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All diseases in Port | must bs causally related.
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gistration District No. ...,

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

306, ..

_Primory Registration District No.____

. 928—-0375 08

STATE FILE RUMBER

Registrar’s No. .. .

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Reldldence;"(au-
a. COUNITY a, STATE COUNTY admissio
St. Charles . Mo. St2%h -
b. CITY (H outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY ) 47 2. Inside Limits
oR Yes !i Na [] or I d Yes[ ] Nog
TOWN 01 Faltaon . TOWN O *Fallon
c. FULL NAME OF (1f NOT in hospital, give locatien) | Length of stay in 1b d. STREET {I§ outside, grve location) Reside on Farm
HOSPITAL O ADDRESS Yes [ O
nstution Roeper Nursing |8 days RFd Route 1 Yes [ e
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoor
{Type or print} .t OF
Mary Ann Menne DEA™M Now. L, 1958
5. SEX 6. COLOR OR RACE | 7-,,,auienfi] Ever marrieo[]| & DATE OF BIRTH 9. AGE fin yeers :.:J..?»?ER:I:Y,EAR IF UNDER 26 HRS.
ast birthday 5 ays ours in.
Female White “wooweo[]  overceold | Fann, 318, 31882 l |
10a. USUAL OCCUPATION {Give kind of wark dens 10b. KIND OF BUSENESS OR 1. B]RTHPLACE’(CH, and stats or country) F3 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired} INDUSTRY
fe Home St, Charles, Missocuri 1ISA
13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Ben Lammert not OWN illiam E. Menne
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, 05, or unknawn)] (If yes, give war or dates of service}
no no nanea Francias G, Mannea O1%s71on, Migsgaonprd

PART 3.

Conditians, if any,
which gove rise 1o
above couse (a),
stoting the wndar-
lying couse last.

!

18. CAUSE OF DEATH (Enter only one ca
DEATH WAS CAUSED B

IMMEDIATE CAUSE (a)

use per line for {a}, (b), and (c}.)

Y: u—

" Czezbedl fhscolhe  HecidenT
DUE TO (bmgzé/zge_ﬁ?ﬂmx&ms & }Q S, Hendy stﬁ.s:.

INTERVAL BETWEEN

SET EATH
By 2

DUE TO (¢} @/ﬁ 6;57/5 %%70/5

PART 1. OTHER SIGNIFICANT CDNDI(ONS CONTRIBUTING TO

D H but net related 19 the
é?a:/o wEPLHEI D 1S

wminal disease condltion glven in PART 1 {0)

19. WAS AUTOPSY

PERFORMED?
YES[] NO

Zz
=
%
g _ ore.  Cystilis « 260X
21 20a. ACCIDENT  SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY GCCURRED. {Enter nature of injury in PART | or PART If of item 18.)
587 o o o
;’ c. TIME OF Heur  Month, Day, Yeor '
3 INJURY .
F N p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, uctory, street, office bldg., etc.}
WORK AT WORK
21. 1 ottended the deceased from ‘/;76:& g 7 9\),{? .t //)4)]/ \.(.8 and last 'suwt: alive on //l‘é‘/. ‘ba;
Death occurred at £, .,A m an the date stated obove; and to the best of my knowledge, from the couses stated.
22u. (Dogreu or ll||e) 2 b, ADDRESS 22c. DATE SIGNED
&, y}?//m/ wio V2973 /@7
23a. BURIAL’CREMAT#I I};zb DATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) pr /s
REMOVAL (Specil
Biitial ov. 7, 1958 Assumption D'Fallon, Missouri
. F IRECTOR ADDRESS

o By (etlom Vo

25 DA:E RECD. BY L CAL REG 2

5. WTQRE

{Licensed Embolmer's Statemsn? on R-v‘l- Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M, OF DY it et ettt s s rr et b et e n e nneatas , Student Embalmer No. ........ccoceevnee
working under my personal supervision.

Student ..o e e
Signature of Student Embalmer

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

If embalmed by & STUDENT, he also shall sign in his OWN handwriting. °*

1If this body is not embalmed, fact should be so stated above.



