PURI_DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 59_039223
EILED VS DEC 135 1959 35_:3““___me Registration Distrit No. 3 () / D Recistrar's N?L}‘ é ;'_ STATE FILE NUMBER

Ll Registration District No. _____
ENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If imstitution: Residence before
. COUNTY . STATE . COUNTY iasi
! [ " a Mis 3 Our? capo sdmission)
b. CITY (If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b . CITY Inside Limits
TOWN c G 5 yr 1own G ape Glrardeau Ya & No (1
ape Girardeau
c. ;lg.épﬂw%(gF (If NOT in hospitsl, give location) Inside Limits d:égi%s {if cutside, give location) Reside on Farm
wnstution. Sailor Circle Yes{f) NoOJ Sailer Circls Y [] No @
3. (I;AME OF DE)CEASED First Middle : | = - - Last 4, DéﬂFTE Month Day Year
ype orf print
Harriett Stauffer cesvDee 9 1959
5. SEX 6. COLOR OR RACE 7. Married Never Married [ l DATE ni é étﬂ 9. AG?IM birthdsy) |iF UNDER 1 YEAR | IF UNDER 24 HR
Wid Di ed ths Days Hours Min.
FO 1° te idowae ivorced [ ]

10a. USUAL QOCCUPATION ([Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

Hoursew i Pao lite, even i retired) None Mankato Minn Ue3.4

13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME id, MAME OF HUSBAND OR WIFE

John Simpson Unknown Néne

15, WAS DECEASED EVER IN U.5, ARMED FORCES? 16.” SOCIAL SECURITY NC. T17. INFORMANT Address

{Yes, no, (ﬁgknown) {If yes, glii'eowar or dates of service) 0o | MI'B RiChaI'd c Brom ’ Cape G_{P. MOO

INTERVAL BETWEEN

*
18. CAUSE OF DEATH (Enter only ane cause per line for (a), (b), and (c}.
PART |. DEATH WAS CAUSED BY: QONSET AND DEATH
MMEDIATE CAUSE (a) WMW /! W M"' WL
f

DOCUMENT

-~ 7
Conditions, if any, DUE TO (b} M

which gave rise 10
osbove cavse {a),
stating the under-
lying cause last. DUE TO [c) }

PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH byt not related to the terminal PART 111, If deceased was female was
there & pregrandy in last 90 days.

disease condition given_in PART { (a)

] [ Yes ] KNO I O Unknown
nter naturs of injury in PART | or PART )1 of item 18.)

19. WAS AUTOPSY
PERFORMED?
YES [J NO

20c. TIME OF Hour Month, Day, Yesr
INJURY am.
p.m.

202, ACCIDENT  SUICIDE
m] O

MEDICAL CERTIFICATION

20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or aboutr home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bidg., e}
NOT WHILE AT WORK [

m on the date stated above, and to the best of my knowledge, from the :auus stated.

21. 1 sttended the deceased fro

: Death occurred st

. 22a. !IV NATURE {Degres or title} 2 DDRESS LS 22: DAJE SIGNED
o ¢ ~ WO 2

= L\_AA .y r y _,b
« Al, CREMATION 23b. DATE 23c, NAME OF CEMETERY OR CREMATORYF 23d. LOCATION (City, town, ortcounty) {State)

o ﬁe!ﬁ Specify)

z 12-10-1959! Eldora Iowa Eldora Tows

< 24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. 8Y LOCAL REG. 26, GISTRAR'S SIGNA

-

m

Brinkdpf Howell, Cape Gir Mo, 12 -/2-87 Atanar kowtw
LS

(Licensed Embalmer’s Statemen? on Reverse Side)




\
[
L]
v

- : : FIRN 7 1
STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signedm ‘ At

Signature of Student Embaimer
Licensed Embalmer No. é .s é .
. - .
"P. O. Address &;&/%

Nofe: The above MUST BE SIGNED 8Y THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to compl
with the above constitutes grounds for revecation of license).
. 1f embalmed by a STUDENT, he also shall sign in his OWN handwriting- - ot
If this body is not embalmed, fact should be so stated above.




