THE DIVISION OF HEALTH OF MISSOUR!

.S, No.300 ‘.
o wa|  PIEDDEC 2- 1957 STANDARD CERTIFICATE OF DEATH s 31613
e
| BIRTH ND. __. Rec. 0157, w0, 3CO _ prinany rec. 0157 w0.B08D  kevisirar's NodR LS. L
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Whers decceased lived. 1f Institution: l’-id/nh before
a. COUNTY a. STATE b, COUNTY -a-nh-iom.
i 8t Ccharles Mlssourd St Charles
b. CITY (f outeids corporats limits, write BURAL and give ¢. LENGTH OF c. CITY . d Iy Residence within Limits of
OR wrahi o OR .
Towx St Charles rmtio)| SHERGHSl  1oWn St Charles R "'l:l”'"_"
d. FULL NAME OF (I not is bospital or instivation, give strect address or losatlon) o. STREET (i rural, give location) o ?; j
HOSPITAL OR ADDRESS -
INSTITUTION. 816 Washlington 816 Washington °
3. NAME OF a. (First) b. (Middle) T. (Last) 4. DATE (Mootn)  (Day)  (Year)
DECEASED
(Twpe or Print) Bartha Marie Mutert candlov. 25 1957
5. SEX / | & COLOR OR RACE | 7. MARRIEB NEVER | ".';‘BRR 1ED, ] | 8. DATE OF BIRTH 9. AGE (s roun] v voox § fan TOX | ¥ oNoRR u s,
. (B; on Hours | Mia.
Female | White Wydowad™ Nov. 12 1872 | g il e
m%r ui%l; Sﬁf“”;ﬁ i i of wark 10b. KIND OF BUSINESS OR IN.  11. BIRTHPLACE (00 104 State or Foreiga Country) O 12. Cmm; OF WHAT
ouse Keeper Home St Charles Mo
13a. FATHER'S NAME : 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
John D, Hollrah | Marie Menke |Herman H. Mutert
15. WAS DECEASED EVER 1N U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 S{GNATURE OR NAME __ ADDRESS
Yea. mmnown) {If yeu. ﬂ“morcht-durviu) None . NO. Elmer Mutert St Charles Mo .
INTERVAL BETWEEN

8. CAUSE OF DEATH ~ - . MEDICAL CERTIGICATION N INTERVAL BETWEER
camoper § 1+ DISEASE OR CONDITION / ¢
- Bater only onecsusoper § T pPEi Y LEADING TO DEATH" q) W‘Eﬂlﬁ{ﬂj W
: /

line tor {s), (b}, and (c)

Y
~

'S WRITE PLAINLY—USING TINFADING BLACK INE—MAKE A PERMANENT RECORD

.

an heart fatlure, asthenie,
ee. It memny the dis-
care, infury, or complica-

*This a“' not mean ANTECEDENT CAUSES /ﬂ )
the mode of dying, euch | Morbid conditions, if any gmw DUE TO (b) ___GM'—‘M : b 24
rise to the abose cause (a) 4
the underlying cauee last. .
DUE TO {¢)}

tion which eaused death. | 11, OTHER SIGNIFICANT CONDITIONS

" Conditions contribuling (o the death bul not
rdatdto&bcdilmeo’:’mndﬂmmuﬁum ) 42 0/ -
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION o, L ‘ 20. AUTOPSY? —
TION
. . yes L] wo
21a. ACCIDENT (Specily) 21b. PLACEOF INJURY (es..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bome, larm, tactory, street. cce bidy.. ste) . . , .
HOMICIDE ) ' Co
21d. TIME (Month) (Duwy) (Year) {(Hour) 2te. INJURY OCCURRED 21f. HOW D1D INJURY OCCUR?
F ) WHILE AT[—] NOT WHILE
INJURY m. | woRK AT WORK

alive ofy

2. T hereby certify that I attended the deceased from ;ﬂe:.l_ 19087 1o Ar A5 1937 that I lost soio the deceased
_wcz;';j‘_

19_*F], and that death occurred al #_,A-. m., from the causes and on the date siated above.

%Nag{m{ cazmg

uria

Z3a. SIGN { orgitle) L} 23b. ADD ) . DATE SIGNED
Y ; s | 27 87
24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or connty) - (Btate)

Nov,. 27 195%Y 0Oak Gnoye Cemetary St (‘hnrlaq Mo,

DATE REC'D BY LOCAL

|ZZOUJZ [§ R:ZG

RAR'S SIGNATURE 25 EUNEAAL DIRECTOR'S S16MA ADDRESS
M.
{Licensed »

*s Steternent on Reverse Side)




REAR Y]

ST-ATEMENT BY LICENSED EMBALMER o

A . L
5 M ’

I hereby certify that the body whose name is recorded on the reverse ‘side of this certdu:ate was embalm

by me, or by ....... et eeareeeaneteeeeeaeaeearaneeeannanane SRR, Student Embalmer No...S5.¢ ...

. working under my personal supervision..

smdent/"@/‘aﬂdﬂ-&- ...... . ' Slgned..mj %«— ........................

Signesture of Student Echalper
.Licensed Embalmer No..a?/ l/b/

v ST o : P. O. Addreu-xl@(%biéﬂ.

VI 2

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING {Failu

“to comply with the above constitutes grounds for revocation of ll.cenae) ) !
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. I
T~ thls body is not embalmed, fact should be so stated above.’ .o

b
Y




