. Mo, %00
. 10.48

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

FILED MAR.

13 1958 STANDARD CERTIF

THE DIVISION OF HEALTH OF MISSOURI

L4 "4i 'fc, e R e

ICATE OF DEATH 7836

. Enter anly onecouseper
line for (8), (b}, and {c)

*This does nol mean
the mode of dying, such
ax heazt fallure, asthenta,
ete. It megna the dis-
caze, injury, or complica-
tion which cavped death,

I. DISEASE OR CONDITION

S1088 File NOu.wsvvimmesyrarersemsasssssssins -
BIRTH NO. REG. DIST. NO, 360 PRIMARY REG. DIST. HO-EQlé_. Kegittrar's Na..!:l-.z..: ....... . .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where docotaed lived. 1f institation: residescs Lfers
\ a. COUNTY Vernon a. STATE MlS souri b, COUNTY Vernon.ummom.
b. CITY (1f cutside oorwnlo‘umu. writs RURAL ‘ndto‘:':nhip) %TAI;KE::EELE pl?cl:;) c. Cg;{ . ' . 4 ?c;}f;m“ 'r;?}‘;nuamwt;:;
TOWN Nevada 113 years|  Tows Nevada - L=
d. FULL NAME OF (If not in hospltal or i ion, mive streat add or location) o STREET (if rural, give location) d-\
H .
ISPIESR 801 M. Washington ADDRESS 409 S Lynn 0 {50,
3. NAME OF 8. (First) b. (Middie) c. (Lnast) ry DATE Manth)  (Day)
DECEASED i ryor Mal‘ oY) ) - (Yean
{ Type or Print} Emma, El ZB. P Y ' 4 1956
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED#} | 8. DATE OF BIRTH . 9, AGE (In yesrs| IF UNDER | YEAR | T UNDER 21 Haa,
Wh WIDOWED, DIVORCED 1863 | ™ tacvinsien ™| stonne l Deys | Heurs | Bin.
Fm - Widowed Hovember 24. . , |
10a. USUAL OCCUPATION {Giv of w 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE T
done during most of woruuu(.i(:::::nl‘:r:dr:g - DUSTRY (City end State or Foreign C‘“"” 12{:8{1“11'5@(10':““”
- Housewife Bates County, Missouri < U,S5.A.
“B13a. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSHAND/OR WIFE o
‘John Henry Meyer Clara M. Klostermpeyer| George W, Pr or. : - ¢
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yo, no, or unknown) | {If yes, #lve war or dates of service} NO. Ne Vada » JJA{O
Mo L None Mra, Lelah Grigesg 429 5. Lynn
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

. . /4 , Z ONSET. Az DEATH

DIRECTLY LEADING TO DEATH" o)

ANTECEDENT CAUSES

DUE TO ({2}

1 -
. f]
Morbid conditions, if eny, giving DUE TO (&)
rise o the above cause (a) slatiig .
the underlying cause Jast. L. .

11. OTHER SIGNIFICANT CONDITIONS

mm‘e&%dm% 2

Conditions contributing to the death but not )
related to the disease or condition causing death. ) g
192, DATE OF OP_F'FBAN- t9b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
4 260 F ves £ wo B0
21a, ACCIDENT {Bpecif{y) 21b. PLACEOF INJURY (s.x..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, tactory, asrest, office bldg.,e10.)
HOMICIDE . . .
21d. TIME (Month} (Day) (Year) (Hour) 2te. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?’ * )
WHILEAT HOT WHILE
- INJURY WORK AT WORK

" alive on

2. I hereby certify Vthat I atiended t_h.e deceased from

. I9i‘and that death occurred at

Sast

,_'L-r’,ﬁn., from the causes and on the date stated above.

IBﬂ, lo _Ame&_‘t, 19-&, that I last saw the deceased

{Dagree ot title) (&

/23b. ADDRESS 2. DATE SIGNED,,

/A

Mever Cen

24c. NAME OF CEMETERY OR CREMATORY

2 " 857
24d. LOCATION (City, town, or mmny) . {Stato)
etery Rockville Miggouri

DATE REC'D BY LOCAL

ESILECIAV

G

FTRAR'S SIGNATURY

Lo

R

&

L7y K=

3

(Licensed Embfiiner’s Statement on Reverse Side)

ADDRESS
Nevada,liissouri

5. FUNERAL DIRECTOR'S S1GNATURE
Ferry Funeral Home




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalj

LT o s LI B

working under my personal supervision..

5 /.ﬁ
Stadent.......coeenrmiii s r s Signed C;:/ ;Q‘;Zﬁ@ . (:% ..........

Signature of Student Embalmer

o -

" P. O. AddrewLev"'d‘""I“lS

_ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

T* this body is not embalmed, fact should be so stated above.




