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Coroner cannot certify to o death due to natural causes.

USE ONLY'BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

caroner, ete. must use only standard nomenclature in item 18. No symptoms will be listed. All

q~, disesses in Part | must be casually related.

~ Doctor,

ALED SEP

17 1956

Registration Distr

THE DIVISION OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

179 .

iet No.

STATE FILE NUMBER

-.. Primary Ragistration District Nn& 4-7 .............. Registrar's No. / ds

1. PLACE OF DEATH 2. USUAL RESIDEMCE (Where deceasad lived. I institution: Rnslden;- before
« COUNTY  TLincoln o STATE Mjgsouri » COUNTYLincoldA™
b. CITY {If outside corporare limits, give TOWNSHIP only}| Inside Limits c. CITY Inside Limirs
- i Yests N R« Hawk Point : X
towwn  Bedford township os o TOWN P YosH NoU
<. :gls-'g-l_?:t‘%gf: { Nj(_);ll(n:hs ital, V°|°c°|' &LB“E"’ of stay in 1b d. STREET (1f outside, give Q?:rizn)() Reside on Farm
INSTITUTION HOQDjt91 2 weeks ADDRESS YesD NoO
3. NAMIL OF First Middle Leat - 4. DATE Monih Pay Year
‘DECEASED . OF ]
(T9pe or print) Josephine Hagemeyer oeath Sept. 10, 1956
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR BIF UNDER 24 HAS.
[ : marriep [] neven warnseo [J .2 hiqﬁduv) Monthe | Davi | Hours | Mia.
Female White Wi0o ovorceo [ DeC. 9, 1878 7 {
] 10a. USUAL OCCUPATION (Gioe kind of work done | 104, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and mtate or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) A X 0
ome Own home Lincoln County, Mo. T.S.A.

13. FATHER'S NAME

Diedrick Nagle

14, MOTHER'S MAIDEN NAME

TLena Niemeyer

(¥es. no. or unknown)

no

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
I (If yre. give war or dates of seraiee)

16. SOCIAL SECURITY NO,|17. INFORMANT

none

Mrs. Edith M. Engelhardt

address Hawk Point,
Mo.

18, CAUSE OF DEATH [Enter only one cause per line for (g}, (b). end {c).]
PART ). DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (a) RENAL FAILVRE DAYS
Cgm‘thmona if any. | ouE To (b) MyocaARpIAL NSy FRICICVCY - b mas
whteh gaee na -] R .
ahove cauge (8, . l /
. Iing? csd e, ) oue T (0 ARTEOx|0osc ExoTIC. NI . DISERMET A s
=} PART |). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN-IN PART t(1). D X xﬁg:;‘égﬁ\’
h .
3| CowemaLZED ANASARCA o 200 | s n®
E 20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED, (Enter nature of infury in Part Ior Part 11 of item 18.)
§ (] a O
2|20 TIME OF  Hour  Month, Doy, Year
) - INJURY a.m, -
E p.m.
X | 20d. INJURY QCCURRED 20¢. PLACE OF INJURY (£. g., in or ahout home, |2} CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D farm, factory, street, office bidyg., ele.) :
WORK AT WORK
21. | attended the deceased from 'o ’1' s-s- ., to ?/’ /3"‘ and last aaw _,::.:; alive on m‘——
Death oceurred at ' m on the date stated above; and to the best of my knowledge, f1am the causes stated.
2Z2a. SIGNATURE aree or title) (C 22h. ADDRESS 22c, DATE SIGNED
MG / /’19 ‘370 €. woOD 77&3'(, 7//0/:5

234. BURIAL, CREMATION,
REMOVAL { Specify)
Buria

230, DATE

9=-12=56

. NAME OF CEMETERY OR CREMATORY

City Cemetery

23d. LOCATION (City, town, or county)

(Sraze}

24. FUNERAL DIRECTOR

ADDRESS

F.W.Nieburg & Co., Warrenton,Mo

7 — /ST

{Licensed Embalmar’s Statement on Reverse Side)

25. DATE RECD. BY LOCAL REG,

Warrenton Mo,
26. ISTRAR'S SIGNATU t




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em

working under my personal supervision..

. } ‘
Student.....ocooveiiiiii e ec e i e f o ST 15 - 2l ...

Signature of Student Enbalmer

Licensed Embalmer 35
P. O. Addresst

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {1
to comply with the above constitutes grounds for revocation of hcense)

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

If this body is not embalmed, fact should be so stated above.

e
'




