THE DIVISION OF HEALTH OF MISSOURI

58-035486

t. Health, A
., & Wellore STA"DARD (!R"FKA“ OF DEATH o S:TATE FILE NUMBER
5 Public
th S:rrin :l LtU O C T 2 0 'lgsegishu:ion_ D_ulr_lcl No._ 42 Primary Re_q_islra!ion Dristrict Nu.____..:_l:_(..)_QQ._-—-.__- R.g_inrar's No.____ = _O_:_B. _____
1. PLACE OF DEATH 2. USUAL .?ESIDENCE (Where dm:ea::d lived. If institution: Rexdig._ryﬁuu
. . STA X admiss
$. 30 o COUNTY pychanan > STATHY ssourd B anan
- 1-57 b. CITY {If outside corporate limits, give TOWNSHIP only) | Inside Limits . cgg Insida Limits
y) 0w St. Joseph Yoo [ % towm St. dJoseph Yos ) Mo []
g. FULL NAME OF i NQT in I?piry’ ive location) | Length of stay in 1b o’(} STDRD%EEES . {If cutside, give location) Reside on Form
HOSPITAL - A
msTuTioParkview at Sunnyslope Life a 718 S, 15th # Yes [ Mo [
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Yaor
(Type or print} QP .
Veronica Fannie Alders oeatH QOctober 13, 1958
5. SEX & COLOR OR RACE T'MARRIEDDNEVER MARRIED] 8. DATE OF BIRTH 9. AGE (in years JFUNDER i YEAR| IF UNDER 24 HRS.
1 irthdoy) [ Menths | Days Houre Min.
Female ,| White wooweol] 2. oworceo[)| October 11, 1867 ‘g™ [™ 1
106. USUAL OCCUPATION {Give kind of work donas | 10b. KIND OF BUSINESS OR V1. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during_mo st of working life, sven if retlred) INQUSTRY
ouse (3] "Home St. Joseph, Missouri g U.S.A.

13a. FATHER"S NAME

13b. MOTHER'S MAIDEN NAME

Margaret Kuster

14, NAME OF HUSBAND OR WIFE

Theodore M, Alders

Joseph Baker

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

16. SOCIAL SECURITY NO.

17. INFORMANT

Address

BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

{Yas, m.Nﬂ&nqum)‘(!l yos, give war or dates of setvice) None mmer J . Alders s st R Joseph, Mi ssouri
18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and (c}.) INTERVAL BETWEEN
PART !. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o} L L0 asSew oy Ay

Conditians, H any,
which gave risa fo
cbove couss {a),
stating the under-

} DUE TO (b}

I\c.c\A‘a.ﬁ‘

X

onssﬂ AND DEATH
NN

0.

LA
Hoa X

3

Death occurred ot

J:l5 F

@ on the date stated obove; and to the best of my knowledge, from the couses stoted.

B & Wgc or title}

fa) 72b. ADDRESS

Wwer '8 Lot

23a. BURIAL, CREMATION,

3b. DATE

Det. 16, 58

"R

St. Joseph,

EALTATI Us_%i Si E -r-&g\n MJ
23d. LOCATION {Cithh thwn, or )

23c. NAME OF CEMETERY CR CREMATORY

Mt., Olivet

22e. PATE SIGNED
1o- 14 -§°¥%
{Seate)
Missouri

Cz) tying cousa last. DUE TO (cL
'g' E PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal dissoss condition given in PART | {a} 19. géa;ggggﬂ
;:. g YES[T] NO
- E [ 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 13.)
= w
2 51 o 6 9
s 3| 20c. TIME OF .Hour Month, Day, Year
2 ) INIURY  o.m.
E % p-m.
E 20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor chouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T WHILE AT~ NOT WHILE farm, factory, strest, office bldg., atc.}
] WORK AT WORK
= 21. | atended the deceassd from ] ~ Dt = S | L to 70-138-S% undlulba-mnli"on q-2o-S Kk
.
:
-
H
<

€O ~ Doctor, coroner, stc. must use only stondard nomenclature in item 18, No symptoms will be listed.

O»r,

. DIRECTO]

iconsed Embalmer’s Statymert oh Reverse §

25 DATE RECD. BY LOCAL REG.

24. REGISTRAR'S SIGNATURE

Podn Clask.

———




“r

STATEMENT BY LICENSED EMBALMER

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

+» Student Embalmer No. .........ccceennnee

by me, ot by .o henitrerereversressveverezararantnebodtoasiasonrsranitas

working under my personal supervision.

Student oo e e ras e s e
Signature of Student Embalmer

. S P. O. Address.St...Joserh, Mo, .

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

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

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

+* .




