THE DIVISION OF HEALTH OF MISSOURI

99-023934

. Health,
BI.,'N:"(:!- STANDARD CERTIHCATE OF DEATH STATE FILE NUMBER
lc
h S:rvlcc blfﬂ JUN l 6 TQSSR'qurraﬂon Dlsfnct No. h.,..,...}\a._é..,.?_’_:___..-_i’nmary Reqnsrrunon Dlslnct No. __ _17[533 'Z _______ Reglnrur s No. No.. _‘_3__§____-__,,_,,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. Ifi shtunon Regsidence before
5. 300 a. COUNTY Warren . o STATE M1 ssouri e county Hrank nsu:?
- 1-57 b. chv (If outside carporate limits, give TOWNSHIP only} | Inside Limits c. ng Inside Cimits
1oy Warrenton Yesk] No [] Tom Leslie Yes(] Wofx]
c. FULL NAME OF (If NOT in hospital, give location) Lana{_h of stay in 1b d. STREET 7 ifo “iij i\méJ tion) Residg on Form
HOSPITAL OR : = a7¢y appresss mi edst U37SY
& INSTITUTION Katie Jane Home g yrs a 2 Yos ] No[]]
3. :lTAME OF DECEASED First Middle Last 4, DA;E Month Day Year
ype of print} _ 0 .
rmma Henneke pEATH  June 11 59
5. SEX 6. COLOR OR RACE} 7. wARRIED[ INEVER MARRIED[] 8. DATE OF BIRTH 9. AGE (In years JF UNDER 1 YEAR| IF UNDER 24 HRS.
r rthda: nths ays Hours. Min,
Female White woowen [ pivorcee[_] 21 April 18174 | g tihaen tomh { ber * ] j
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BlRTHPl..‘ACE [City and state or country) O 12. CITIZEN OF WHAT COUNTRY?
ing most of worl lifw, wven i ratired ENDUSTRY - .
| Housewite =" Hosebud, Missouri UoA

13a. FATHER"S NAME
Fred Beirmann

13b. MOTHER'S MAIDEN NAME

Anna Berger

14. NAME OF HUSBAND OR WIFE
Gustave Henneke

15. WAS DECEASED

(Y.m ot unknqwn)

EVER IN

{If yus, give wor or dotes of service)

U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.

None

17. INFORMANT
Fred Beirman

Address
nosebud,

Mo.

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

IMMEDIATE CAUSE (a)

PART L

Conditions, if eny,
which gove rlze to
obave causs {s),
stating the under
Iying couss lost.

DUE TO {b}

!

INTERYAL BETWEEN
ONSET AND DEATH

DUE TO (<)

%.\

et |

PART . OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the termingl disease eemﬂlion given In PART { {a)

19. WAS KBTOPSY
PERFORMED? ©

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

4 50 ( YES[] ~No[
200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART { or PART Il of item 18.)
O O 0
20c. TIMEOF .Hour Month, Day, Year
INJURY  a.m.
p-m-
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor cboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT
WORK

[

NOT WHILE
AT WORK

farm, factory, street, office bldg., e1c.)

a

21,

| attended the deceased from

Dwath occurrad at

56,

m on the date stoted abovy;

d last 3ow {:
and to the best of my

alive on

.
knowledge, from lgo Eausn slaiod.%

Doctor, coroner, etc. must use only stondard nomenclature in item 18. No symptoms will be listad.

All diseases in Part | mutr be causally reloted.

o

L8

22c. QATE SIGNED

b—/1~) G

[a

Zia. BURIAL CREMATION, | 73b. D E 23%. NAME OF CEHETERY}R CREMATORY 234. LOCATION { . Powh, of county) {S1ate) {,
REMOY AL {Specify) "
rﬁh June 5¢ Leslie . Leslie, Mkissouri

ADDRESS

5ﬁ;gQ£gL#L,Mo.

G

25 DATE RECO. BY LDCAL REG.

~/3-59F

4 Embal e

-~ .

_

on Reverse Side)

26. REGISTRAR'S SIGNATURE
W 035—4@1/
& 4




. e

- STATEMENT BY LICENSED EMBALMER

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

DY I, OF DY ceeieiieiiici et ieiisiiestas it e eeasieasesseansensssnrssssasssssenrasssanansrensnsrnns .» Student Embalmer No. ...................

working under my personal supervision.

R 11113 1 SO Rt e I 2 ot ol . DU o SUNP S A E gide T ro SN
Signature of Student Embalmer ’ ' /

) Licenged Embalmer No4639 ........

P. 0. Address 96T81dM, 0,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa:lure

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,




