Dept. Health,
uc., & Welfare
U. 5. Public

ealth Service

THE DI¥ISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

FILED VS 0cT 2 0 19589

Registration District Ne.,

59-035463

STATE FILE NUMBER
Primary Regutrunon DISN'H:' Ne.. O 0 o O e Rogistrar’s No.. .

31

. PLACE OF DEATH

2. USUAL RESlDENCE {Where daceuud lived.

If institution: Residence before

V. 5. 300 I o COUNI YC ape Girardeau . STATE R QUNTY admission}
Rov. 1-57 I b. C(IJTRY {If outside corporate limits, give TOWNSHIP only) tnside Limits c. C‘IJTRY Inside Limits
. N a
TomByrd TownShip ves O oK TOWN Naar Friuitl and Yosl] Mo X
I c. FgL}!’-IFAEA%gF {If NOT in hospital, give location} | Length of stay in 1b 9/6 d. STDREETS {lf outside, give lecation) Reside on Farm
HOS! A .- & ADDRES :
/  Nsmtution Near Fruitland a Yes (B No (]
NAME OF DECEASED First Middle Last 4. DATE Month Day Yeoar
(Typa or print) . ' OF
Edwin G. Hemmann DEATH Qct.. 10 1959
5. SEX . 6. COL?R OR RACE| 7. MARRIEDMNEVER maRRIED[] 8. DATE OF BIRTH 9. AGE “i,:':::;; ::JND'ER;'VEAR |:£:D£R 2:‘:-5&5.
M. 6 W / Wioowep[] opivercen[ ]| Jan. 29 1902 5"’?’ 'g I 11 l
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stote or country) 12. CITIZEN OF WHAT COUNTRY?
during mo f working life, even if retired) {NDUSTRY e .
e ¥aTmér Farming Missouri o] U.S.aA.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME | 14. NAME OF HUSBAND OR WIFE
BErnest Hemmann. Ida Kutscher | Vida Davis Hemm.ann
15, WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO,| 17. INFORMANT Address
Yes, r upkngwn %, give war or ax of service
e GG M e g e o dot ' 4P8-40-3587 |Vida Hemmann R-1 Jackson Mo,

PART 1.
IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per lins for {a), {b), and (c).)
DEATH WAS CAUSED BY:

;

INTERVAL BETWEEN
ONSET AND DEATH

——

Conditions, if ony,
which gave rize 1o
above cause {a),

stating the under.

DUE TO (b) M (m&»ﬁn \"L:t" DIA-W-‘

3—0'34/)—

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coronar, etc. must use only standord nemenclature in item 18. No symptoms will be listed.

g lying cause laat. DUE TO (C)

‘g' E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the terminal diseass condition given in PART 1 (a} 1%. gAS AéJTOPgY e
: . ERFORMED?

£ T Al X Yes[ ] NO(]

K =

_',:,. & | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY DCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)

E [ o 0O O

E ‘:J 2¢c. TIME OF Hour Month, Day, Year

-1 a INJURY a.m. .

- E B, .

=1

E 20d. INJURY OCCURRED ZXe. PLACE OF INJURY {e.g., inor cbouthome,] 20f. CITY, TOWN, OR LOCATION COUNTY STATE

% ggg.KE ATD N?TWWE:(LE O farm, .ctory, stroet, office bldg., etc.} .

A .

o

f 21. | attended the deceased from 48 &7 wp [O=A0 ~3T andlant tow i alivacn |0 =9~ 5.9

H Death occurred at ﬂ ‘. ‘ - F m on the date stoted abave; and to the best of my knowledge, from the stated.

§ 220. YIGNATURE (Degree or titla) o . ADDRES j 22¢. QATE SIGNED

-

2 D iz / "/; 5‘/ >

* 23a0. BURIAL, CREMATION, | 23b. DATE L) 23c. NAME OF CEMETERY OR CREMA{OR'I’ 23d. LOCATION (Cny town, or county) ’ {Srare)
REM <if
gcpg.- Bhyal | 10-13-59 RussellHeights jJackson Ma

24. FUNERAL DIRECTOR

Q

ADDRESS
Deneke-Laird Jackson Mo,

25. DATE RECD. BY LOCAL REG.

Jo-17-1959

26.

Al

GISTRAR'S SIGNATURE

J(G-a._iayt_

{Licensed Embalmer’s Sigtement on Reverse Side}




o

hd AT XL}
-

§661 12190 SA

STATEMENT BY LICENSED EMBALMER

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

, Student i-lmbahﬁer No. e

by ME, OF BY ottt st e e ae e s e s e s a e e s e

working under my personal supervision.

Student .oeooviiiiiiiii e e s
Signature of Student Embalmer

P. O. Address..

-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
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.

NDWRITING. (Failure




