THE DIVISION OF HEALTH OF MISSOURI

. 300
STANDARD,CERTIFICATE OF DEATH st Fie oo TS L ...
-alaTEulE.n APR 9 - 1956 REG. DIST. NO. Mrammv REG. DIST. w—MRmmmyum 2”3
1. PLACE OF DEATH - 2. USUAL RESIDENCE (Where decessed lived. If institution: residence befors
a. COUNTY oniteau . STATE . . b. COUNTY . adinisalony,
O M Missouri Moniteau
b. CITY (I outside corpurata Hmits, writs RURAL and aive c. LENGTH OF ¢, CITY (If outaids corporats limits, write RURAL and give township) @
OR o al ifornia wwnshipd| STAY (in this phace) Tg‘BN s Y
TOWN days rural walker l
d. FULL NAME QF (It not in hospltal or insticution. give streot addrom or locatlon) d. STREET 1 af rarul, give loeation) . ‘.
Merronos Lathan Sanatarium ADDRESS 52 mi, East of Califoria
EX 645%!\&5 s?:'i-: a. (First) b. (Midd.le) ¢, (Last} 4 03]1._-5 (Manth)  (Day)  (Yean
(Twpe or Print) Marwu Touise Heidbreder DEATH April T T956
5. SEX { ‘ 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,” /| 8. DATE OF BIRTH 9. AGE (la ysars| W UKDER t YUAR | F waDER & s,
. WIDOWED, DIVORCED (Bpeciiy) . Lnat birthday) | Moatha ] Days | Hours | Biin.
female white married jan., 8, T89T 65 I
10a. USUAL OCCUPATION (Givekindotwork | J0b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forein country) £ | 12_CITIZEN OF wHAT
dooe during most of working life, even if retired) [es DUSTRY B . COUNTRY?
housewife : Moniteau Co,, Mo- U.S.A,
138. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Henyy B, Lammert Fldora Z, M i -
i5. WAS DECEASED EVER IN U, 5, ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Ywe. bo.orunknown} | (If yes. xive war or dates of service) NP. i . e .
no none Walter Heidbreder: Californis . Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION.Y L INTERVAL BETWEEN

" caumper | 1. DISEASE OR CONDITION v ONSET AND DEATH
- ioter only oneasu Pt | "DIRECTLY LEADING TO DEATH® 5 ( ZE re AV /ﬂM oY Loy
5

line for (8}, (b), and (6

o door o | ANTECEDENT CAUSES . _
the mode of dying, such | Aorbld conditions, if any, giring DUE TO (b) _'Zi%&dk
.|| as heart fatlure, asthenia,- |- -rite L0 the above cause (a) slating . .- . . .

. It means the dis- | the underlying cause laat.

eare, injurp, or complica- i DUE TO (c)
tion which cauged death, | 15, OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death dut not
related to the disease or condition enusing death,

19a. DATE CF QPERA- | 19b. MAJOR FINDINGS OF OPERATION . - - ! o 20. AUTOPSY?
331X

ves (] NDE

USING UNFADING BLACK INKE—MAEE A PERMANENT RECORD

21a. ACCIDENT Spmetty 21b, PLACEOF INJURY (s.5.in 21c, CITYjOWN.OR Ta'lﬂﬂﬂ COUNTY) STA ’
a SUICIDE ! ' hnm..lum.lamry.luu\.‘n.ﬁ'uibl:::::; ¢ ( P)_'\ N ( e H ( m
HOMICIDE %{M E‘.‘ ot %‘J
21d. TIME (Month) (Day} (Year) (Houn 21e. INJURY OCCURRED | 211. HOW DID [NJU# OCCUR? !
ey ] e
c
; 2. I hereby certify that I atlended the deceased from ._,3,::_2L,, 1951_ lo ._cf__L._— 19;.[(: that I last saw the deceased
3" aliveon 4 (. 19_"5_ and that death occurred al _fQ._S_'Ibm from the eauses and on the date stated above,
1 '23a. SIGNATURE (Degreu itlc)a 23b. ADDRESS 234, DATE SIGNED
m -] 'J p—
& 2 "BHER Mlg\lr'ALCREMA 24v. DATE 24-. NAME OF CEMETERY OR CREMATORY | 24d. L:tcn‘%ou (City, mm, ot county) (State)
. (Epucify) - - 3 nla o]
g yeinle | April 4,56 Evangelloal Califar | .
DATE BY, 7 1GN 5. FUNERAL DIRECTOR' S 5 GNATURE ADDRESS
- . ~ ‘
)QE 2;42?0') g §¥r§é 5?677 0G| (€ Wk _ Codfmne Mo,
4 Ve

V(ﬁﬁud Embalmer’s Staternent on Reverse Side)




o

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— ..

- e ettt mememt e tast ebanatas baeae . Student Eabalwmer No.

Signed A, E. Wokrom

Sligned.ccananss s.t.;.d.e-':.t--é;';.n.l.';;.r ........ wavaa Licensed Embalmer No 2351

working under my personal supervision.

P. O. Address. California, Mo..

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

Achisbodyianotembalmed.fmahculdbewmd-above.

~




