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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

I

THE DIVISION OF HEALTH OF MISSOURS 59"‘007983

STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
lILEMAR 9 195&.9.,".",0" District No. 3”, 7 Primary Regisrrurinn Districjf& _________ .5_— QQ--.._.. Reqisfrur'l lj:.u..ﬂ%___-

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. If institution: Residence before
I o COUNTY S'm  Lovrs o STATE Mo | b. COUNTY G Frpptiey
b. C:JTRY {If outside corporate limits, give TOWNSHIP only) Inside Limits <. CgRY 6[ g 7 Inside Limits
TOWN GARDENVILLE Yes X Mo [ Tom AFFTON YesBd Mo [J
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STR (|f outside, give iocohon) Reside on Farm
i HOPITALOR MrppER NURSING HOMEmms WORES 9375 'Dawa You (1 Neldd
3. NAME OF DECEASED Firse Middle Last 4. DATE Month Day Yeor

{Type or print) OF
FRANCES DoERRE peatn FEB, 27 1859
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {In ywars |F UNDER 1 YEAR| IF UNDER 24 HRS.
| MARRIED[TNEVER MARRIED[ ] Ry 29 1876 |85 Sibhan) [Wanthe TDays 1 Focrs— T~ in-
FEMALE WHITE woower¥ 1.2 pivorceo[ ][O EP T , 1
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of workir  fo, wvan if retired) INDUSTRY
T Arron, Irt. !
130, FATHER'S NAME 135, MOTHER'S MAIDEN NAME 14, HAME OF HUSBAND OR WIFE
JoaN KAREL NOT ENOWN DECEASED
15, WAS DECEASED EVER IN U. $, ARMED FORCES? 16. SOCIAL SECURITY No.| 17. INFORMANT Addrass
(Yus, or unknqwn}| (If yes, give wor or dates of service}
NO | NONE BEnsanin DoErrE, 9315 Dana

MEDICAL CERTIFICATION

PART 1. DEATH

Condltions, if any,

above cause {a),
stoting the under-

18. CAUSE OF DEATH (Enter only one couse per lingfor {a), (b}, and {c}.) h

IMMEDIATE CAUSE {a}

which gove rise 1o }

WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

A

DUE TO (b)

DUE TO (¢} Y Y M \

3

lying causs last,
PART Il. OTHER $IGRIFICANT CONDITIONS CONTRlBUTING TO DEATH hut not @o the rerminol disease condition glven in PART [ {a} 19. WAS AUTOPSY
PERFORMED?
HAaso YES[] NO K2
Ma. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O ] ]
20¢. TIME OF Hour Month, Day, Yoor
INJURY a.m.
p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 7 farm, factory, street, office bldg., e1c.)
WORK AT WORK

g
21. | attended the deceased from % — f: -— s ' , to 2 — a__# "'& I and last saw hl o alive on l" L s - s q_
Death occurred at \‘\“: * the date stated cbove; ond to the bost of nk wledge, from the causes stated.

-

e, ATURE

DA NEAM W™ RN MW o]

2:: DATE sgc&

. DATE b\‘N METERY OR CREMATORY 23d. LOCATION (Cny 1own, ar county)

B?ﬁ@_ﬁ 3/2/1959 |[Suw Burrar Park | Arprowm, HNo.

{State)

24. FUNERAL DIRECTOR

ADDRESS 25 DATE RECD. BY LOCAL REG. . REGISTRAR'S SIGNATURE

J L ZrecENHEIN & Sons 7027 Gra Vorsqtm

(i d Embalmer’s Stat on Raversa Side)




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 iiiviiriirr et s s e e ., Student Embalmer No. .........cccceeenen

working under my personal supervision.

X 10 (= 11 PP
Signature of Student Embalmer

Licensed Embalmer N0357,7
P. O. Address/z.....,z ....................

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,



