ISSOURI* DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH

ATMENT OF PUBLIC HEALTH AND WELFARE

1. PLACE OF nen# 4

Registration District Ne. __________/___é__-_-Primary Registration District No

Ragistrar’s No. ----éﬁg______

=~61~-024680

STATE FILE NUMBER

1004

TIuUT 2. USUAL RESIDENCE (Where decessed lived. If institution: Relid?n:e before
' . COUNTY % . STATE ' NTY isal
8 a Frankl in [ -3 Mo b, COU Gasconade wdmizsion)
% b. C(I)'LV {If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COILY Inside Limits
¥ rown  Washington 11 days wwy Hermann Yor ff N0 O
:5 €. ﬁg.épl’:lTAA!{\EoOF (If NOT in hospital, give location) Inside Limits d. SEEEE‘! {1f cunide,éive location} Reside on Farm
ADDR
:(“ nstinionot « Francis Hospital |vedh wen Woethe & W. 18th Sts |v.po m
[
3. ';AME OF DECEASED First Middle Last 4, DOAS;'E Month Day Year
(Tvee o print JACOB CHRISTIAN DANUSER oan  Aug 8 1961
5. SEX 6. COLOR OR RACE 7. Married Never Married [] [B. DATE OF BIRTH, | 9. AGE {last birthday) { IF UNDER ) YEAR [F UNDER 24 HR
Iﬂal e C au, Widowtdig Divorced [ / 808 9 2 Months | Doys Hours Min.
10a. USUAL OCCUPATION {Give kind of work done { 10b, KIND QF BUSINESS OR INDUSTRY! 11. BIRTHPLACE {City and state or country) | 12, CITIZEN OFf WHAT COUNTRY
i ina Lif | . . . . .
sl{\ﬁmvreoyﬁqikmg life, evan if retired) Clvll El’lglne erirt g thtle Berger , I‘.b Us
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Christian Danuser Verena Bottermann Wilhelmina Danuser
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, Nﬁr unknown} [ (If yes, give war or dates of sarvice) None Se lma Danuser N Hermann ’ MO
= 18. CAUSE OF DEATH {(Enter anly one cauvse per line for {a), (b}, and {c}. INTERVAL BETWEEN
Z PART 1. DEATH WAS CAUSED BY: QONSET AND DEATH
w - .
5 g IMMEDIATE CAUSE {a) Acute pvelonephritis 1 week
Q 3
S a Conditions, i any,)  DUETO®) Chryonic nephrosclerosis 5.yrs
5 whith gave rise to 7
z asbove couse fa),
= stating the under-
lying cause fast. DUE T0O (<)
z PART 1. OTHER SIGNIFICANT CONDI'IIONS CONIRIBUTING TO DEATH but not related to the ferminal, | PART It If deceased was female  wos
g disease condition given in PART | (a) \ there & pregnancy in last 90 deys.
< -
v Arteriosclerosis | O ves | O No [ O nkoown
- 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of item 10.)
& PERFORMED? a O (W] N
e YES J NO[K
I | 20c.TIME OF  HouF ~ Menth, Day, Yeer |
a INJURY A
g p-m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK OO farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [J
n
é 21. | attended the deceased fr;)rn 1 - 17-4_9 to. 8 "8 = 6 1 and last saw hlm alive on 8 8 6 1
o " Death occurred .M.__JL__H: on the data stated above, and to the best of my knowledge, from the causes stated.
— .
8 B 22a. SIGNATURE {Degree or title) 22b. ADDRESS 22c. DATE SIGNED
gum—
& s { - /177 Hermanp Mo. 819-61
2 33a, BURIAL, CREMATION, | 22b. DATE 2%. NAME OF CEMETERY OR CREMATORY 23d. LDCATICON (City, town, or county) (State)
2 £ "Barsgr™ 6 H Cemet Hermann
2 © urisg 8/31/1961 ermann Cemetery ;
= < 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD..pY LQCAL REG. ‘S SIGNATURE [
= .
= ] ~-.Herman Blumer Inc Hermann, Mo ‘%j/ @.Z M&&__
a F —r

{Licensed Embalmer's Statement on Reversa Side}

e |




STATEMENT BY LICENSED EMBALMER .

| hereby certify that the body whose name is recorded on the reverse side pf..thlsL_hemflcate was embalmed by me

or by 0/?//?4 MOM-% Studen‘t\ Embalmer No. Aéi

working uszmn \Z‘
L_O h L,Ll-a/fé/
Student Signed — (‘I"

Slgr\’arure of Student Embalmer
>/ C o

Licensed Embalmer No

P. O. Address ‘r/ IC/CL@LLL,L

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

If embzlmed by a STUDENT, he also shall sign in his OWN handwmmg

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



