~ THE DIVISION OF HEALTH OF MISSOUR!

o300 | FLED JUN 12 1951  STANDARD CERTIFICATE OF DEATH Stte Fite No.. 1*72‘3:'2__

D ! aURTH KO. REG. DIST. NO. l Ifi PRIMARY REG. DIST. ms Gki{-_ Kegistrar's No. ......2——".._
4'7 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived. It nstitution: rbaid: befote
j a, COUNTY Lincoln . a. STATE \ Missouri b. COUNTY. 1]’1 Oln adinimion?,

¢. LENGTH OFfF c. CITY mt om.u. corporata limits, weite RURAL acd give townahip)

A ™ rin  Rural (Clark Twp) 45’?’&

b. C&EY (I outside corpurate limita, write RURAL and 'I';..bl
- tow p)
TOWN Rural (Clark Twp)

d. FULL NAME OF (If not in hospital or institution, give strout address or location} d. STREET (If rurel, give location)
HOSPITAL OR ADDRESS
INSTITUTION- : :
3DNEAC~E'ES°EE a. (First) b. (Miadls) c. {Last) - o= §. DS';E (Month) {Day) (Year) .
(Typeor Pringy  LheOdOT® Louis Weitkamp. ' ¢ . -| peam, June 4, 1953
5. SEX ro 6. COLOR OR RACE | 7. 'IV'III)ROII'\I'EE:B III)IE\IIEECIESRRIED' 8, DATE OF BIRTH * . ~ . 91:\.?5:&??“ J \r:.u 1| vEAR .| o eoER u us,
E2s . pacify) ’ ¥, on Duys | Hours | Min.
Bale Thite Yarried vecember 10,1868, | 62 | I
10a. USUAL OCCUPATION (Cwekisd of work | 10b. KIND GF BUSINESS OR IN- | 1. BIRTHPLACE {Btate or forelgn country) 0 12. CITIZEN OF WHAT
donhe during moet of working life, sven if retired) DUSTRY - COUNTRY?
Farmer Grain & Livestock | St Charles County, Missouri UeSeae.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
Casper Weltkamp Marie lLeckimeyer Carrle Hackman Weitkamp
15. WAS DECEASED EVER IN .S, ARMED FORCES?

{Yes. no, or unk: 3\ (I yes, give war or dates of service)

16. SOCIAY_SECURITY | T7. INFORMANT' S SIGNATURE OR NAME ADDRESS
‘hgbCCarrie H, Weitkamp, Méscow iills, Lilssomuzn

ERTIFICATION

INTERVAL BETWEEN

ONSET AND ﬁ H

o SAUSE OF DEATH 1. DISEASE OR CONDITION
. Enter only ons catzse per | !-
Jine for (8), (by, and (o) | DPRECTLY LEADING TO DEATH®(5)

*This does mot mean ANTECEDENT CAUSES

the mode of dying, such | Adorbid conditions, if any, giving DUE TO (b)
o heard fallure, asthenia, | rise L0 the abose cause () tating .

cle. It memme the dis. | the underlying couse last.

case, infury, or complica- . - DUETO ("I
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS ~

Conditions contributing to the death but not
related to the disease or condition causing death.

WRITE PLAINLY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

19a. DATE OF 'ogﬁ&-- 19b. MAJOR FINDINGS OF OPERATION ’ N ' 20, AUTOPSY?
’ - . ) ; o/ ves [ 1 wo [
2ta, ACCIDENT (Bpecity} 21b. PLACE OF INJURY te.g..inorabout | 2Tc, (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farto, factory, street, office bldy., eva.)
HOMICIDE
21d. TIME (Mouth) (Dmy) (Year) (Houp 21g. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR? ks
2. I heréby certify that I altendgd the deceased from . lo , 19 , that I last saw the deceased
Ve OTN— | , and that death otcurred atll:50P 50P m., from the causes and on the date stated above.
Za. sw or u%‘ 2, Annner,-a , ys:suso
- Voo S AN Yo 6 LEA
ﬁa. BlIi‘IERllI JOI\"I'. CREMA- | 24b. DATE 24c. NAME OF CEMG_EI'ERY OR CREMATORY TION (Oity, town, or county) /
5 it } .z
oﬁurlaiG /) _|Jung 7, 1951 | Andersph”Hill, Cemetary -; M
DATE REC'D BY LOCAL 25, ruu:nn. | RECTO StGNATY ADDRERS
amm——
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tON 301340 HIW3H 1o11sia
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STATEMENT B,Y\-LICENSED EMBALMER
.- , -
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, R —evomeeevvrme - !
e eeerepeL et A RR oAt e it et e b et e s m e o seneee oo ) , Student Embalmer No. .
working under my persona! supervision. i .
L4
Student ceeeesanrsaarssrres tereniesaeninnas Signed

Student Embalmer _ -
Licensed Embalmer No 3932

’ ) P. Q. Address TI‘Oy. Missouri

Nate:  The above MUST,BE SIGNED BY THE. LICENSED MA;(;SMER in his OWN HANDWRITING. (Failure to comply with

“u

L R . . . .
‘the abpw; constitutes grounds: for revocation of license.)

. A
3 . ¢ .
" If this body is not embalmed, fact should be so stated above. : ) -
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P \




