Health,

 Welfore

Public

Service

1. PLACE QF DEATH 2. USUAL RESIDENCE (Where decoosed lived. If institution: Residence before
300 a. COUNTY a. STATE b. COUNT admi ssipn)
Iron Misaounri ron
1-57 } b. CITY (if outside corporate limits, give TOWNSHIP only) | Inside Limirs c. CIOTRY o 470 Inside Limits
TOWN Pilot Knob Yes [ff Mo tomwn Pikot Knob Gl ves[@ Ne ]
c. FgLFI'_ NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION 3 yrs Yes (] No [
3. NAME OF DECEASED First Middle Laost 4. DATE Manth Doy Year
{Type or print) oP
Barbara Emmsa Oppermann pEATH Apre 28 19859
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE ¢ IF UNDER i YEAR| IF UNDER 24 HRS-
[ MARR'EDDNEVER MARRIEDD :ﬂ:t:::;; Manths | Days Hours I Min.
; fem white 2 woowen ovorceo[J|Aug 23 1882 ‘7%
: 10a. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar country) 12- CITIZEN OF WHAT COUNTRY?
: duting most of working life, sven if retired) INDUSTRY
; at home own home St.Louls Mo. 9 UsSA
: 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
; Henry Kosse Anna Welgand Michael Oppermann
:. 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 7. INFORMANT Address
E. (Yes, no, or unhnn,um)l {If yas, give war or dates of servica} no I: dW&I‘d KOS se . Pilot Knob MO .

Al diseases in Part | must be cnu-m||y relotad.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

MAY 6 1959:?i51:qﬁon_ Distriet No. _/_:‘fhlz_L _____________ Primary Registration Disrrici_ﬂt_’;ét- ‘_-é_;b _____ Regj strar's No..____?.(:Qu,,_u_....

29-013138

STATE FILE NUMBER

18. CAUSE OF DEATH (Enter only one cause per

PART 1. DEATH WAS CAUSED BY:

line for (o), (b), ond {c).)

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (a} Arteriosclercsais. 2 vears
Conditions, if any, + DUE TO (b)
which gave riss 1o }
above cause (g},
stating the under-
g lying couse loxt. DUE TO (c)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal Siswase condition given in PART } (o) 19. WAS AUTOPSY
< e PERFORMED?
i Hie YES[] Nok] 2
; 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART 1l of item 1B.)
w
; [ O O
O 20c. TIME OF Hour Month, Doy, Year
3 INJURY a.m.
& p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about heme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE n form, factory, street, office bldg., ete.}
WORK AT WORK
21. | attended the deceased from 9—9—5,5’ . to L{-28-59 and last baw t"; alive on JI—Z] —';9

Death occurrad of

m on the dote stated above; and

to the best of my knowledge, from the causes stated.

2a0. JIGNATURE {Degres or title) ,go 22b. ADDRESS 22¢. PATE SIGNED
/EMWW < /éz"-’""-""“— - /2" . | 109 M. Main, Ironton, Missouri | L-30-59
23a. BURIAL, CREMATION, | 23b- DATE 23c. NAME OF CEMETERY QR CREMATORY 3d. LOCATION (Ciry, town, or county) {Stste)

bl a1~ b-1-59

2.

Arcadia Valley Memoria

1

Park, Ironton Mo,

24. FUNERAL DIRECTORCZ 2 ceed T k}’gﬁéq:
White Funeral Hg;e,Iron on Mo,

4 -30 - 57

25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

*

{Licensed Embalmer’s Stotement on Raverss Side)
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STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is tecorded on the reverse side of this certificate was embalmed
, Student Embalmer No, ...................

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

working under my personal supetrvision.

Signature of Student Embalmer
. . Licensed Embalmer No. L OL 2w ...
P. 0. Addresst= €5 W'

Student

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.

I this body is not embalmed, fact should be so stated’above.




