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RECORD

b

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT

L BIRTH RO. _____
i. PLACE OF DEATH

el

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. ZQZ PRIMARY REG. DIST. m.m Registrar's No. A 3@l ...

1951

37812

State File No..wmrvninirimrm e

a. COUNTY

2. USUAL RESIDENCE (Where decatasd lived. I institution: rmsidence befors
8. STATE adminglon),

. b. ;
Jasper Missouri COUNTY  Jasper
b, CITY (I outsdd , writa RURAL and . LENGTH OF CITY (I oawkde limits, write
1A (I vatsids eorpursts l!'mlu te ‘:in o §T e hi platel c. a {If o SOTDOTALE s, Bmmmwz 5/{
TOWN Joplin . . Yrs TOWN Joplin . -5_
d. FULL NAME OF (If sot in heapital or lostitution. give strect address or Joeation? d. STREET (I ruml, give kocatlon) o
HOSPITAL GR ADDRESS
. INSTITUTION ia A 31k Sergeant Avenue
3 NAME OF 8. (First) b. (Middle) ¢. {Last) 4. DATE (Mcoth)  (Day) (Year)
{ T¥pe or Print} faura WALDECIER DEATH November 21,1951
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (fo yearn| w %OIR ) YEAR | & vOER B mme,
. WIDOWED, DIVORCED (Epacity) - gﬁdu) Mont.h, D-n Houn | Min
Female White Widowed 2 Januarvy 24,1875 7 |
10a. USUAL OCCUPATION (Gwekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE
3 USUAL OCCUPATION (criiad ol vt | 1 ESs OR N F (Sate or forses ouatey) / 12 CITIZEN OF WHAT
Housewife Domestic Brownsville, Texas e

13a. FATHER'S NAME

Raphael de Saria

13b. MOTHER'S MAIDEN NAME
Josephine Hoffman

15. WAS DECEASED EVER [N U.S, ARMED FORCES?
{Yw, 0o, orunkoown) | (If yes, slve war or dates of

16. SOCIAL SECURLTY

14. NAME OF HUSBAND OR WIFE

Lou Waldecker (DECEASED)
17. INFORMANT 5 SIGNATURE OR NAME ADDRESS

No None Mrs Florence Sharp 314 Sergeant Joplin,Mo.
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecousmper | I DISEASE OR CONDITION ONSET AND DEATH
ine for {a), (b, and () | DIRECTLY LEADING TO DEATH® (4) .
*This does not mean ANTECEDENT CAUSES
the mode of dping, such | Mortid conditions, if ang, ﬂng DUE TO (&)
| a8 heart fatture, osthenta, | riae to the abooe cauae (a)'slating -
dt. I means the dis- the underlying cause last, .
caue, infury, or complica- DUE TO (g)
tion which cauzed death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditlons contributing to the death but ot
related to the diacase or condition causing deafh,

15a. DATE OF OPFFO’H 19b, MAJOR FINDINGS OF OPERATION 2. AUTOPSYY
21a. ACCIDENT (Hpecity) 21b. PLACE OF INJURY (e4..tnorabout | 21c. (Cl'n' TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE - -~ - bome, tarm, (setory, surest, offles bldg., se ) /

HOMICIDE _ :
214, TIME (Moath) (Day) (Yesr) (Houst | 21e, INJURY OCCURRED | ZIf. HOW DID INJURY OCCUR?

IN.?URY - | wHREAT ] NOTWHIRE
= | “work AT WORK
7

2. I hereby q,f that I qttended the deceased from 1950 tol= < Z - 1957/ that I last saw the deceased

alive on A 19_2rand that death occurred ot 123458 e, ., from the causes and on the date stated above.

2. SIGN
~
B Rl L, CREMA-

r

[/

ﬁ‘:o ‘ju.)

23b. AD I 2. DATE SIGNED

S D2t V3 /5s

Tlog Vfl- (Bpeslty)

Tib. DATE

'. NAME OF CEMETERY o?smpd‘hv
Mt Hope Cemetefy

24d. LOCATION (Olty, town, or county) 7 (5tate)
Nebbi City,Missouri

DATE RECD BY LOCAL

LATL7|

43
6’6’

25. FUMERAL OIRECTOR'S SISMATURE ADDRESS

Thprohill-Dillon Mort Joplin, Mo,

= W | )

cn Reverse Side)




RECEIVED /7 “36-.:";7
Jasper County Health Office

County File Number ;‘;’/E_@ ..........
Date Filed .- {_72.7_-5'/. ______

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by e

. .. - Studept Embalmer NO.caas.. PR Bet s st s At a e
working under my personal supervision. - udent mba'"’" No
Slg‘ned. m & W
Signed....... teersaaevsannnacua Mresesarenn T
Studant Embalmof - : Licensed Embal

P. 0. Address.._=

Note. The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND ING. (Fiilure to comply with
the above constitutes grounds for revocation of license.) <

If this body is not embalmed, fact should be so stated above. '




