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FILED MAY 20 1957

Registratien District Ne. ..

THE DIVISION OF HEAL TH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

g...z&?......m. Primary Registrotion District Ne, -.?ﬁ‘é‘ ............... Ragistrar's No. ..§ 7

i ReY 4 W3

STAT FILE NUMEEF!

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If institution: Residence b _or
o COUNTY Pike o STATE  pen b COUNTY  paye admjtaion)
b. CITY (If outside carporate limits, give TOWNSHIP only} | Inside Limits - e CITY - '] Inside Limits
OoR OR
town Loulslana YesO{ NoD romLouislana ) {;‘ , Yo: X Nen
c. FULL NAME OF (If NOT in hospital, givelocation)[Length of sray in 1b i ;
HOSPITAL OR d. STREET (1§ outside, give lacatmn) Reside on Farm
wsTitution 223 North Maln Sit. 9 yrs. © aopress 223 Worth Maln:i | veo wX
3. ::::H‘l‘ :‘r First Middle Laxt 4. DATE Month Day Year
D OF
{T¥pe or print) Nancy Elizabeth Schlepphorst| ovexn May- 5 , 1957
5. sex l 6. COLOR OR RACE 7. mn;{:n @ neveER MARRIED []] 8- PATE OF BIRTH . AGE (In geara | IF UNDER 1 YEAR by UNDER 24 kas.
l'u hday) [Montha | Daw | fours | Min.
Female White woiweo D) owonceo ] DOC o 29,1917 ! "8Y’ | >
10a. gsu;L occuPATlont(.Glae_h'nd ojn?;rk'u.io% 104, KIRD OF BUSINESS QR INDUSTRY | 11. BIRTHPLACE (City and ntato or country) O 12. CITIZEN OF WHAT COUNTRY?
FRE refer,
g ERL P " V"’ | own Home Meadville, Mo. . USA -
13, FATHER'S NAME 1. MOTHER'S MAIDEN NAME
Walter Emmett Evans Pearl Dunn
15? WAS bscnsknssn Evz?!m u.s. Am:gnron’czsv. 16. SOCIAL SECURITY HO.|I7. INFORMANT Address
{Fea. no. of unknown) yrd. Jive war or dales 8f service)
————mmmm———- Paul Schlepphorst, Loulsiana, Mo,

MEDICAL CERTIFICATION

Za FUNERAL omct}?

18. CAUSK OF DEATH [Enter only one cotis
PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Conditions, if any,
which gare risg fo
abore cause (o),
stating the under-
lying cause lasl.

DUE TO (b)

OUE TQ (¢)

_rh'ue Jor (), (\b). and (c}.)

INTERVAL BETWEEN

* i ONSET AND DEATH

é‘g/r:.

(a7 :
/

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{n)

19. WAS AUTOPSY

Death occurred at

f FOI MED’
| 70X NO
Za. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW [NJURY OCCURRED, (Enfer noture of injury in Part I or Fart 1 of item 18.)
] O 0 ————

20c. TIME OF  Hour  Month, Day, Year

INJURY a. m.

P.m.

20d. INJIRY OCCURRED 2e. PLACE OF INJURY e, g¢., inb% ahout ?ume. 20/, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE Jarm, factory, street, office bidg., ele.
WORK a AT WORK B Bt
- p——

. lattended the decoased from 1951 . to ‘) - ‘S—" S 7 and last saw :;’1 alive on

m on tha date stated above; and to the best of my knowledge, from the causes stated.

23a. BURIAL, cnunm

G T i D

22b. ADDRESS 22¢, DATE SIGNED

Louislana, Mo, 5[» S 7

REMOVAL (Speﬂfn

23¢c. MAME OF CEM[TERY,OR CREMATORY

234 LOCATION {City, touz !:r caunumsmf:)

ADDRESS

JLQ'LS lana,

25. DATEVU BY LOCAL REG, GISTRAR'S SIGNATURE .
MA% (4

@//757

MO,

{Llcansed Embalmer's Stateme

on Raverse Side '
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- e * . *.  STATEMENT BY-LICENSED EMBALMER

-
I hereby éer_tify that the body whose name is recorded on the reverse side of this certificate was ernr

by me, or by .............. e L e e Tl ey

working under my personal supervision..

Student .. .ooooin i

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

'If embalmed by a STUDENT he also shall sign in his OWN handwrltmg
b If this body is not, embalmed fact should be so stated above. PR B .




