THE DIYISION OF HEALTH OF MISSOUR!

-.99-002¢6

Ith,
i'i.llfur. STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER """""""
:r\r;:c IF“_ED JAN 2 7 1ggislruliun' Distric[ N°‘, 3 [ (" Primary R-gistmﬁon Digtrict No._,,_,..@-.o__g_d:..__ Ragistrur': No..______!_j___-....-_
0 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence before
Bop < . COUNTY  C'm FRANOIS o STATE  Mn b. COUNTYCIRA HF’&'M'"'“V
. .
.57 b. CITY (If cutside corporate llmls,tgw gly) Inside Limits c. CITY 9 I8 Inside Limits
OR oR 0.2
Toww  FARMINGTON 5 i‘Wp Yes [ Mo [ Tow_BOURBON ¢ | Utfled it
c. FULL NAME OF {{f NOT in hospital, give location} | Length of]stay in 1b STREET {H outside, give location) Reside on Farm
e Srare Hosprral #4 [WY; M ,.L6das“°°“555 YEriRntvind
3 :‘TAME OF gEfEASED First Middle Last 4. DATE Month Day Yaar
yPe or print
BARBARA EIBERT veatH  Jan, 5, 1959
5. SEX 6. COLOR OR RACE] 7. WARRIED [ TNEVER MaRRIED] ] 8. DATE OF BIRTH 9. AGE {tn yaars FUNDER i YEAR| IF UNDER 24 HRS,
FEMALE '| warre wooweoX 3_oworceo]| Ocr 31,1879 @™ er g™ % ™ ™

0o, USUAL OCCUPATION {Give kind of work done

10b. KIND OF BUSIMESS OR

11. BIRTHPLACE {City and state or country}

12. CITIZEN OF WHAT COUNTRY?

during mast of working life, aven If retired) INDUSTRY A US TR I.‘, -HUNGAR r USA
130. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Josepr HELMER NOT ENOWN Frprr Eibert
15. WAS DECEASED EVER IN u S. ARMED FORCES?. 16. SOCIAL SECURITY NO.{ 17. INFORMANT Address
(Yo, g vrrem OF yas obve wer or daten of aervice) NONE Mrs, Josepan A Weper 5128 GrawD

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

!

PART ).

Conditions, If any,
which gave riss to
sbove cavse (o),
stating the under-

18. CAUSE OF DEATHAEM« only ene cavse per line for {a), {b}, and {c).}

Dile Tout ey o

Acute gastiric dilatation with aspiration of

INTERVAL BETWEEN
ONSET AND DEATH

vomitus -~

DUE TO (1) QMQL]&MWM&S t
fibrotic liver

buE T0 (o _Carcinoma af the rectum = = = L€Valed by examipation 12-12-58

15 min,

D

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

4 lying couse last,
< E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal dissase condition given in PART I (g} 19. WAS AUTOPSY
2 g Psychosis with cerebral arteriosclerosis. /IS |! Yes B MO L)
L4 -
- = | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [ of item 18.)
= w
LE : 0O O O
io Gl 2c. TIMEOF .Hour Month, Day, Yeor
y 8 2 INJURY  o.m.
. E B p.m.
t E 204. INJURY OCCURRED 20e. PLACE OF INJURY {#.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
P WHILE ATD NOT WHILE 0 farm, factory, streat, office bldg., aic.)
P 2 WORK AT WORK
; _E‘ 211 uﬂeﬂdud o decoosed from June T9,195h . fo Jan. 1959 and last hum alive on Ja.n- 5, 19§9
E g ed ot 9 =3 ; M. m on the date stated chove; and to the best of my knowledge, from the causes stated.
3
) =
bt

REMOVAL (Specify)
L

EMOVA

3

1/9/1958

SS Per

24. FUNERAL DIRECTOR

ADDRESS

J L ZrecENREIN & Sons 7027 Gruvor

25. DATE RELD. BY LOCAL REG.

220/ SIGHATURE M o OE 22b. ADDRESS State Hospital No,4 [z pATE sicken
g.—.-—-—-‘v > - . Farmington, Missouri 1=5-59
Z3a. BURI.M., CREMATION, | 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {Stats)

gr. Crrl S7. Lours,

Mo,

DL.LOULS,, 0.

{Licenssd Embalmer’s Statement|

Ravarss Sida)

ISTRAR'Z SIGNATU




STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

Student ..o it as

Iess. 7???/
P. 0. Add -7

~ =" Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDwafTING “(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.




