THE DIVISION OF HEALTH OF MISSOURI

4
fealth, é’ ____________________________
Welfare STANDARD CERTIFICA‘E Ol" DEATH ) STATE FILE NUMB
ot E ER
ublic '
Sorvice Iﬁ,’_‘_u APR 2 8 1959sgistmﬁor! District No. 4[7 Primary Registration District Ne._... 30 d 2 vimeriom. Registrar's No. . __ / ...... 3 ..........
1. PLACE OF DEATH .... 2. USUAL RESIDENCE (Wherg deceased lived. If institution: Residence before
300 a. COUNTY Callawa.y a. STATE ssouri b. COUNTY Mari on odmission)
1-57 b. CITY (If outside corperate limits, give TOWNSHIP enly} Inside Limits c. CITY O Ingide Limiss
T(O)&'N Fulton Yes No [] TgﬁN Hannibal YesBL No[]
c. EgL’L_I{_JAE\%gF {If NOT in hospital, give location} | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
SPITA " ADDRESS s
INSTITUTIONS tate Hospital #1 fmos. 5 das. 520 Winter Street Yes [ Noi]
3. {NTAME OF DE;:EASED First Middie Last 4. DATE Menth Day Year
ype or print’ OF '
MARTE STAUS HAYDEN peat# April 23 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In yeors JF UNDER | YEAR| IF UNDER 24 HRS.
Female ! White MARRIEDDNE;ER MargIEo[ ] Iung:i:!z:uy; Maonths I Days Hours I Min.
; woowen[] -3 oivorceok]| August 22, 1912 L
; 10a. USUAL OCCUPATION (Give kind of work dane | 10b, KIND OF BUSINESS OR 11- BIRTHPLACE {City and state or country) 12, CITIZEN OF WHAT COUNTRY?
: during mast of working life, aven if retired) INDUSTNurlse . . &
; Nurse Missouri USA
3 13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
3
; John Staus Minnie Schmidt unk,
)
L 15. WAS DECEASED EVER IN U\, 5. ARMED FORCES? 16. SOCIAL SECURITY No.[ 17. INFORMANT Address
5 {Yes, no, or unknown]| (If yes, give war or dotes of service) . a .
; K, unk, State Hospital #l; Fulton, Missouwrd

TR

All diseases in Port | must be causally related.

™

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

INTERVAL BETWEEN

MEDICAL CERTIFICATION

USE GNLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (o) Duodenun acute suppurative inflammation,
ediology
Cenditiens, if any, DUE TO (b}
which gave rise to
above couse (g), }
stating the under-
lying cauza last. DUE TO (¢}
PART Il. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disenss condition given in PART | (g} 19. gegl‘f‘ggﬁgg;(
Chronic Schizophrenic, Paranocid Type / veskX o[
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART I or PART Il of item 18.)
] ] O
20¢. TIME OF Hour Month, Day, Yeor
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or abouthame,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.}
WORK AT WORK

%%{unt[lgegpl! ﬁl‘hused from 9-19-5 8

. to

L=23-59

5:30 p.m,

Death vccurred at

m on the dote stoted abeve; and to the bes1 of my knowledge, from the couses stated.

. %ATURE

{Degree or title)
W&mld G. Freund M D.

22b. ADDRESS

State Hospita. #1; Fulton, Mo..

2. DATE SIGNED

L~24-59

230-

24.

BURIAL, ‘ﬂ‘MATION 23b. DATE /

MOVAL (Specify) ?1 2'?7/M

23:-/’20F CEMETERY OR CREM?ZORY E

23d. LOCATION (City, town, or county}

éjaﬁmxuz@

{5tate)

ADDRESS

FUNERAL DIRECTOR

25. DATE RECD. BY LOC,

(Licensed Eribalmer’s Sidfsment on Reverss Side)

REG.

/959

7

2720 .
25 REGIS-TRAR'; %ATURE i:, AMI/W/



=

=z
b
)

STATEMENT BY LICENSED EMBALMER

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

.» Student Embalmer No. ...................

by me, or by .o e aeiaeaareanatieaterererrrretestitisatasnararannas

working under my personal supervision.

Student oo e e eas
Signature of Student Embalmer

P. O. Address..... 7

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,




