R1 DIVISION OF HEALTH — STANDARD CERTIFICATE .OF DEATH

LED

VSredbliad 05,1080 042

Primary Registration District No.

1000

Ragistrar‘s No.

735

-60—-025977

STATE FILE NUMBER

DOCUMENT

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befors
. COUNTY . STATE : = b. COUNTY dmiasi
' Buchanan : Missouri Buchanan _ *emier
b. Ccl)'l;f {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b €, C(I)fn\’ Inside Limits
TowN St. Joseph 40 Yrs TOWN St. Joseph Yagd Ne
¢. FULL NAME OF {If NOT in hospital, giva locstion) Inside Limita d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTHUTION Mi gsouri Meth. Hospital |"=& MO 1031 Faraon St. YR NeD
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoar
(Fype or print) OF
Clars Etta Waterstradt DEATH ]y 5 1960
5. SEX 6. COLOR OR RACE 7. Married (I Never Married [J |[8. DATE OF BIRTH | ¥- AGE (fast birthday) 'A::‘N:ER ‘D*EAR '.:UNDER i‘:'““
Widowed Oi d ths ays lours n.
Female White idowsd 01 w0 | an, 31,1891 69
1. 12. CITIZEN OF WHAT COUNTRY

10a. USUAL OCCUPATION

during most of workin

Give kind of work done
life, avan if retired)

10b. KIND OF BUSINESS OR INDUSTRY

BIRTHPLACE ([City and stale or couniry}

5 J& Fi;4g5.&(’) MEDICAL CERTIFICATION

BY AFFIDAWVIT OF

‘
i
i

Registered Nurse Repistered Nurse | Davis City, Iowa USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Lewyig P, Hine Jermie Dobozy Carl H, aterstradt
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. [ 17. "INFORMANT Address
{Yes, no, or unknown)f (If yes, give war of dates of service)
No None None c i t seph, Mo
18, CAUSE OF DEATH (Enter conly one cause per line for (a), (b), and (c). - INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: - ONSET AND DEATH
IMMEDIATE CAUSE (a) ¢LCL W
Conditions, i any, DUE TO (b}
which gave rise to
sbove cause (a),
stating the under-
lying couse last, DUE TO (c) '
PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 11, If decessed was female wm
disesse condition given in PART | (a) thers » pragnancy in last $0 3
' 0O Yes | &N 0 Unknown
19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.}
PERFORMED? (w} ] ]
YES (] NO g
20c. TIME OF How! Month, Oay, Yeer
INJURY a.m, -
. p.m.

WHILE AT WO

20d. INJURY OCCURRED

K e

NOT WHILE A‘I’ w

20e. PLACE OF INJURY {e.g.,
farm, factary, strest, office bldg., ete.)

in or aboyt home,

£

208, CITY, TOWN, OR LOCATION

COUNTY STATE

2,

| attended the deceased from
Desth occurred at

ity

1748

230 PLM,

'G—M_Jnd last saw R;:.l alive on 7— ‘5-' M

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

p ﬁ ¢ &chrz or mlu) ‘

22b, ADDRESS

202

ALY~

22¢. DATE SIGNED

7~T7-40

23b. DATE

| July 8, 1960

23c. NAME OF CEMETERY OR CREMATORY

Memorial Park Cemetery

Lﬁd. LOCATION (City, town, or county)

St. Josenh,

{State)
Missouri

ADDRESS

25. DATE RECD. BY LOCAL REG.

26. REGISTRAR’S 51G

Fyo,

NATURE

Clerle Lokl

,%d 11860
icensed Embalmer’s Stafément on Raverse Side}

f



sEp 13 1960

STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No.

or by

working under my personal supervision.

Student.

Signature of Student Embalmer

' . P. O. Address

N:;te The Shove MUST \BE'SIGNED BY THE. i'i.ICENSED EMBALMER in hls OWQI HANDWRI ING. ure to o
with the above constitutes grounds for revocation of llcense)

if embalmed by a STUDENT, he also shall sign in his OWN handwrmng

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

Ty, co. . “ =N . T,
" " . - . . R . L
h - & 5-._ . . L . .
>, . - -




