Health,
. Welfare

Service

THE DIVISION OF HEALTH OF MISSOURI 58

STANDARD CERTIFICATEQOF DEATH " “"¥iTeFiie nomeer "

STATE FILE NUMBER

patic  IETTED MAR 16 1g§ggisrmrion District No.

3 74 Primary chlstrahon Dlsm:r No. . 9_‘__? s S Reglﬂrar s No _____ ,Q _____________

rad

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence ty
h Qdmission ‘
|

300 o CONIY prorth Countvy Missouri o STATE Migapuri * ONY oy
1-57 b, CE)TRY (If outside corporate limits, give TOWNSHIP only) | Inside Limits €. cmr () o Inside Limits
TOWN Smith Township Yos [] No 5 TN Allendale Mis SQ]]]:ZI Yes[ ] No E
¢. FULL NAME OF (If NOT in hospital, give tocation} | Length of stay in 1b d. STREET (M outside, give location) Reside on Farm
HOSPITAL OR - Al
INSTITUTIO jiepdale 7 years “Hih¥les nortr east o age
3. NTAME OF DE)CEASED First Middle Last 4. DSTE Meonth Day Year |
{Type or print . ) F |
Julia Ellen Weddle peariFebruary-2I-I959
5. SEX & COLOR OR RACE| 7. MARRIED[ JNEVER MARRIEDD 8. DATE OF BIRTH 9, AEE S:.ﬁ:;; ::J:ﬁER;LE'AR Izouu:qsnsn 2:M|-:25_ |
female white wooveolg. 3 oworceoll| Jyma_ D2 TH7L I
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar country) 12. CITIZEN OF WHAT COUNTRY?
during mesy of working |”.,_tvcn if ratired) INDUSTRY ] 0
ife housewife :

130. FATHER'S NAME

John Thomas Petry

13b. MOTHER'S MAIDEN NAME

Syrena Gabl

(Yelri‘b or ynkngwn),

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

{If yas, }Ii. vﬁor dates of service)

16. SOCIAL SECURITY NO.| 17, INFORMANT Address

14. NAME OF HUSBAND OR WIFE

Clarence Weddle Grant City Missouri

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

INTERVAL BETWEEN

20d. INJURY OCCUR
WORK

RED

WHILE ATD N?T;vg::(LE
A

0

20e. PLACE OF
farm, facter

INJURY {#.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY
y, street, office bldy., efc.)

STATE

w

2

@

]

g

w PART |. DEATH WAS CAUSED BY: AND DEATH
m PAEOIATE CAUSE o Embolus, 1t femoral Artergy DAYS

4

=

o Comditions, i e, . DUE TO vy _ BT GETLoseclerotic Cardiovascular Disease S5yrs

b whith gave rise ro

[l abave couse (o), }

=z stating tha under-

8 E Iying c¢oune last. DUE TO ()

=Y b PART i, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat reloted to the termingl disscse conditlon given in PART | {c) 19. WAS AUTOPSY
[ K PERFORME

M B (22 | yes[] NoK] I~
% E 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il f item 18.)

—_ w

< v ] (] O

1 F

< US| 20c. TIMEOF Howr Month, Day, Yeor

afls INJURY  a.m,

5 E3 p.m.

5

L

vy

=1

Death occurred at

21. | attended the deceased from 1950

, to WMd last saw ::;' alive on

'I'lpm

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

eciof, culolier, eic. MUST USe QY sTdildard nomenciaivre It 1Tem 19, o symproma wils e 13Ted.

All dixecses in Part | must be cousally related.

,.M,J 22b. ADDRESS

c

22c. DATE SIGKED

Frank B Matteson MD Grant City, Mo 2/24/59
23a. BURIAL, CREMATION, | 23k DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stats)
REMDVJ}L {Specify)
Burrad  \Fed 24 —57F K/'r/{/ Cremetery Cranl @;Zl\r 2278

e
.t

- 245 UN ALDIRE%R

ADDRESS

25 DATE RECD)BY LOCAL RE 57] GISTRAR'S SIGNATURE
Hiond Bo77 77idhared 10 |9 &»A-,

(Licefsvd Embalmer’s Statement on Reverse Sids)




STATEMENT BY LICENSED EMBALMER

........................................................

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (ailure
to comply with the above constitutes grounds for tevocation 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,




