THE DIVISION OF HEALTH OF MISSOURI " .

e, HLED APR 27 1955 STANDARD CERTIFICATE OF DEATH cwrmn 13420
BIRTH NO._. ... REG. DIST. WO, _3_1_8_ PRIMARY REG. DIST. n0.1003 Registrar's No. 2766

T PLACE OF DEATH Z USUAL RESIDENCE (Where docoased lived. If fostitation: resideace before

9 a. COUNTY a. STATEMiSSQuri .y - ’:‘:)COUNTY' ) Lo‘]is‘dm:‘j.

b, CITY (I cutcide corporate limits, urrl.u RURAL and give ¢. LENGTH OF c. CITY 5’ - d. Is Residence within lrnits of

[N townahip)| STAY (in this place) OR [] clly ar Ineorpouted townt
TOWN StmuLO}liﬂ« i T ToWN St,, Ferdinand TWP =0
d. F#CIS.IS-PPAAI\?_EO%F (If it in bdapital of Institution, cive strect addross or loestion) AsDr[!;REEESrS (T rural, give loeation)
INSTITUTION  DePaul Hospital New Hallsferry Rd. R#2 Box 513

3 NAME OF ». (First) b. (Middie) c. (Last) 4. DATE Cfoh) (e} (Yo

{ Type or Print) CATHERINE HEINS peaTH March 26th, 195%
5. SEX j 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, A 8. DATE OF BIRTH 9. AGE (lo years| IF UNDER 1 YEAR | IF UKDER o s

. WIDOWED, DIVORCED (8pecify) last birthdar} Mﬂﬂ‘hll Days | Hours | Mia.

female white i 19—

10a. USUAL OCCUPATION (Give kind ofwork f 100, KIND OF BUSINESS OR IN. | I1. BIRTHPLACE ™ (¢, vaa Seace o= Foraiga Counte) 6’1 12, CITIZEN OF WHAT

done during most of working lifs, sven if retired)

hm:gehd £e at hm Stl ) LOuiS COQ |MO| ] USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
' _Henry Brinker { Marie Yeager John C, Heins
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S|GNATURE OR NAME ADDRESS
(Yes. no, or unknown) | (I yes, give wor or dates of service} NO. |
no — Joym C. Heins R#Z Box 513 , Florissant, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enter only onecauseper § I DISEASE OR CONDITION: T - - ) ONSET AND DEATH |

!me for (a), (b}, and {c) DIRECTLY LEADING TO DEATH'(&) NTVD A T‘d 1 Fl ] 1 n 'PP l"e ti on

“This does nof mean ANTECEDENT CAUSES
the mode of dying, such |  Morbid conditions, if any, giving DUE TO (b) _MILQS

fal

ar heart failure, asthenia, rise {0 the cbove cause {a) tating
ete. It means the dis- the.undcrtvmg cause last. , o ' ' ID ).
- case, injury, or complica- DUE TQ (2) S /
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS B\
: . * Conditions contributing to the death but not Q'/\
related {0 the dizease or condition causing death. Fractured femury .\ v .
192. DATE OF QPERA- | 19b, MAJOR FINDINGS OF OPERATION 20 AUTOPSY?
TICN -
YES D NO E

21a. ACCIDENT {Specify) 21b. PLACE OF INJURY (e.g..inorabeut | 21c. (CITY, TOWN OR TOWNSHI (COU“T {STATE)

MHODE home, farm, fa strest. office bidg. eta.)

HQMICIDE . .
214, TIME (Month) (Day} (Year} (Houn 2le. INJURY OCCURRED | 21f. HOW DID INJURY CCCUR?

OF
Wry 3 o y3-p s MM ) Feelad Alnt Y200 F
22, I hereby certify that I atiended the deceased from March 13 1355, _Mﬁl‘_c.h_zﬁ 1955, that I last saw the deceased

alive on _March 261955, and that death occurred al _Le 45 on., from the causes and on the date stated above.

yn,ﬂuae (Degros or le)([l)ub. ADDRESS 23c, DATE SIGNED
/,%[ : M "0 N, Florissant R4, - Mar 27.55

3 BURIAL, CREMA- | 24b. DATE 24:. NAME OF CEMETERY OR CREMATORY - | 24d. LOCATION {City, town, or county) . {State)
TION REMOVAL (Specity) . P
removal 3/29/55 Salem Ev. Iut Mo

WRITE PLAINLY—USING UNFADING BLACK INK—}IAKE A PERMANENT RECORD

DATE REC'D BY LOCAL ISTRAR'S SIGNAYURE 75. FUNERAL DIRECTOR'S S.IG.IATURE - RDDRE'SS
WAR 28 1958~ D M 3. | DIEDRICH FUNERAL HOME,8319 Hallsferry

S' /7; (i.u-ensed Embalmer’s Statemnent an Reverse Side)




vl .

STATEMENT BY LICENSED EMBALMER

by me, or by (e e e e aeeeieeteasaeaeneaaas

working under my personal supervision..

150 A0T (=3 +1 P
Signature of Student Embalmer

Licensed Embalmer No, 4‘7&‘

\
P. O. Address /%41«:

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

If embalmed by.a STUDENT, he also shall sign in his OWN handwrltmg

I¥ this body is not embalmed, {act should be so stated above.

’




