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All diseases in Part | must be causolly related.
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

“_tu FEB 1 1 195&ginmtion_Mr Nn.r_.....si_u/_é. _____________ Primary Rn_qistrciioﬂ Dis!rif'_"‘_\’_—.--.é.-é-.?.d..:__ Ragistrar’s No

—-59-002638

1. PLACE OF DEATH
a. COUNTY St. Francoise

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

STATE Misso

b. COUNTY Scott odmissmy

b. CITY (If outside corporate limits, give TOWNSHIP oni Inside Limirs c. CITY ide Limit
TOMN ‘St.Francois Township S or ~ Oran ro= vlnsé D
- FULL NAME OF (1 NOT in hospitl, give location) | Length of stay n I 4 STREET {IF autsida, give location) Reside on Farm
insTrTuTioN State Hospital #i | 35Y;3M; 5dagl. Yos (] No [}
S RAME OF DECEASED  Fuw Widdle Lant 4 DATE Wonth Day  Year
P MAGGIE (MARGARET) KAFFER DEATH Jan. 4, 1959
Femle | | “Wnite | i 5 weween| July 10,1878 | g i [E B [ ]

10a. USUAL OCCUPATICN (Give kind of work dona
during most of warking life, even if retired)

Housewife

INDUSTRY

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

Oran, Missouri

12. CITIZEN OF WHAT COUNTRY?

& UOSCA-

13a. FATHER'S NAME

Peter LeGrand

13b. MOTHER'S MAIDEN NAME

Josephine Bolver

14. NAME OF HUSBAND OR WIFE

Oswald Kapfer

15. WAS DECEASED EVER IN U, 5, ARMED FORCES?
(Yes, N.oul unkmwn)] {H yes, give war or dates of service)

16. SOCIAL SECURITY NOQ.
Unknown

17.
Records,State Hospital No.4,Farmington, Mo.

INFORMANT

Address

DEATH WAS CAUSED BY
IMMEDIATE CAUSE (a)

PART I

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c).}

Lobar pneumonia, right lower

INTERVAL BETWEEN

abt. L8°Rrs.

Conditiens, if eny, DUE TO (b)
which gave rize 1o }
above couse (g}, .
ing the undere T '43
g ctteaTome_)DUE T0 (o) HP0X

PART Ik, QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminol dlssase :nndil[arytﬂ é\és\g_lzg_

Dementia Praecox Psychosis for 35 yrs. and pulmonary tuberculosis/]

E@t? WAS AUTOPSY
PO4  PERFORME

z
e
=
3
v YES[] NO 2
Y| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of item 18.)
L
; J O d
Ul 2c TIMEOF .Howr Month, Day, Yeor
e INJURY  am.
‘A ) p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY {e.q., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATG NOT WHILE D form, faciory, straet, office bldg., etc)
WORK AT WORK

21. | attended the deceased from

Jan. .3, 1959

o dJan

- l"j 1959 ond last hwi‘iolivunn Jan. L", 1959

Death occurred at :

m on the date stated above; and to the best of my knowledge, from the couses stated.

{Degree or title)

22a. SIGNATORE
&

Jan.7,1959

23c. NAME OF CEMETERY OR CREMATORY

01d Guardian Angels

226 aDDRESS State Hospital No.k

2%c. DATE SIGNED

Farmingtan, Missouri Jan.4,1959
23d. LOCATION ([City, town, or county) {Stote}

Oran, Missouri

2. MAL DIRECTOR

ADDRESS

25. DATE RECD, 8Y LOCAL REG.

3 /{Sy

i

Earl J, Smith,Funeral Home, Oran, Mo.

4 Embal Ly

o0 Reerse $ida) /

2. gISTRAzs SSGNATP



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, 0T BY oot el et enrans . Student Embalmer No. .....oevvevveeen

working under my personal supervision.

Student ..oveeeiiiiiiiii e e Signed ..
Signature of Student Embalmer

P. O. Addréss...@/mﬁvm... .

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.




