Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
ﬂLEE ngiFEfBa Disli:t@.-----jj..?.__-_?rlmlry Reglstration District No.go /é

~60-000765

e, RS

STATE FILE NUMBER

2. USUAL RESIDENCE (Where decoased

DOCUMENT

BY AFFIDAVIT OF

1. PLACE OF DEATH lived. If institution: Residence before
o, COUNTY c OLE a. STATE MISS OURi COUNTY COLE admission)
b. CCIJ'LY (If outside corporate limits, give TOWNSHIP cnly) Length of stay in 1b C. COI'Il'tY Inside Limits
wown  JEFFERSON CITY, MO, town  JEFFERSON CITY, MO.vaeXn0
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS E/
INSTTUTON ST MARYS HOSPITAL Yo g NoD ST. JOSEPH HOME OF A[R{D Me
3. (P_lrlAME OF QEICEASED First Middle Last 4, D&;fE Manth Day Year
ype or print
MARTHA HOP PMA NN peati  JAN 26, 1960
5. SEX 6. COLOR OR RACE 7. Married [1  Never Married X] [6. DATE OF BIRTH | 9- AGE (lat birthday) l!:oUN’?ER ID\'EAR :_TUNDER ZA:_HR
Femal e W hi te Widowed [ Diveorced O !_/1 7/7 5 85 ﬁ 3 ‘g‘ ours in.
102, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City end state or country} { 12. CITIZEN OF WHAT COUNTRY
during most of working lifs, even if retired)
Housekeeper ‘Germany USA

13a. FATHER'S NAME
Racker Cagper Hoppmann

13b. MOTHER’S MAIDEN NAME

Bertha Schalakach

14, NAME

OF HUSBAND OR WIFE

None

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Yes, no, ﬂ‘dnknown) (if yes, give war or dates of service)}

16. SOCIAL SECURITY NO,
None

17. INFORMANT

Address

Records St Joseph Home J C Mo,

ART §. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a

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

2

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, DUE TO (b)

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

DUE TO (¢} MMM

WHILE AT WORK (J
NOT WHILE AT WORK [

faren, factory, street, office bidg., etc. ]

Fat

lying cause last.
z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART ill, If deceased was fomale was
g 9 disease condition given in PART ) {a) thare & pregnancy in last 90 days.
6_ M M"é— f; I O Yes | Oty | O uUnknown
& | 75 waS AUTOPSYZ| 20e. ACCIDERT /SULC:DE HOMICIDE 20b. PESCRIBE HOWAANIURY OCCURRED. (Enter neture of injury in PART | or PART Il of item 18.)
= PERFORMED? [m] u] ,
v] YES [ NO @] (& (S{W&)
3 20c. TEIME OF Houl Month, Day, Year 1 T T
‘& INJURY a.m, -
2| 250 am  /0~¥S¥
20d. INJURY OCCURRED 20a’ PLACE OF INJURY [e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE

DeZ 3 —

d from

‘7S5 Ve T

21, | attended the d

lg O 2 rPon the date stated above, and to the best of my

“Death ocsurred at.
A

her
and lest saw i, alive o

i !z A, 2L - 7 2 6 4]
owledge, from the causes stated, |

2%s. SIGNATURE {Degres or title)

P

22c. DATE SIGNED

e, -

/=>b6-~bo

4/@4.-:-«-—--—-.._

23b. DATE

1/29460

23c. NAME OF CEMETERY OR CREmATORY ~ 7 F

S5t. Eli abeth

23d. LOCATION [City,
Marine,

county)

(Srate}

24. ERg DIRECTOR

TE RECD. BY LOCAL REG.

ADDRESS
M J C Mo.
{Licersed Embalmer’s é/aremem on erse Side)

24, REf]STRAR’S SIGNATURE




STATEMENT BY LICENSED EMBALMER
AN

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

or by l i Student Embalmer No.

working under my personal supervision. - ! !
Student, Signed i
Signature of Student Embalmer * /
) .- Licensed Embalmer ________sé/

P. O. Address A‘ﬂfl‘

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

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.

.

- PR . .




