MISSOURI DIVISION OF HEALTH — STAINDARD CERTIFICATE OF DEATH Z62-042068
DEPARTMENT OF PUBLIC HEALTH AND WELFARE -

HEALTH Jo ¢/ - elé 8 STATE FILE NUMBER
Registration District No. --__-.7__ ___-___-.’._Prirmry Registration District Ne. Registrar’s No.

PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DE but not related to the torminal PART lil. If deceased was female was

disesse c iven in PART | (i] there a pregnancy in last 90 days.

|DYes| Dﬂo I O Unknown

DO NOT WRITE -
ON THIS STUB AMENDED .
. (o) 2. USUAL RESIDENCE [Where deceased lived. If institution: Residence before
VS 300 a a. COUNTY COLE .. sTate Migssour¥owry  Boone sdmission)
Rev. 4/59 % b, CI':I’ (If sutside corporate limits, give IIQWNSHIP only) _lm#ﬁ 1b c. C(;I;tY Inside Limits
S TOWN JEFFERSCON |B+jti*a town  Columbia Yar [0 No K
zﬁtﬂ {’? 31 c. ;%épﬁw%gf {If NOT in hospital, [JiTAlIFEadn]l ST UH Inside Limits d. .EI;%%EETSS {If cutside, give location) Reside on Farm
2/ 00 | 5 stiution: Charles E, Still Yes (X No [ RT, 1 Yer (X No 1
[
3 3. (!:AME OF PE}CEASED First Middle Last 4. Dé\gE Month Day Year
ype or print
_ Louisa Anna Rosine Oetting DEATH Dec. 7 1962
4 5. SEX 6. COLOR QR RACE 7. Moarried J§  Never Married [1 [8. DATE OF BIRTH_ | 9- AGE (last birthdoy) | IF UNDER | YEAR [ IF UNDER 24 HR
5 / Female W}li%e Widowed [J Divorced [] 3_27_1 97 65 Months | Days Hours I Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and atate or country) | 12, CITIZEN OF WHAT COUNTRY
. dori L if retired
& g urlna_lnaﬁué\éﬂlnfg, aven if retired) Callaway County . MC . USA
7 & 9 13a. FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE
= -
—|Q Frank Carl Christlan Bundérmeyer Johanna Bilermann Martin E. Oetting
8 Z 17} 15. WAS DECEASED EVER IN U.S. ARMED FORCES? . 16. SOCIAL SECURITY NOQ. 17. INFORMANT Address Rt l
< {Yes, go, or unknown) | {If yes, give war or dates of service)
9 ffo | Martin E, Oetting COLUMBIA MO,
-——g—éax-g = 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, andjc). INTERVAL BETWEEN
10 E PART |. DEATH WAS CAUSED BY: - . 4 QONSET AND DEATH
9 o S IMMEDIATE CAUSE ()
11 o O -
g2 8 9y,
12} - & | =] Conditions, if any, DUE TO (b} Z
z;- ™ 5 which gave rise to
T|Z St e under:
Al 3! -0 T lying cause last, DUE TO ()
prad
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o
r&— 19. WAS AUTOPSY [ 20a. ACCIDENT  SUICIDE  HOMICIDE ESCRIBE HOW INJURY OCCURRED. {Enter nature of Injury in PART | or PART I! of item 18.)
& PERFORMED? [m| w]
u YES) NOR
-
S 20c. TIME OF Hour  Month, Day, Year
= INJURY am, *
g p.m. I.
20d. INJURY OCCURRED - ' 20e. PLACE OF INJURY {o.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (3 farm, factory, street, office bldg., stc.}

NOT WHILE AT WORK [J

y ' ':'21-:.'.'I attended the deceased froM !u_llf_g_z:ﬂ_nnd last uwmulivo o (=4 -

on the date stated sbove, and 1o the best of my knowledge, from the causes stated.
P

th occurred at

22c. DATE SIGNED

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

23d. LOCATION (City, ® (State)

Jeff., City, Cole _ Mo.

5. ) b. vy . -: ]
24. FUNERAL DIRECTOR ADDRESS 25. DAJE RgED. § GISTRAR'S SIG| Ui
Gldeon N. Houser Jeff, Clty,Md 8M /féz MMMM
) V

{Licansad Embalmer’s Statement on Reverse Side)

8Y AFFIDAVIT OF

ITEM NO.
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STATEMENT. BY LICENSED EMBALMER

LI EOLTE SN T

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

Student Embalmer No.

or by

working under my personal supervision.

Student,
Signature of Student Embalmer

Note:

with the above constitutes grounds for revocation of !1cense)

Signed i&ﬂ—x %’l , W

i

A

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

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated.above. .
. . d

t

Licensed Embalmer No‘{y 7 ?

P. O. Addres% (}k‘ﬁ/
.I,.a

(Failure to comply




