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Doctor, coroner, efz. must use only standard nemencloture in item 18. No symptoms will be listed.
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STATE FILE NUMBER
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1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased Ilviﬁq If institution: Residence before
a. COUNTY Per.ry o. STATE I\,{isSoUrl b. CEUNTY Perr.y" mission
b. CITY (If ovtside corperate limits, give TOWNSHIP onky) Inside Limits c. CITY Inside Limits
om  Perryville Yes & No [ rom Perryville Yes® No[]
c. FULL MAME OF (If NOT in hospital, giva location}) | Length of stay in 1b 97 ¢ d. STREET (If outside, give location) Raside on Farm
o oSEIMRP.C. Mem., Hosp. | Life [ APDRESS 101 S.Main St. Yos [ No g
3. :ITAME OF OE)CEASED * First Middle Last 4. DS'FI'E Month Day Year
ype or print,
Theresa Prost peaTi May 1 1959
5. SEX 6. COLOR OR RACE| 7. marriep[Jnever marmieo( ]| & DATE OF BIRTH 9. AGE' f,'a:ﬁ:;; ::Jnr:ﬁrsﬂgxm IS::DER 2:‘;".95-
Female ;| White | woowo®  oworceold| Apr 25, 1867 | 92 I [
10s. USUAL OCCUPATION {Giva kind of werk done | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
ng most ef rlu life, aven if ratired) INDUSTRY 1
HoTsewife Perry County, Mo, of USA
130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HJJsBAND‘ OR WIFE
Frederic Kimm Louise Ponder Cyril Prost

15, WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Y no, or unknqwn]| (If yes, give war or dates of service)
NS

16. SOCIAL SECURITY NO.
None

17. INFORMANT
Anna Prost

Address

Perrvville, Mo,

18. CAUSE OF DEATH (Enter only one cause per line for (2), (b}, and {¢).}
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

+
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INTERVAL BETWEEN

Conditions, if any,
which gave rise to
above cause (a),
stating the under-

|
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DUE TO (%) _CWMMW

ONSET AZ DEATH

e s 49

J
33axF

% lying couse last, DUE TO (c}
= PART It. OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ..l .d to the termingl disense condihun gl an in PART | (u) 19. WAS AUTOPSY 2.
3 PERFORMEQR?
& . YES[] NO &
£| 2a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HO INJURY 'CCURRED UiEnm narlsk of injury uzaART I'or PART I) of item § ) Y
by
5 X 0O O rhlﬁ' 42“ =,
tEJ. ;HTER?(F Hour Month, Day, Year
E gﬁ #/17/59 49
INJURY OCCURRED 7 20e. 'PLACE OF INJURY (e.q., inor &Buthome,| 20, CITY, TOWN, OR LOCATION 9 COUNTY STATE
leLE AT NOT WHILE farm, factory, street, office bldg., etc.) N
AT WORK ﬁMIﬂ/ 0.

21. 1 attended the deceased from

~m ;/:/ﬂ

Death occurred ot

c@lust Saw

o her ;.
! “wlviar
m ofi the date sfoted above; and to the best of my knowladge, from the cduse$ stoted.

afive on

nlle, o 5

9

Rovi

25. DAT?D BY LOCAL REG.

22a. SIGNATMRE (Degree or title) 2ib. ADDRESS p TE SIGNED
[, -
1.3 Pe ot .. 1 Formpctle, Inr 52757
23a. BURIAL, CREMATION, | 23b. DATE 23e. '( AME OF CEMETERY OR CREMATORY 23d. LOCATIO{{ {City, town, or county) (S'_ﬂ{)
REMOVAL (Spesify) . P rr 111 M .
Buris May 4,1959 { St.Boniface Cemetery erryviile issouri
24. FUNERAL DIRECTOR ADDRESS

ZGISTEAR yHATURE

(Licensed Embalmer’s Statwmant on

m.. sm{
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STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. ...................

DY M@, OF DY .iiieieniiiiimiiiii ittt si st ve s s ra e st ss b a et s st s s b T e

working under my personal supervision.

StIAENE  oviiiiiii e
Signature of Student Embalmer

- Licensed Embalmer No.. ,ﬁ/dz? .....

<
, P. O. Address./:.e..ﬂx%«ﬁé/ 7 //
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI{ING. (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 embatmed, fact should be so stated above.
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