MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH = .
Registration District No. ____.‘...5‘...&3..;.‘......Primary Registration District No. B__Q__Z_Q_Regixtrof‘a No. ___\3_-3_1_-____ STATE FILE NUMBER
—F i ED-T-—2-18

AMENDED £
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero cecessed lived. If institution: Resldence before
. COUNTY . ST, [ X i
e : Cape Girardeau o state BO. e. comnty Cape Girardsaw
g b. COHRY (If outside corporate limirs, give TOWNSHIP enly) Length of stay in ib < COIIY Inside Limits
. R
¥ wwn  Cape Girardeau 3 days TOWN Jackson Yol No O}
< <. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
E HOSPITAL OR - ADDRESS
< instiution. - Southeast Hospital Yer D NoOJ 622 W. Main Yau 0 No (X
(o]
3. HA.ME OF PE)CEASED First Middie Last 4, DSFTE Month Day Year
ypa or print . .
I'da Karaline Moll DEATH 9. 17 1961
5. SEX 6. COLOR OR RACE 7. Married [J  Never Married [J [8. DATE OF BIRTH | ¥ AGE {last birthday) | IF UNDER | YEAR | IF UNDER 24 HR
Fem ale White Widowad q Divorced [ 3 -5»“ 1892 69 Months ] Days Hours I Min.
. 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNIRY
' during st of wnrlu lifp, even if ratired)
4 HolisewWif's . Jackson, Mo. U.S.A.
| 9 132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-
2 August Sievers Katherine Penzel Wm, Moll
W 15. WAS DECEASED EVER (N U5, ARMED FORCES? I 17. INFORMANT Address
L4 {Yes, no, or unknown) , {If yas, give war or dates of service)
w () - .
o = 18. CAUSE OF DEATH (Enter only one ¢ausa per line fprya), [b], and {c). INTERVAL BETWEEN
< 5 PART |I. DEATH WAS CAUSED BY: ‘ Q T A DEATI
Qe -3 IMMEDIATE CAUSE (2) 5 M
O [e] = /
23 || 1B %
= (S Q Conditions, if any, DUE TO {b) v "ﬂts
» 5 whicth geve rise to
z 2 above cause (a),
E'_: = stating the under-
lying cause last. DUE 70 (c)
g z PARTY 1I. OTHER SIGMNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal PART 111, If decessed was female was
g disaase condition given in PART I {a) there & pregnancy in last 90 days.
o
E § Il:lYuI O No ] O tnknown
"Su E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART il of item 1B.)
Fot = PERFORMEDZ ,- [} O a
= U YES [0 NO b
2 3| . TimME OF  Hour  Mionth, Day, Yesr
E s INJURY am. .
o p.m. _
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.9., in or sbout home, | 206, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK O farm, factory, strest, office bldg., e1c.)
NOT WHILE AT WORK (O 1 / .
o F s rd y ] )
é 21, 1 attended the decessed #r - r !M = nd (23! taw E:,,alive OW
[a Death occurred = = . on the date stated above, and to the best of my knowlédge, from the causes stated.
]
8 5 {Degree or title) 22b. 3 ADDRESS 2c. DATE SIGNED
% = (ﬂ M M z- 2-42-4[
<>( 217 B { 23c. NAME OF CEMETERY OR CRE Y 23d. LOCATH City, town, or county)” Py {Sréte)
fe) =] REMOVAL (Specufv) )
z T Burial 9-20-61 Bussell HeisHfts Jacp'-ason
s < 24, FUNERAL DIRECTOR ADDRESS 25.“DATE RECD. BY I.OCr\ EGISTRAR'S SIGNATU
S % G-RS- /
- . < —
= @ Denexe-Laird, Inc. Jackson, M

(Licensad Embalmcr s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

or by i Student Embaimer No.

waorking under my personal supervision.

o«
Student Signedv@“ O M

Signature of Student Embalmer
Licensed Embalmer No. '4;/\83 3

P. O. Address %M

Nofe: 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).

If embalmed by a STUDENT, he also shali sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.






