ealth,
w.lfﬂl’e
ublic
ervice

LAAUT, LWUMHIET, 810 THUST T3e CITiY STORMUrd Nemaciarsre my wem [T 10 Symprairs will Te 1T5TEu
USE ONLY BLACK INK OR RIBBON TYPEWRITE iF POSSIBLE

All dissases in Part | must be causally related.

THE DIVISION OF HEALTH OF MISSOURI

_39-000448...

STANDARD CERTIFICATE OF DEATH f STATE FILE NUMBER
F"_ED JAN 1 5 19595;1,-“1@1_ District Na. 7Pr|mnry Registration Dlstrl:_tlo_ﬁgda- Registrar's No__j_
r ~
-1. PLACE OF DEATH " 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence byfore
a. COUNTY CALLAWAY o STATE MT SSOURI & counTGASCAN ADES
b, CETY {If cutside corparate limits, give TOWNSHIP only) Inside Limits <. CgRY 83706 Inside Limits
R ¢l
TOWN FULTON Yes (Y No [ tomw OWENSVILLE | yes[ N[

c. FULL NAME OF (If NOT in hospital, give locatien) | Length of stay in 1b d. STREET (If outside. give location) Reside on Farm
HOSPITAL O ADDRESSl Yes [ Ne[]
nsTITUTIoN ST . HOSPTTAL #1 Bwks., 5da 05 WEST M@FADDEN es[] No

3. ?TAME OF DE)CEASED First Middle Last 4. De;E Manth Day Year

it A
e or prin HENRY HERMANN EICKERMANN | pexrs January 5, 1959

5. SEX o 6. COLOR OR RACE| 7. MARRIED[ JNEVER MARRIED ] 8. DATE OF BIRTH 9. AGE (In years JIF UNDER 1 YEAR} IF UNDER 24 HRS.
. 1 birthday) [ Manths | Days Hours Min.

MALE WHITE mooven({ 3 orvorceo| 2- 24 ~1879 79 I |

10a. USUAL CCCUPATION (Give kind of work done | 10b. KIRD GF BUSINESS OR 11. BIRTHPLACE (City and state or country) d 12. CITIZEN OF WHAT COUNTRY?

during most of working life, sven if retired) INpU -
# B U KNown OWENSVILLE, MISSOURI| U.S.A.

13a. FATHER'S NAME

HERMANN EICKERMANN

13b. MOTHER'S MAIDEN NAME

HENERITTA DEPPE

14. NAME OF HUSBAND OR WIFE

CTLARA HAFFNSR SHIKSRIMANK

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

(Yas, nnt or unknown}| (H yes, give war or dotes of sarvice}

16. SOCIAL SECURITY NO.[ 17. INFORMANT

UNKNOWN

STATE HQSPITAL NO. 1, FULTON,

Address

MO,

PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only ane cause per line for (o), (b}, and (c).)
Cerebro-vascular accident

INTERVAL BETWEEN
ONSET AND DEATH

Cerebral Arteriosclerosis

eath occurred at

Condirions, if any, DUE 1O {b)
which gave rise 1o }
above cause (o),
ating th dear.
A IR 33(%
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not releted to the tarminal diseass condition given in PART ¥ (a) 19. WAS AUTOPSY
S . . . . . PERFORMED?
2| Chronic Brain Syndrome with Cerebral Arteriosclerosis ves[] noK) 2
1 20a. ACCIDENT SUNCIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART [ or PART Il of item 18.)
w
8 o O O
S| 20c. TIMEOF Howr Monih, Day, Year
8 (NJURY  q.m.
k3 p.m.
20d. INJURY OCCURRED 20e. PLACE DF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE ] farm, foctory, street, office bldg., etc.)
WORK —, ATMHDRK
nao
mwnd_?th / b‘Pr:.am ]-2 lo 58 , to l 5- 59 an e-Kmvu en

m on the date stated above; and to the basr of my knowledge, from the couses stated.

E SIGNATURE | :§ C MW
rwin Leoniidrdt, M.D.

22b. ADDRESS

State Hospital No., 1

22c. DATE SIGNED

1/5/59

2%a. BURIAL, CREMATION,
REMOYAL (Spacify)

I-L 1-8-1959

23b. DATE

2

23z. NAME OF CEMETERY OR CREMATORY

% B Cemetery

23d. LOCATION (City, town, or county)

Perahing,

{State)

HiTo I

ADDRESS

24, FUNERAL DIRECTOR

Purcwsvred s

E RECD. BY LOCAL REG.

L5 - /?J‘

25. D,

6. REGISTRAR'S SLGN, UR%

{Liconsed Embolmer's Sigtemant on Reverse Sidw}

d




mas. ¢ £ ud

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 %ﬁ .................................................................. ., Student Embalmer No. ....ovvevvnnrennns

Signature of Student Embalmer

- P. O. Addressﬂw(;/p‘;ﬂ‘léé’

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

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

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




