All dia-oaun.inv Pnﬁ_l must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH

OF MISSOUR]

59-00'7134

palth,
w|:|"". ,_LED MAR 1 0 1959 STANDARD CER."FICATE OF DEATH STATE FILE NUMBER
pbliec
b rvice Registration District No. Primery Registration District Now e Regil!rcr'z-._zj_'za--“
1. PLACE OF DEATH 2. USUAL RESIDERCE (Where deceased livad. If institution: Residence Kefore
Boo a. COUNTY o STATE  Miggouri ° Y Lewy sudm-s )
-57 b. CEFY {If outside corporate limits, give TOWNSHIP only) Insids Limits c. Clc;l’R‘lr Inside Limits
R
Tom ST. LOUIS, MISSOURI Yes (X No [J TOWN La Yol N[
c. FULL NAME { i pi i tign)) | Length of stay in 1b d. STREET (If outside, give location) Reside on Form
g HOSPITAL oSEmNES HOSPrygL) tee ADDRESS Y C°] N p
INSTITUTION o - X!
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OFP
NANNIE L. GETNER DEATHMARCH 1, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE 0 FUNDER 1 YEAR| IF UNDER 24 HRS.
MARR[ED[;NEVER MARRIEDD F U ‘bi’:v:;:;; Months | Days Houts Min.
Female |/ White wooweo[] ;s oivorceo[ ]| Febe8,1891 68 |

{0a. USUAL OCCUPATION (Give kind of wark done

du’flﬂgﬂ?" of wllﬂ fo, sven if retired)

10b. KIND OF BUSINESS OR

11. BIRTHPLACE {City and srate or couniry) 12. CITIZEN OF WHAT COUNTRY?

G

INDLIST]
Kt Home LaGrange, o, U.S.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Joseph Slater Unknown Robert.
15. WAS DECEASED EVER IN U. . ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address o
{Yus, or unknawn)|{lf yes, give wor or dotes of servica) )
Ré None Robert Setner, LaGrange Mo,
18. CAUSE OF DEATH (Enter only one couse per line for (e}, (b), and {c).} INTERYAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (o) UREMTA FEW _DAYS
ILATERAL URE
Conditions, if snys - DUE TO (b) B TERAL OBSTRUCTION 1 YEAR
which gave rise to
above cause (o),
stating the under- INVASIVE ADEROCARCINOMA OF ENDOMETRIUM FEW YEARS
% lying couse last DUE TO (c}
= PART Il. OTHER SIGHIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the tarminal disease conditien given in PART I (o} 19. WAS AUTOPSY
By / 2\ > X PERFORMED?
m 7 YES NO[]
| 200. ACCIDENT SUICIDE HOMICIDE 720b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
w
o 0 O 0
5[ 20c. TMEOF Houwr #onth, Day, Year
g INJURY .,
B3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {¢.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATI—_-' NOT WHILE 0 fam, factory, street, office bldg., etc.)
WORK AT WORK

21. | attended the decsased from FEB/ 5: 1959 , to MARC

Death occurred at

H l 1959 ond losr 3ow 2" olive on MARCH l} 1959

m on the date stated above; ond to the best of my knowledge, from the causes stated.

22c. DATE SIGNED

72 AOORES BARNES HOSPITAL 3/2/59

230, BURIAL, CREMATION, | 23b. DATE

2.3: HAME OF CEMETERY OR CREMATORY

23d. LOCATION (City, town, or county) {State)

AERSAT | 3 )os0 Local
24. FUNERAL DIRECTOR ADDRESS
Albert H.Hoppe,4700 Waghington Blwd,

25, DATE RECD. BY LOCAL REG.
¥

“REA 7o

{Licensed Embolmec’s Statement on Reverse Side)

K2 i 4




ra

STATEMENT BY LICENSED EMBALMER

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

T T S v PP .» Student Embalmer No. ...................

working under my personal supervision.

Y 1T Y . | OSSPSR
Signature of Student Embalmer

Licensed Embalmer Nr:P'-’r 75/(..,; .....
P. O. Addres#.dﬂ%...)’

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.

. . » .
- r




