THE DIVISION OF HEALTH OF MISSOURI

98-037505

Health, _
&pw;:'fm. STANDARD CERTIFICATE OF DEATH 6 ﬂ / STATE FILE NUMBER
wolic 5
Service hl Fn N OV 1 ﬂ 195&glstm!mn District Mo, __--_d.[.a-____--_Prlmury Reslﬁl"l"‘“‘ District No. Reﬂ"““’ s No --%ém—u--—
’ . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Ras‘;denco b)eiou
. . COUNTY . STATE b, COUNTY admi ssion
300 ° St. Charles ’ Missouri St. Charls
1-57 b. CITY (If outside corperote limits, give TOWNSHIP only) inside Limits c. CITY Inside Limits
OR Yes [] No@ OR ¢ ?-’2—%] Yes[} Ngqj
TowN St ., Charles TOW___ gt, Charleg
c. Fngl.. NAME OF (If NOT in hospitel, give location} | Length of stay in 1b d. STRE%;S {{f outside, give location) Reside on Farm
HOSPITAL OR ADDR
msTiTuTion  Re Re #2 R. R. #2 Yes [ No [
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
Amanda W. Hesskamg PEATHO et . 29 958
3 X . . H
5. SEX 6. COLOR OR RACE{ 7 MARRIED[XNIEVER maRRIED[ ] 8. DATE OF BIRT 9. A:SE' u;:ﬁ:;; ::,’:}?,ER.;:EAR I:ul;r:‘l.DER 2;::!5.
. Female White woowen[[] ~  oivorceo[]| June 7, 1800 58 4 lzé I
2 10a. USUAL OCCUPATION {Giva kind of werk done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
= during mast of working life, even if retired) INDUSE
H Hongae-Kesnar HouseKeeper St. Charles,County, Mp. USA
= }3a. FATHER'S NAME - 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
3 ?
|§_ Henry Grote Sophie Witte /Alvin H. Hesskamp
2- 15- WAS DECEASED EVER [N U, 5. ARMED FORCES? 16, SOCIAL SECURITY No.| 17, |NFORMANT Address
S (Yus, nknawn)| (If yea, give wor or dates of servicae)
2 R ] e mre | None Mr. Alvin Hesskamp St. Charles, Mo,

18. CAUSE OF DEATH (Enter only one couse per line for {q

INTERVAL BETWEEN

Death oc¢curred at

L
,m mu zz ‘é?ﬂ
m
-

on the date stated above; and to the bast of my knowledge, from the couses stated,

[13]

-

=

v

3

. {b), end {c).}

w PART |. DEATH WAS CAUSED BY: . . ONSET ANPY DEATH M
w IMMEDIATE CAUSE (a) 22 LA '
= pn

>

g_" Condltiens, if any, DUE TO (b) JQQLCJ_M‘M é W ?

> which gave rlse 10

b above covse {a],

r stating the under- 4 3 17/2‘

] P tying covas last. 1 _DUE TO (¢) #

;s S HF PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 1o the terminal disesse condition given in PART | {a} A5 AUTOPSY
E = 5 PERFORMED?
: ) YES[] No[R L
- % & | 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART I of item 18.)
= - w
2 x ; O O (]

S S M3 0c TIMEOF .Hour :Month, Day, Year
2 ajs INJURY  am.
§ : ‘% p.m.
€ % 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATD NO]’ WHILE O farm, factory, street, office bldg., ete}

5 af [work
£ 21. | attended the dececsed from " and last Saw her alive on hl

$
]

L.

H
<

<

{y

{Licansed Enhlm-'npwdn Rwofs .‘yd& R

220. sucu;a /ﬂ (Degres or 11 D) m% 22c. QATE SIGNED
. Choarlys — Mooy 3-195¢
Z30. BURIAL, CREMATION, 235. DATE NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
REMOV AL (Specify) . .
Buria Nov. 1, 1958 Friedens Cemeterw St, Chaples, Missoupi
24. FUNERAL DIRECTOR ADDRESS 28, E REGCO. BY LOCAL REG. 28 ISTRAR*S SIGNATURE N
o, | (L3~ 5% orte . SO
rthue C. Baue, St. Charles. kLo, )T/ - dl Epela
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STATEMENT BY LICENSED EMBALMER

L -

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

I hereby certify
., Student Embalmer No. ......c...ceienvns

by me, or by

working under my personal supervision.
ot
SEUAENL  ceerrnnrnnrunsenrrosaneesiaseanmarmnnaniisensseasesaren Signed M(& ...... el
Signature of Student Embalmer .
| : U Cicens P&
. Licensed Embalmer No.. %57 2. 5.
P. 0. Address....ﬂ.,.%ﬂ«.é@.,.%,

ﬁDWRITING . (Failure

-

4

Note: The above MUST BE SIGNED BY THE LlCENSED EMBALMER in his OWN HA

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.




