MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~63-004
DEPARTMENT OF PUBLIC HEALTH AMD WELF . L
Registration District No. -:.—-Zis_ﬁrlmw Registration District N_o.&’;')__...lhqiﬂﬂr'l No. _l[.z..___“. STATE FILE NUMBER

DO NOT WRITE AME
ON THIS STUB NOED

1. PLAI H . 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a. STATE . b, COUNTY admission)

Greens Mo Dade

b. Ccl’1l'!\’ [If cutside corporate Nimits, give TOWNSHIP only) Length of stay. in b ¢ CITY Inside Limits
R
TOWN

Q
TOWN
FULL ~AM§ EENFF‘%J"% iu‘: location) ?—qf—aﬁﬂl e Lockwnod Mo, Yes [1 No EL
I3 n haypital, give locarion N K i i i i
HOSPITAL OR pitel, @ b ide :DEEREETSS (if cumide, giva location) Reside on Farm
9“’ I l i “ Ynlg Ne [

INSTITUTION B 1 Yes D-'No |}
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
Annie Louige VonStrohe DEATH Jan 18 1963

5. SEX 6. COLOR OR RACE 7. Married [J  Never Married [J le. DATE OF BIRTH | ?- AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

Female R White _.Widowed & Divorced i;] Sep‘b u 18#1 m‘ Moz‘ﬁ\;l Dovﬂ,? Hours 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 COUNTRY

during maost of working life, aven if retired) -
i Alta Towa USA
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HLUSBAND OR WIFE

Frank VonStrohe

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17, INFORMANT Address
(Yes, no, of unknown) | (If yes, give war or dates o

18. CAEE! OF DEATH (Enter only one cause pe . . INTERVAL SBETWEEN

PART |. DEATH WAS CAUSED B ONSET ANEEATH
IMMEDIATE CAUSE (a)
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Conditions, i any,]  DUE TO (b) A’s /o S—

which gave rise ta
sbove cause (s),
stating the under-
lying cause last, DUE TQ ()

PART )I. OTHER SIGNIFICANT CONDI!IONS CONTRIBUTING TC DEATH but not related to the terminal PART 1. If deceased was female was

disease condition given ig PART | {a) . thers a pregnancy in lasy 90 days.
. - rDYn[[:]Nul[]Uhkmwn
19. WAS AUTOPSY 20a. ACCgENT ICDIDE HOMDICIDE 20b DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in PART | or PART 1 of item 18.)

PERFORMED?.
YESO NODOO

20c, TIME OF Hour Month, Day, Yesr
INJURY am. .
. . pm.

264, NJURY OCCURRED 50e PLACE OF TNJURY (o5, i o about homs, | 307, CITY, TOWN, OR LOCATION
WHILE AT WORK farm, h:mfv amet office bldg., etc.)
NOT WHILE AT WORK [ y y, 1 P

21. 1-attended thie decessed from L% @_/,/ 6 ¥ m_—/MInd'luf sow P alive g

2: l()n m on the dats stated above, and.to the best of my knowledge, from the causes stated.

gree of title) 22h. ADD 2%c. DATE SIGNED
. - . . / ‘ ?
. :.

GCATION (City, town, or county) (Stotel

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death. occurcad at

USE BLACK INK
OR :
TYPEWRITER RIBBON

SHOULD READ

332, BURTAL, CREMAT
REMOVAL (Specify)

Burie ; ; ,ockwood z&so; e
24, FUNERALD!REC\'OR DDRESS . 25. DATE RECD. BY LOCAL REG. | 2& " I E }
Allison Fyneral Home G eenfield M, lfe 28~ ¢3 '3. /52‘_ Ll

(Lé d Embalmer's St on Reverse Side).

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

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

or by " Student Embalmer No.

working under my personal supervision.

. - . _
Student_.___ _ Signad%.,:@éﬂw .

Signature of Student Embalmer
Licensed Embaimer No.éf#’q
7 L}

P. O. Addres

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 shall sign in his OWN handwriting.
If this body is not embalmed, fact should be-so stated above.




