SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - | —63-000118

ENT OF PUBLIC HEALTH AND WELFARE

istrict-No. ' i ‘ t fz TAT
Rzislraﬁnn District Na. . /J Prirmiary Registration Diitrict No! oe_g_‘.q_kegmnr’s No — STATE FILE, NUMBER

1. PLACE OF DEATH B z USUAL. RESIDENCE {Where decessed lived: If institution: Residence before- -
a. COUNTY ' a srgm;m : b. COUNTY. admission)

in ssourd — Montgomery _
b. C[TY (If outside corporate limits, give TOWNSHIP only) ‘Langth of stay in 1b " [ CCIJ‘:( Inside Limits.
'°WMex1 co days ToWN Welleville YO ‘“°)'1
Insi imits

c. FULL NAME. OF {If NOT in hospital,.give tocati on, d, STREET If autside, give. i ‘Resi
HOSPITAL OR: ion) ki {If o give .location) Raside on Ferm

INSTTUTION Audrain Hoppitaol vl nom RR_#2-Upper Loutre Tﬁnﬁ v %D

3. NAME OF DECEASED First - Middle "~ - o Last 4. DATE Month Year
(Type or print) ) S F

A .
Anpa EKatherina - Zimmerman - = | "*"Janua ryF 15,1 %53

-5, SEX' 6. :CO"I.CI_lTO_R.RACE 7. Married [J uwer Married. [] a.‘ DATE!OF BIRTH | 7~ AGE [last.birihday) IF UNDE iF UNDER .24 HR.

remal'e whi te . W|dowﬂ T Divoreed | ay 14,1879 83 nfhs Hoirs Min.

10=. USUAL. OCCUPATION [Give kind of work done 10b. XIND OF BUSINESS OR I?JDU_S‘[RY 11. BIRTHPLACE (City -and state or country) '_I2 CiT ZEN OF WHAT:COUNTRY

during mogst, of .worki ife, ‘even if ¢ T .
HoUBGWL Lo e o svon #eéired at Home Golden Fagle,

13a. FATHER'S NAME R‘S MAIDEN:NAME "-14. NAME OF HUSBAND OR WIFE

Charles Weishaar | Cathsrine Stumph

15, WAS DECEASED EVER IN‘L.5. ARMED FORCES? 18.. SOCIAL SECURITY NO. INFORMANT -Address -
(tﬁsdm, or. unkrlown) |(!f yas, give war or dates of service) ) .
none : de , .
18. CAUSE:OF DEATH (Enter:-only one cause per line for {a),.(b},’and (c}. . JTNTERVAL BETWEEN
PART |. DEATH WAS, CAUSED BY: - . ONSET AND DEATH
IMMEDIATE CAUSE .{a} ™ h [ : " :

DATE AMENDED

DOCUMENT

Condntlom, if any, OUE TO (b)
which: gave rise to .
above cause [a), o
stating the under- X

lying' cause last, OUE TO (s}

‘PAR;I'- 1l. OYHER SIGNIFICANT COND!TIONS CONTRIBUTING TO DEATH buf nm relsted 1o the terminal PART NIl If  deceawed was female wes
: " pdiseese condition’given In PART'I (&) N . thara a pregnancy in. last 90 days,
) ) ] O Yes ] EI'NoJ T Uhknown
13 ‘WAS-AUTOF.SY a~ACCIDENT SUICIDE - 20b.-DESCRIBE HdwiINJE:JRY'OCCURRED'.‘[Emer nature of niury'in PART.! or PART Il of item 18.)
PERFORMED?, T LI o A
YES [] No_q .
20c. TIME OF Hour Month, Day, Year
TINJURY am. . | N
. . ) : s e ’ ; -
Y. OCCURRED 20 ?LACE OF IN.IUIIY (e g ., in or about home;- { 20f. CITY, TOWN, OR LOCATION . COUNTY
2. w}i?L‘zE AQTC ORK T ° farm, factory, street, o’f‘flce bidg., efc.) = K
NOT, WHILE AT WORK [:]

. 2_1 | attended tha d-ec‘;“’,d fmm ! 2\ S T WP | fa_:_ma‘_'..}___‘i_and last saw walm OMJ__

’1 1 ! f m on the date stated. above and .to!the: best-af :my. knowlad\ge, from.the causes statad:
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jusmc,q'rl CERTIFICATION

fﬁz’fﬁ'ﬁ“&# 2

[

Deaih ioccurred -f —

USE. BLACK INK
OR

22. SIGNATURE ; “{Degren -or title} 27h. ADDRESS ] 2%7c. DATE:SIGNED,
Nopiahy O osicdadand o . i M’h\a M [~ 1N 3

e BURTAL CREMATION, [Z3E-DATE 23:I_._L_9_CA'I'_ION (Ciry, tawn, of countyl. {State)

REMOVIAL Slpamfy)

4. FUNERAL DIRECTOR R .
Howa Myere MO, % »/?-/% 3

on Reverse Side)

TTEM NO:| SHOULD READ

BY-AFFIDAVIT OF .,




NP CUTIP R . .
" STATEMENT BY LICENSED EMBALMER

1 hereby cerfify that the body whase name is recorded on the revér:sé side of this certificate was embalmed by me,

or by A o~ P e e S AR "%, Student Embalmer No._ T

- I
d . v

‘
S
N

working under my personal sypervision. ’ ' .

Student_.

Licensed Embalmer ‘I'Nlo ) 4404
“P. O. Address Wellsville MO,

Signature of Student Embalmer . ) \

Nofe: The above MUST .BE. SIGNED 8Y THE LICENSED EMBALMER in. his OWN HANDWRITING (Falfure to comply

with the above:constitutes grounds for revocation: of license).
If embalmed by a_STUDENT, he.also shall.sign in his OWN handwrmng
.- I1f“this body is not embalmed fact should be so stated above. -~
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