THE DIVISION OF HEALTH OF MISSOUR|

59~000379

Health,
. Welfare STANDARD CER"H(AIE or D!ATH STATE FiLE NUMBERl
Publie
Service "” En JAN 1 2 1gq‘urru|wn District No. . ,,_Q.%.g.......“.Primary Reginratio_n District NO..l_OQ_O e R@gintear” s No. No... e g e
l 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. If institution: Residenc efor.
300 a. COUNTY Buchanan o. STATE Mi ssouri. b. COUNTY Buchagdgsyon
1-57 b. CBTRY {If outside corporate limits, give TOWNSHIP only) Inside Limirs c CE'JTRY o Ft 7 Inskie Limits
TOWN St. Joseph Yes [7 Mo [ TOWN St. Joseph ¢ | vuli %0
c. FULL NAME QF (f NOT in hospital, give lecation) | Length of stay in 1b d. STREE {If outside, give location) Reside on Farm
HOSPITAL ORy 832 St Joseph Ave.| 57 yrs ADDRESS 1802 St,Joseph Ave. Yes (] No
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Year
{Type ar print) oF
MARGARET REGINA WITT ceatH  Jan, 5 1959
5. SEX 6. COLOR OR RACE| 7., crien{ NEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE {In yeors JFUNDER 1 YEAR| IF UNDER 24 HRS.
‘ 8 t birthday} | Mantha | Days Hours Min,
| Female White wicoweof] 5 owvorceo[|April 20, 1875 3 |
E 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stote ar countey] 12. CITIZEN OF WHAT COUNTRY?

At Home

during mast of working life, aven if retired)

DUSTRY
one

Wuerttenberg Germany 't

USA

13a. FATHER'S NAME

Raidt

13b. MOTHER'S MAIDEN NAME

Not known

14. NAME OF HLISBAND OR WIFE

Bernard J. Witt (Deceased)

(Y no, or unknawn)| (If yes, ¢
o

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

ive war or dates of servica}

None

14. SOCIAL SECURITY NO.

17. INFORMANT
Mrs. Harry Sauer

Address

St. Joseph, Mo,

PART |.

L

Condltions, If gny,
which gave rise to
above cause (a),
stating the under-

!

QAo 20 s Wea Niivast
DUE TO (5 m&@a—_—_—_

18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and (¢).}
DEATH WaAS CAUSED BY:

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

W o

Noaknour,

Dr * GuSt aESE%h’LY%&E( INK OR RIBBON TYPEWRITE IF POSSIBLE

RY OR CREMKTORY

:
H
)
E g lylng cause lost. DUE TO (c)
, 3 E PART Il. OTHER SIGNIFICANT CONDITIGNS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART | (o) 19. WAS AUTOPSY
- b ¢O5X PERFORMED?
i s & ot YESL) NOFT 3,
3 _:.. 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury in PART | or PART Il of item §B.}
2 o m| 0 O
] o
5 B St 20c. TIMEOF Hour Month, Day, Year
E 2 a iNJURY a.m.
: ‘;' E p.m.
i E 20d. INJURY OCCURRED 20e. PLLACE OF INJURY {e.g., inor chouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
i = WHILE AT~ NOT WHILE —) form, octory, street, office bidg., erc.)
P WORK AT WORK
? E 21. | attended the dacoased from E\M§ AT ﬂii , o \ - and lost sowgpre alive on \ N\
; 5 Death occurred ot ll»:3 A m on the date stated above; and to the bast of my knowlaedge, from the causes stated.
; _5 wﬂTURE {Degree or title) c 22b. ADDRESS 22¢c. DATE SIGNED
2 O - .
E ZovtLgn A Koo Wl S\er g Misouns |(hmany 21854
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETE 23d. LOCA {CityMrown, or county) {Srate)
REMOV AL (Specify)
Burial Jan,7,1959 |Mt. Olivet Cemetery St. Joseph Missouri

ADDRESS

St.Joseph, Mo,

25, DATE RECD. BY LOCAL REG.

s, 57 795F

26. REGISTRAR'S SIGNATURE

b A ol

{Licensed Embalm

s Statemant on Reverae Sida})




STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY e e s s e , Student Embalmer No..............c.oeee

working under my personal supervision.

SEUAENL «vtrvrvreeeroeemereemnesessssesneneesemrsrsseeees Signed C—%ﬁ:/_éy @meb" ......... .

Signature of Student Embalmer
Licensed Emiyo%.;?
P. 0. Address<4% M/?Za

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 hdndwriting.

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

- . .




