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wULIOr, COTUNer, €TC. MUST @ ONiy stanaard nomenclature tn item (4. No symploms will ba listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally reloted.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

59—022’711

FLED JUN 1 919 T USTATE FILEA?:MBER
I iggl.srruhon' p_i;r:—icf No. Primary Registmtiﬂ District Ne. Registmr . __ y &7 'T"
| |
I 1. PLACE OF DEATH 2. USUAL RESIDEMCE (Where deceased lived. If institution: Res;dgnce beforg
. COUNTY . STATE b. COUNTY u """“'
a ° Ho [ ] ST » g‘
b. CITY (If outside carporate limits, give TOWNSHIP only}) Inside Limits c. CITY g?d Inslde Lifhts
OR Yes [ No ] OR Yes[J N
o Sp, Lours ws L Ne v AFFTON es[] No[]
I . Eg;&l{*_l:g%gl: (If NOT in hospital, give location) | Length of stay in 1b d. iB%EREE.gS (If outside, give location) Reside on Farm
_° wstituTion LOUTHERAN Hospiralp 8012 GraMoND Dr,| Ye:(d No[]
NAME OF DECEASED First Middle Last 4. DATE Maonth Day Yaar
(Type or print) OF
MINNIE E BoswELL st May 20 1969
 SEX 4. COLOR OR RACE| 7. B. DATE OF BIRTH ] ears |F UNDER 1 YEAR| IF UNDER 24 HRS.
MARRIEDJTINEVER MARRIED[ | ? AEE (hlir:f;duy) Momths | Doys | Heurs Win.
FEMALE | WHITE , wooweo ] owerceo Y uNE 19,1902 56 [® |
| 109, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS CR 11. BIRTHPLACE {City ond state or country) @ | 12. CITIZEN QF WHAT COUNTRY?
during most of werking life, #ven if retlred) INDUSTRY
COOK ArrroN ScHoor| Arrrown, Mo. USA
13a. FATHER'S NAME 13b. MDTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
HENRY VASEL MInniE PRUETZEL RoBERT
15. WAS DECEASED EVER !N U. §, ARMED FORCES? 16. SOCIAL SECURITY NO,| 17. INFORMANT Address
Yeas, or unk If yas, gi dates of servi
ey oririremn] (f vem v warec dorss ol swric) 4 09 _36-963() Roserr Boswrrt 8012 Gramonp DR,

PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

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

Acute Myocarditis

INTERVAL BETWEEN
ONSET AND DEATH

2 _daira
=—G 23S

Conditions, if sny, | DUE TO (b} Chronlc Hypertension from 1 fegp
which gove rise 1o } hd
nhm_u cavze (a),
z P e e ) BUE TO (o) Chronic Arteriosclerosls 1 _vesr
- PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminol diseass csndition given in PART | {a) 19. WAS AUTOPSY
: PERFORMED? s
g _HAHY YES A N0 [ ]
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART [ or PART Il of item 18.)
g o o O
S| 20¢. TIME OF How  Menth, Day, Yeur
a INJURY  a.m.
x p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in ¢r about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE In farm, factory, street, office bldg., etc.)
WORK AT WORK

, to

May z0'59

21. | attended the deceased from lji:\?'! ;ﬁtﬂ -‘-_9,‘_')9

L L% P
Death occurred at 7 i *

and {os! saw her

glive on ‘ ay __01']’1 1080
pegy

m on the date stated above; and to the best of my knowledge, from the causes stat

22a. smNW —M) (@ {Degree or fitla)
3

D | 22b. ADDRESS

B6D

It

23a. BURIAL, CREMATION, | 23b DATE

2-3‘: MAME OF CEMETERY OR CREMATORY

rEmovat . | 5/25/1959 | Sr. Lucas CEMETERY

23d. LOCATION [City, town, or county)

Sapprveron, MNo.

24. FUNERAL DIRECTOR ADDRESS |25

J I ZrEcENHEIN & Sowns 7027 GRIAVO TS S=Ret ~/ZS]

d Embal

DATE RECD. BY LOCAL REG.

HE%::?W D

Stat: * on Reverse Side)

MY G




STATEMEN;I‘ BY LICENSED EMBALMER

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

DY M@, OF BY oottt ettt a st et e e e ., Student Embalmer No. .............ooeuis

working under my personal supervision.

Student .o e
Signature of Student Embalmer

2 T2
. . Licensed Embalmer No %f%‘)

P. O. Address 7./7/0/%"*”-“"’

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).
1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
_If this body is not embalmed, fact should be so stated above.




