THE DIVISION OF HEALTH OF MISSOURI p
i * STANDARD CERTIFICATE OF DEATH 59-023079

, Weifare

Public - - ETATE FIL UM .
Service r‘LED JUL 1 1gsaegis1raiion_ pi_stri'ci O e eoeeeeeeeeemeemeveeenr e eeneescnee o P rimary Registration District Mo Ragis1rur@.,,__.§?_0_0_,,
1. PLACE OF DEATH- """ . 2. USUAL RESIDENCE {Where deceased lived. If institution: Res'rden:’e‘b':fnr.-_
300 a. COUNTY . a. STATE Missouri b. COUNTY Ph 1p admi’s N
1-57 b. CITY {If outside corporate limits, give TOWNSHIP only) tnside Limits .||, c. CgRY . e |n:|de leljs
7 TOWN St.Louls Yes (R No [] TOWN Rolla cf YesX we [
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b-. | d. STREET (If outside, give location) | Reside on Farm
HOSPITAL OR . -7 . ADDRESS - .
S 1o Wsnturion Peaconess Hospital 1701 Pine | ves (O mefX
-3 NAMEOF DECEASED First Middle Last 4. DATE Month Day Y ear
(Typc or print) - . OF e
Jennie Fe _ Kilpatrick DEATH June 13, 1959
5. SEX 6. COLOR OR RACE T‘MARRIEDENEVER-MARRIEDD 8. DATE OF BIRTH 9. AGE {1n-yuars :UN:)E![I)YEAR i: UNDER zz_HRs
F Whit last pirthday} | Manths ays lours im
3_ emale ; e ; wibowen[] owvorcen[ ]| August 6,1891 .
; 10a. USUAL OCCUPATION (Give kind of werk done | 10b. KIND OF BLISINESS OR 11. BIRTHPLACE (City and state or country) 7 12. CITIZEN OF WHAT COUNTRY?
= duripg mest af worki g lifa, aven if retired} USTRY i
: ousew A" Home Bay Port,Minn, ! u,S,.
= 130. FATHER'S NAME 13k, MOTHER'SMAIDEN NAME 14. NAME OF HUSBAND OR WIFE
3 "
: Jacob Yarstad Helen Christiansen AVern Kilpabrick
3
5. 15. WAS DECEASED EYER IN U.'S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
= {Yes, or unkngwn)| (If yes, give wor or dotes of service)
: ng ) None A.Vern Kilpatrick, Rolla,Mos
4 - INTERVAL BETWEEN -

18. CAUSE OF DEATH (Enter only cne cause per_line for

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

e
mp ' g .

S:?:":ri:::; :::.n:; DUE TO (b)Wcﬁ;‘;’% Oi'[/;%ctum C’:/ et /%@m 5"/51/57" {/{/ﬁ

} DUE TO (¢) 8}72 7 # W

% ond () rtic M ONSET AND DEATH
M/Z nary Y I

obove couvie (a),
stating tha unders

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

5
:
5
3
T}
= z lying couse lasi.
3 <}
s = PART Il 1 4 di I PART | 19. WAS AUTORSY
-3 3 TR T eI TEE S E " Vi ﬁié%ﬁﬂf“ T ey conten ' A @ PERFORMED?  /
: < T mdl (b2t et 82 W zM,f . YES Nol )
2 - 1 20a. ACClD;NT SUICIDE HOMICIDE zﬁ/ DESCRIBE HOW INJURY occuaRéé (Enter nature of injury in PART | or PART IF of item 18.)
- O O O ] 52N _
5 S S{ 2. TIME OF  Hour  Manth, Doy, Yoor
po a NJURY a.m.
3 & pom.
2 E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
G T‘: WHILE ATD NOT WHILE D form, factory, street, office bldg., eic.)
5 o WORK AT WORK
E E 21. | attended the deceased from m ?) ’/¢! ; R W/j /ff?and last lnwl " slive on [p//,; /_[
E 5 Death occurred ot Lot / ? & S on the date stulad ubove, cnd to the best of my kncwledge, fram fhe ¢auses stated.
- = ~IGNATURE James Y, g.gm{ or tithe} Bt & m ADDRES 22¢. DATE SIG eo
- O o
£ 7% , ,4443_4 ) Z/A{ 74, 2/ %Z’:x /
QJ@AL,CREMA'HUN, "yDATE /’/231: N{ME OF CEMETERY OR CREMATORY 234. LOCATION é:lly IU ur caunty} (S'n")
EMDY AL if
moVaL ™" | Y6~15-59 Ozark Memorial Garden Ro]_'La,Mo.

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. B8Y LOCAL REG.

lbert H.Hoppe,Inc.,;700 Washington Blvde  nin 1559

AR'S SIGNATU,
and /1D




STATEMENT BY LICENSED EMBALMER

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

by me, or by .......................................................................................... , Student Embalmer No. .........covveeeee

working under my personal supervision.

Student ...oooviririiiiiiiiiireaeen eerire e rrerraas
Signature of Student Embalmer

Licensed Emb

alm 4 Kf
P. 0. Address% FaAdd

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), - — o

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.




