AT WORK .

2. I hereby certify that I attended the deceased Jrom ‘:&?&J_ 185/ o @Lﬁf_, 1854, that 1. 1dat sats the deleased
aliveon __7~ ¥~ , 19977, and that death occur¥ed at _/ L2 _Avm., from the causes and on the date stated above.
2%. DATE SIGNED

23a. SIGNATUR . . . ' (Degres or title) | 23b. ADDRESS
7%@ Wﬁ) 32-5'}’_,4/1«—4-( e | PRET-57

2. BUR MIOAVL CREMA. | 240, DATE /7 T24c. NAME OF CEMETERY OR CREMATORY ;; | 24d. LOCATION (Olty, town, or comnty) -+ (Biate)
(Bpdly) ’
. Burla 17 19/7/5Y St. Luke's Cemetery | Big Sprines,. Missouri

_7‘_WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD (7

1G 25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS
M}l‘y Schrader Fun! 1l _Home ,_&l—lﬁig&

~ {Licensed Embalmer’s Ststement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by @€, 0F b¥emovecerenee

aeary

working under my personal supervision.

31 gnedieseiasseasasnarsananans ceesserirana | A ?{'5-/%

Student Embalmer Licensed Embalmeg No
P. O. Address 4/(&%,%,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license,)

Tt this body is n(;f embalmed, fact should be so stated above. . T




