MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

; STATE FILE NUMBER
DO NOT Wi Registratigre Distri . - - Primary Registration District No3-__-_ __D.-_Reqish'nr‘s No. _,-2_‘________ ————
ON THIS s‘r‘l!l? AMENDED : bl
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution; Residence before
a. COUNTY : . STATE COUNTY dmission)
vs3o0 | g CAPE GIRARDEAU MISSOURT SCOTT M
Rev. 4/59 g b, C‘IJ‘LY ({If outside carporate limits, give TOWNSHIP only) Langth of stay in 1b €. C(;LY tnside Limits
Lhd
: owN CAPE GIRARDEAU OWN AN Yoo g3 Mo O
‘o/é i : ¢ FULL NAME OF [If NOT in hospital, give lotation) Tnaide Limits d. STREET {if cutside, give location] Feside on Farm
2 oo | 5 "eniow DEAD ON ARRIVAL YolE NoT ADDRESS Nee O NG
ol ol B LY Y
/T v S SF e PFRANCTS HOSPTPAT
3 3. NAME OF DECEASED Firs? Middle Last 4. DATE Month Day Yeur
{Type or print} DS:TH
. EMMA M. WELTER JUHE 11 1962
Z 5. SEX . 4. COLOR OR RACE 7. Married [ Never Married [1 [8. DATE OF BIRTH | % AGE (last birthday) :UNhDER IDYEAR ||: UNDER 2;_ HR
~ . Widowed Divorced onths ays ours in.
5 ) FEMALE | WHITE dwe D TvdD 11 /116/1898 AL
10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE ICity and stote or country) | 12. CITIZEN OF WHAT COUNTRY
& w i i_ rking life, even if retired)
£ HOUSERTFR TH _QuH_ HOME KELSO MO U, S, A,
7 0 Q 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME i 14. NAME OF HUSBAND OR WIFE
—
- 2 NICK SCHLOSSER MARY BLAS AUGUST J, WELTER
O’L " 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17, INFORMANT Address
-_— <« (Ye: or unkncwn) (If yes, give war or dates of service} -
T L e NOKE AUGUST J, WELTER ORAN, MO,
-—ﬂ—é—-“ [ 18. CAUSE OF DEATH (Enter only one cause per line for (s}, (b), and (c). INTERVAL BETWEEN
10 < z PART |. DEATH WAS$ CAUSED BY: . . ONSET AND DEATH
o o g IMMEDIATE CAUSE (a} QQL{I (=4 "‘Qghiac, ])g(fﬂ!!&ﬁﬂfﬂ:;gd
11 Q o
O (o
O - L ?
1269. 2 = Fa Conditions, if any, DUE TO (b} I N-] WJ/aR- 47}?5
w 5 which gave rise to - [ SR
Iz above cause (a), R eh’ ‘ D lseﬂ Sb
13 gl = stating the under.
/" 0 tying cause [{ast. DUE TO (c)
% z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reiated to the serminal PART Ill. If deceased weas female was
g disease candition given in PART | {a) thers a pregnancy in lsat 20 doys.
» .
E § S“ —r/ ‘1 ] 0 Yes No | 1 Unknown
o i= | 719 WAS AUTOPSY | 20a. ACCIDENT ‘Sulcma HoMlCl‘bE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART i or PART Il of item 18.)
g g PERFORMNEgk a 0O
z 3| WG NATUR AL Nop N €.
Z = s 20c. TIME OF Hou Menth, Day, Year
= INJURY a.m.
Z -] 20d. INJURY QCCURRED 20e. PLACE OF INJURY {a.9., in or about home, | 20f. C1TY, TOWN, OR LOCATION COUNTY STATE
. = TR R A N g N ONEe
N -
U oo =] Y
- h
s o) g é 21, 1 attended the deceased 1rom—__(LL’_.%_L, 10_6_"_L/—_6_Land last saw h-e“r‘alive on_éL,LLLéz—__
@ o Death occurred at l.; SP- m on the date stated above, and 1o the best of my knowledge, from the causes steted.
g [=]

m —

:—3 W 8 o 270, SIGNAT g [Degreepor tille) 22b. ADDRESS - ., 22¢c. DATE SIGNED
| . M YO} N -
=P = Y 2 ORAN, Mep- 6-/3-€1

< 23a BUR CRE 23!:. DATE Z3c, NAME OF/CEMETERY OR CREMATORY ¥ T 234, LOLATION (Cit] 1own, or county) {State)
o‘ =] Speca{y) - .
z e + JUNE 14 J196P WEW GIIAR DAL _ANCT QRAT MOz
= <« 24. FUNERAL DIRECTOR ADDRESS BY‘[UC& REG. | 26. fEGIFTRAR'S SIGNATURE
wi - . -
= %|EARL J. SMITH F, H. ORAN, MO, (.o /4

{Licensed Embalmer’s Statement on Reverse Sice)

. |



¢96l 6 T NAP

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.

working under my personal supervision.

I

) Licensed Embalmer Nogé 7é

Student Signe
Signature of Student Embalmer

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).

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.

P. O. Address ’




