MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH ~62~-048297

DEPARTMENT OF PUBLIC HEALTH AND WELFA = |
3 | 8 I 0 I 2{) by 12 | STATE FILE NUMBER
Registration District No. _______ S _.____._anary Registration Distriet Registrars No. .

DO NOT WRITE
ON THIS STUB AMENDED

1. PLACE OF DEATH - 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before

VS 300 a. COUNTY a. STATE /fo b. COUNTY admission)

Rev. 4/59

b. CITY (If outside corporate limits, give TOWNSHIP onty) Length of stay in 1b e. CITY inside Limits

OR OR .
TOWN _S~7“ J ouv7Ss . . : TOWN _5‘7" /JV/S Yea [J No O

c. FULL NA.MS OF (1f NOT in hespital, giva location) tnside Limits ~ d. STREET {If cutside, give location) Reside on Farm
ADDRESS

'NS"TU"OW,[[X/AA/ 3/?65 /?/aJ/’ Yes O No [l _]725' /?/C/&’/.GAA/ Yes O No O

3. NAME OF DECEASED First Middle - - Last 4. DATE Month Day Year

e L ENA pach EEERLE | v 2F¢ 14 /242

! 5. SEX 6. COLOR OR RACE 7. Morried @  Never Married [0 (8. DATE OF BIRTH | 9- AGE (lest birthdaey) | IF UNDER )| YEAR | IF UNDER 24 HR

/ F[/"Al £ W” / 7-—5- Widowed [] Divorced [ 4ﬁ? g /ff? 73 Months | Days Hours Min.

10a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHELACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

duri nﬂ Df waorking life wsn if retired)
£ WiF, SZhovs, /10 | [/—§ -A

13a. FAT!-IER‘S NAME 13b. MOTHER'S MAIDEN NAME . - ‘4. NAME OF HUSBAND OR WIFE

Wil LIAM JACKSoN | FATHERINE SCHALLER \MvGo J FOERLE

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. [17. INFORMANT Address

{Yes, no, or,unknown) | {If yes, give war or dates of service)
.2 M N ONE UG J.&“Bfﬁ’zf 2925 AcHIGAN
18. CAUSE OFPRE;T\TIH {EEK{;%KE"E.;GEEBT line for'{a), !:}, an::). :’ é f g I(I;I'EEE}IAINBETWEEE
IMMEDIATE CAUSE (a) WM‘L: w
oy/
Conditions, if any, DUE TO (b) %‘%’q ’%/M"/ / 4’/%

waCH gave rise( l)o i

above cause (a),

stating the under- /53 4 3 .
lying cause last. DUE TO (¢)

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to: l'hc mrmmal PART Ikl tf deceased was female was
disease condition given in PART | (a) there a pregnancy in last 90 days.

_LD Yes ] KNO l [J WUnknown

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18,)
PERFORMED? a O a s 7. .
YES[] NOJ®

20c. TIME OF Hour Month, Day, Year

INJURY a.m.
p.m.

20d, INJURY QOCCURRED 200. PLACE OF INJURY [e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, streat, office bldg., etc.)

NOT WHILE AT WORK [] . . ‘
) i 2
Z 7, A '%‘W "
21. | attended the deceased fro Vi &/ ,M.’n / and last saw :zlﬁvu o e, -

at 7‘ /A ﬂ v “’m on the date ststed above, snd to the best of my knowledge, from the causes stated.

or title) 2 . 27b. ADDRE% 06 M f&' w;gi

23b. DATE E OF CEMETERY OR CREMATORY 23d. LOCATION (City, Jown, or county) (Sute)

pec 1) g.zéngzmc TURRECT 7oA @EN. ,r"'[ 2ur s

RAL DIRECTOR . 2 ? 0/ 5 Z . .25 D;EFR;;D frzl.OC{QI.éEE fﬁk S SI;ATUR: £ ” p

'\DATE AMENDED
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W N
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0

r g

DOCLUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




or by

- . B STATEMENT. BY LICENSED EMBALMER

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

, Student Embalm

working under my personal supervision.

Student. Sign
Signatura of Student Embeolmer

Licensed Embalmer
T ’ ) . P. O. Addres Mo

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with 1he above constitutes grounds for revocation of license).

I ermbalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not‘\embaimed .fact should be so stated above.




