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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally reloted.
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

59—008197

STATE FILE NUMBER

IﬂL!‘,U FEB 2 4 Tg@ishoﬁeq District No. __..__-3,6,:}.. ________ Primary Regisrrﬂn_Disrricﬁ::._.é,__g.-.a.ﬁ_é_,_u Regiﬂmr'sil:.__.;é

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residg;?)efnrg
R . STATE b, COUNT admi s 3ron
> COUNIY  Warren > ST Missourd COUNTY Warren ™
b. CITY (If cutside corporgte limirs, give TOWNSHIP only} Inside Limits <. CITY Iy-) 7 & Inside Limits
OR () Yes [] Mo [] oRr I4 Yes[[] No[]
TOWN harrette TOWN Charrette Township
c. FULL NAM%OF {If NOT in hospital, give location) | Length of stay in 1h d, STDRDEREE-ES (M outside, give lecation) Reside en Farm
HOSPITAL Al
INSTITUTIDNRI mile E. Dutzow, Mo. 35 yrs. 1 Mile ®ass Tntzow Yes [ No [
3 NTAME OF PECEASED First Middie Last 4, DS"PI’E Month Doy Yeoar
(Type or print) Hedwig Johanna Dieckhaus peaTH February 13, 1959

5. SEX

Female [

6. COLOR OR RACE} 7
White

" MARRIED[_] NEVER MARRIED] |

wiooweng] 2 oivorcen[]

10a. USUAL OCCUPATION {Give kind of wark done

10k. KIND OF BUSINESS OR

8. DATE OF BIRTH

21

11. BIRTHPLACE (Ciry and stata or country)

Washington, Mo.

9. AGE (In yeaors

FUNDER 1 YEAR

IF UNDER 24 HRS.

Manths

]E;' birthday)

Doys

Hours I Min.

4

12. CITIZEN OF WHAT COUNTRY?

.S, A.

14. NAME OF HUSBAND OR WIFE

during ma st of working life, sven if retired) INDUSTRY
Housewife home ]
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME
John Bueke Anna Willenbrink

Robert Dieckhaus

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

(Yes, no, onmoknqwn)l {lf yes, give

war or dates of servica)

16, $OCIAL SECURITY NO.| 17. INFORMANT

Hone

Arlie Dieckhaus,

PART I

18. CAUSE OF DEATH (Enter only one couse per line for {a), (b}, and (c}.}
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

Marthasville

Address

INTERVAL BETWEEN

ONSET ZNZ DEATH

Canditions, if any, DUE TO (b}
whieh gave rise to
obove cause (a),
stating the under-
lying eauze lost, DUE TO {c)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal dizease condition given in PART | (a}

19. WAS AUTOPSY
PERFORMED

F
=]
= S
T 3.5.‘1; YES[] NOLX 7.
2| 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.) M
w
v a O d
; 20c. TIMEOF Hour  Month, Day, Year
3 INJURY  am.
£ p.m.

20d. INJURY OCCURRED 20e. PLLACE OF INJURY {e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.}

WORK AT WORK

21. | attended the deceased from, , to (- and last saw ::’; alive on

Death occurred ot FA Q m an the date stated above; and to the bost of my knowledge, from the causes stated.

a. SIGNATURE

L] ]

A P20,

WL
23a. BURIAL, CREMATION,
R MOVAi( ecify)

nf e

17-59

R {Dagree or title - 3
th,_émh&_

22b. ADDRESS

23c. NAME OF CEMETERY OR CREMATORY

S¢. Vincents Cemetery

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

22c. DATE SIGNED

=2 20

{State)

(24

a
24. FPNERAL DIREC
v
!

ADDRESS

arthasville, Mo,

25. DATE RECD. BY LOCAL

2-14 59

It
REG|S

REG.

é?“
N

{Licensed Embalmer's Statemant on Reverse Side)

26 TRAR'S SIGNJTUR n{i)
o




STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No....................

DY M, OF DY it ittt et teate it e aeratr et ee it aran

working under my personal supervision.

Student .o e
Signature of Student Embalmer o

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.
LY

,



