y to a death due to natural causes.

;-

‘USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Corener connot certif

s

diseases in Part I’ must b_e/cusual'iy related.
N : AL

D
-3

FILED JUN 20 1857 STANDARD CERTIFI
Registration District No. __2’047

—-.Primary Regislrmion District No.™®

THE DIVISION OF HEAL TH OF MIS50URI

CATE OF DEATH

J76 éJSTAQZ. ’Nuaes 8 """""""""
- Rugisar's Ne AR ...

1. PLACE OF DEATH /7 2. USUAL RESIDENC'EL'(V{hnu dacepsed lived, M.institution: Rcsldjazso holon)
. STATE - & k- . b. NTY & ; }admissian
> CouNTY  Marion ° Missouri™ “"""Marion
b. CITY (If outside corporate limits, give TOWNSHIP only} | Inside Limits e. CITY et « e Al ~'inéidj:‘i::|}mi]5
OR
Tow  BumEtoem 3&4{“ Yesu NoX 2R H&&B:thaﬂm M Yoo nex
c, Egls_ll:.‘_l_::l:a%gF (ll};onhospuul, give locatien)|Length of stay in 1b 4. STREET - qf outside, give |@a%un) L/ Reside on Farm
wswution  ReRe # 3 47 yrs.| * Mbress R,R, # 3 v Moo
3. NAMSE :r First Middle Last [N Dc.:FTE Month Day Year
DECLASED
(Type or pring) Frederika Seiz  Poppe DEATH 6 -9 - 57
5. SEX 6. COLOR OR RACE |7 MaRRigh K] NEVER MARRIED [ J| & DATE OF BIRTH I - AGE (In years | IF UNDER t YEAR [IF UNDER 34 Has,
; X L thday) ['Months | Dam | Hours | Min,
Female White wooweol)__awonceor| NOV+- 1, 1875 | “BY’ | |
10a. USUAL OCCUPATIO éafn’e kind o/work!fozg 100. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City and afate or country) |12, CITIZEN OF WHAT COUNTRY?
R ife, even tf relire : . -
HEY GG e e e Y Home Wirttenberg, Germany U.S. -

13. FATHER'S NAME

Gottfried Seliz

14, MOTHER'S MAIDEN MAME

Eva. Miller

15, WAS DECEASED EVER IM U.S. ARMED FORCES? 16, SOCIAL SECURITY NO.

17, INFORMANT Addrens

% ¢ or unknown) (I yes, cive war or dates of service)
No' ———————— Henry J. Poppe, R.R. #3, Hannibal,
18. CAUSE OF DEATH [Enier only one cause per line for (a), (b} agd (¢).] INTERVAL BN
PART L. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE {a) 7Y
7 o 3 »
Conditions, if any. | pye To (b 2ttt _p
which gave risg to .
above c;uu ;e)‘ . . - M Tt L N .- .
stating the under-
= Iying  cauae last, DUE TO (¢}
(=} PART |i. OTHER SIGNIFICANT CONDITRONS CONTRIBUTING TO,DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART |(n) o 1. F\:\'Eﬁ_sg;?;?‘f
(= -
3 ves[J no (1
% 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury tn Part I or. Part 1 of itern 18.) .
§ ] 0O =.g
12| 20c. TiMeE'OF  Hour  Month, Doy, Year )
O T INURY Talm. o~ --\ - .
E §20d. INJURY OCCURRED 20¢. PLACE OF INJURY (¢, g., in or ahout home, |20/, CITY, TOWN, OR LOCATION COUNTY STATE
} wHILE AT ‘NOT WHILE Jarm, factory, street, office bidg., ete)
|- WORK AT WORK .
LY 1.
21.°J attended the deceased !romW and jast saw pil her o tive on?“m
un'th occurred at __{ m on tha@ate stated above,; and to the best of my knowlsdge, ffam the causes statad
“{ 22a. SIGNAT { Degree or titte) 2 ZZb ADORESS . 22¢. DATE SIGNED
L . Z2es o Y& 6 /6
23a;, ul..cngnnou‘. 23%. 23¢. "NAME OF CEMETERY OR CREMATORY 23d. LOCATION ( lou:u oM{ntw (Srnu)
MOYAL { Specify T Je
ulral West Ely Cemetery wes

A

24, FUN DIRECTOR ADDRESS
i‘ M‘, zb .

/

25, DATE RECD. BY LOCAL REG.

Y, L/7

26. REGISTRAR’S SIGNATURE

sl

{Licenssd Embalmer's Statemont on Raverse Side)




JUN 19 1957

RECEIVED _
MARION CO, HEALTH DEPT, . ‘
. ) ‘--- J
DAT E FILED YUY 19 195? ‘
b F . . .- e |I - ‘-u
- . N
- - " : RSP w0 ubem s .
_ - i t B - T - i . >
: ).: » ! - ” ) r. -
ot MRt Ty nm wr A~ T ¢ aTen o L- g
T nl v il —
CovEacy 5T Lo, Lmtants T, vars s e )
. * '~ STATEMENT BY LICENSED EMBALMER iy
* - ) " “. - . .!" ‘\_J- h - I!; * l

I hereby certify that the body whose name is recorded on the reverse 51de of this certificate was er

by me, or by....'.'..r.; ...... T S PPN Feeaocetocsamamanaabereanan

wo'rki'n'g under my personal supervision...

LB “* . P.O. Address /
X Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
- to comply with the.above- constltutes grounds for revocation of license). Wt ,
.. If embalmed by a STUDENT he also shall s1gn in hiss OWN handwntmg :
" If this body is not embalmed, fact should be So. stated above. TS R




