WRITE PLAINLY—USING UNFADING BLACK INE—MARKE A PERMANENT REGCORD

FILED JUN 8

1955

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

wes. oist. wo. __ /O prowary rec. oist. wo. 300 2 Registrar's No.._./..d.....,

RYZTE STE N i

line fer {a), (b), and {(c) DIRECTLY LEADING TO DEATH® ()

Y
*This does not mean ANTECEDENT CAUSES

- BIRTH NO.
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where Jecossed lived. If lnatitution: residence belore
. COUNTY . STATE b. COUNTY adimisaion),
: Audrain 2 Missouri Audrain™™
b. CITY (It outside corpurato limits, write RURAL and give c. LENGTH OF || ¢ CITY 4 Is Residence withln lhads of
towtahip)| STAY tin this place) OR a ity of incorporated town?
Town Mexico day TOWN Mexico 8 Y0
d. FULL NAME OF (If net in hospital or institution, give strect address or location) STREET {1t rural, give locatian) 0 d ""
HOSPITAL OR ADDRESS
INSTITUTION  Audrain County Hospital 729 South Jefferson
3. NAME OF T (First b. (Midsdle % (Last
DECEASED 8. (First) { ) (Last) 4. DATE (Month)  (Day)  (Year)
(Tvpeor Prin)  Agnes Jurgensen Badaracco DEATH June 2 1955
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,.Z] B. DATE OF BIRTH S, AGE (in years| ¥ UNDER 1 YEAR | ©F UNDER 0 23,
WIDOWED. DIVORCED (pectts? |- last birthday} |Months| Days | Hours | Min.
Fenple [ White Widowed June 17, 1874 { 80 . 111115
!O:Snl;lgg?nL‘ Sifffﬁfloyﬁf‘.ﬁﬂ'ﬁﬂfﬁ 10b. KIND OF ausmssso%asr H‘\F . BIFITHPL?CE (Gity sad State ¢z Foreigs Gountryl ol 12, CITI%EI¢ OF WHAT
Housewife Own Honme Macony Missouri ,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF MUSBAND OR WIFE
» Ferdinand Jurgensen Elizabeth Broel Deceased
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT- 5 SIGNATURE OR NAME ADDRESS
{Yes, no, or ynknown) I {If you, rive war or dates of sorvice) NO.
no none Dot £ Mr, John A, Badaracco Mexico, Mo.
18. CAUSE OF DEATH ) INTERVAL BETWEEN
Enter only onecauseper | 1. DISEASE OR'CONDITION = |- OHSET AND DEATH

/0 paes/

Aorbid conditions, if any, gising DUE TO (B) _
rize to the abore couse (a) daling
the underlping cause last.

the mode of dying, such
a2 heart fatlure, asthenia,
etc. [t means the dis:
case, injury, or complica-
tion which caused death.

DUE TO (6] “F
I1. OTHER SIGNIFICANT COMDITIONS

Condilions contribuding to the death but ol
related to the dizease or condition cousing death.

19a. DATE OF OP_,E_;RO)’N 195, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
e IR ves (1 wo kd”
21a, ACCIDENT (Bpecify) 21b. PLACEQF INJURY (o.x..dnerabeut | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE home, tarm, fRotory, street. office bidg., ot}
HOMICIDE 7 * .
214, TIME (Month) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR?«
WHILE AT[~=] NOT WHILE
INJURY a. | iork L] "ATWORK N
o —
A Iﬂfa.‘_, that I last saw the deceased

ify that I attended the deceased from B —ﬁzﬁ lo
LI | , and thal death gecuyred al m.,

rpm the causes and on the date sfaled above.

Zia. SIGNA E @[\
=

- %}.fbmlfd zf:ub. ADDR%' ’ /Qb

23c. DATE SIGNED

o383

24a. BU RMI(.)I\IKLCREMA- 24b. DATE 242, NAME'OF CEMETERY OR CREMATORY (z.dd. LOCATION {City, town, or couniy) {Gtate)
TIPN. RE] {Speeily) . - ..
Birtal 6=4=1955 Mexico Catholic Mex _ ouri
ATE REC'D BY LOCAL | REGISRMYS SIGNATU L : ﬁzs FURERAL DIRECTOR'S S| GNATURE ADORESS
Rl
- 2 ; Arnold Funeral Home Mexico, Mo,

(Licented Emhaln}é'r'o Statement 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 emb

.................................................................................. , Student Embalmer No...........

working under my personal supervision..
LA T 1] o U Signeqd.s, « m/f‘??;‘z&
Signature of Student Embalmer

P. O. Address .~ .7 Z%"(;

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

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

I¥ +his body is not embalmed, fact should be so stated above.



