THE DIVISION OF HEALTH OF MISSOURI

No.300 [ o AR 2
e | FLED JAN 301957 STANDARD CERTIFICATE OF DEATH _ s s Vo BB
BIRTH RO. _ REG. DIST. NO. M PRIMARY REG. DIST. MO, ém:ﬁ.ﬂmr': Nowwrins SRS
1. PLACE OF DEATH 2. USUAL. RESIDENCE (Where deccased lived. If lnstitgtion: residence before
a. COUNTY a. STATE . . b. COUNTY admimlon?.
0 Perry : Missouri Perry
b. CITY (if outelde corporats limits, writs RURAL -ndm.—:vn.mp) gT%Eﬁ:}?; p!(.):) €. Cg;{ ' a4 Em&‘:‘:‘u“““,‘:ﬁ
TowN  Perryville TowN Perryville TR .
d. FE%PNAME ORF (If met in heapital or institulion, give street address or ioeation) ASJSR‘EEEJS {If reral, gve location) q \
INSTITUTION Perry Co. Memorial Hospikal 14, N. Water St. ! o
3 N E QF . (F b. (Middl . (Liast
DECEASED e (Kinsh (Mlddle) e (Last) 4.DATE  (Month)  (Day)  (Yesn)
(Type ot Print) Iva Mary Zoeller oA Jan. 8, 1957
5, SEX ‘ 6. COLOR OR RACE | 7. VI‘GIARRIE% glE\\i’gECMBRRIED. 8, DATE OF BIRTH 9.::'35':;;:-;“ bl!’ I-I?lu;l:-l IDV'EM F UNOER 14 KEs.
. ., (Bpecily £ ¥ on sys | Hours | Mio,
Female White rrie Jan. 7, 1880 ) | |
102, USUAL OCCUPATION (Give kind of wor, Ob. KIND BUSIN QR IN- 1. BIRTHPLACE . - e
:un-duril_:lmwtn{ -uruull(f:f::::i?t:ﬂr:dl; 196. KI OF ESSDUSTRY ne B (City and Stat: or Foreigo Ca.unuy.'l o 1ztgllJTl%EN?FWHAT
Retired Housewife Perryville, Missouri
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
William V. Brewer | Melinda Thomas | Philip L. Zoeller
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | i7. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea.no, ot unknown} | (If yew, ive war or dates of service) RO. . . R -
no none Philip L.Zoeller Perrvyilie, Mo.

line for (&), (b}, and (c}

. . L v
*This does not mean | PNVECEDENT CAUSES Qo""WFW// M M kb—-’%’!—v -
/ 4

18. CAUSE OF DEATH ] CASE OR CONDITION rEbi 1, CERTIFIgATION IgTERVAL grurwﬂgrin
3 . DIS t { 2 , ,
- Enter only onecauseper | Ty pECTIY LEADING TO DEATH® (g) W %-

the mode of dying, such | Morbid conditions, if any, glving DUE TO (b}
as keart fallure, asthenia, TC to the above cause (o} stating
de. It means the dis- | ° ¢ underlying cause laat.

ease, injury, or complica- DUE TO () . _ i *
tion which caused death. | .11, OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the disease or conditlon ceusing death,

»

19a. DATE OF OP_’E_ngk 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
420! | wOw
21a. ACCIDENT (Bpacity) 21b, FLACEOF INJURY (o.x.. inorabout | 2l¢. (CITY, TOWN, OR TOWNSHIP) [COUNTY) (STATE)
a%ﬁ:glEDE home, farm, factary, street, ofios bldg..eta.)

214. TIME (Mogth) (Day) (Year) (Hour) 2te. INJURY OCCURRED | 2if, HOW DID INJURY OCCUR?
WHILEAT[—] NOT WHILE
iNJURY = | “work AT WORK

e

2. I hereby y that I aliended the deceased from’(y'w ot ; W_ / that I last saw the deceased
alivg.on ' 19_51 and that deghh occurred at_‘I2 : the causes and on the dale stated above,

24z, BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY é/m LOCATION (City, town, or oountr) (Sme)/

AL ¥ .
Tm%ﬁ??af”“’ .-.ll 195 Mt, Hope Cemetery Perryville, Missouri

DATH REC'D BY LOCAL | RE 25. FUNERAL DIRECTOR S 5 fGHATURE AODRESS
R Y

LO)

O ¢ WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD
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- , STATEMENT BY LICENSED EMBALMER ——————
-~ ! L -
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
DY ME, OF DY ittt e ceiietiiaaaaee e P , Student Embalmer NO........cv..--.

working under my personal supervision..

Student ................................................ Sngned M/ B (Y

Signature of Student Eabalmer

e . P. O. Address. 447.%

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

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

‘¥4 this body is hot embalmied, fact should be'so stated above, - - t- - +{f




