MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —62-

DEPARTMENT OF PUBLIC HEALTH AND WELFARK ——3-—Q1-0143—
J Q STATE FILE NUMBER
_ Registration District No. ™ rimary Registration District N —-Ragistrar’s No,

DO NOY WRITE : -
ON THIS STUB e | ——FILED AR 9705 -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
V§ 300 . counry  Cape Glrardeamn o staeMigsourd cony  Cape admisslon)
Rev. 4/59 “b. CITY (If outside:corporate limits, give TOWNSHIP only) Length of stay in 1b c C‘l)':( ‘Inside Limits
owmCape Girardeau : 50 yr owv Cape Girardeau YesuE] No ]
<, ‘FULL’ NAME CF (tf NOT In hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on.Farm:

T'»??:‘?%L‘%o%“llaphe Ureat Hursing Yoo OF oy |- POPRES ]J_I_ N Henderson lye N

3 gm OF DE,CEASED ) First Middle “Last. . 4, Dco?;l'E Month Day Yaar
¥pa or.prini . .
Mathilda D Eggimann At Mareh 20 1963
5. SEX 4. 'COLOR OR:RACE 7. Martied (1 Naver Married [] 8. DATE OF BtRiH { 9 AGE-{lan birthday) |IF UNDER ] YEAR | IF UNDER 24 HR
Female- w ' Widowed BF Dvrced O 1 2emBe 1881 8L Mgrt | Degrgy | Movrs [ i

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

NEGER GG . ven IF retired) None Gordonville Moe TeSel

13a. FATHER'S NAME 13b. MOTHER'S" MAIDEN  NAME 14, N. E HUS| D OR WIFE

JeH Keller ' sophia Suedekum Eg Efn (Deoeased

15. WAS DECEASED EVER IN-U.5. ARMED FORCEF 14 CALSIAL CEelam INFORMANT Address

(o5, o, or ugkngun) [ {1 yos, give war o dates g Yrs Tod Suedekum Cape Gir Mo,
18, CAUSE oF DEATH (Enter only one cause R L (a0 o Ly INTERVAL BETWEEN
'PART 1. DEATH WAS CAUSED BY: _ ‘ gy\p : f:of\ ONSERAND DEATH
IMMEDIATE CAUSE {a] | MWALAN A -D. Qe \ %
Conditions, if mv} DUE TO i) ()(\ ‘ L2 5 L,D V\JTtM\ HQO’\V} Dta 5%

which gave rise to Q
BUETO (o) ' ' ] : '

, .above. cause (a),
" stating the under
- PART 1l. OTHER SIGNIFICANT CONDlTIONS CONTRIBUTING TO DEATH but not relsted 1o the ferminal | PART Ili. If decessed was, female wa
- disesse condition given.in PART | {a) . there a pregrancy in last 90 days.

lying cavie lait,
. ]_—I:] Yoi l O Ne ] O Unknown
19, WAS AUTOPSY | 2Ca. ACCII:.I_])EN'I SUI%DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter:nature of injury in;PART | or PART I{ of item 18.)
PE ; . 2 = R - .

DATE AMENDED

DOCUMENT

RFORMED?A
YES[O'N
20¢: TIME OF Houe - Manth, Day,” Year-|
INJURY  e.m.

B,

20d. INJURY OCCURRED, - | 20e. FLACE OF INJURY (e.q, in or about home, | 20F. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, street, office bldg., atc} :
-NOT WHILE AT WORK D ' ” .

_21 ] lﬂenaéd"l.?!e coased from ‘J— il ;._S‘Xl fn_‘;:&_—&lnd last saw ".n L alive on__.zk_lé -éB
" ) / i 40 a4 o .the date stated ahove, and to the best of my knowledge, from the causes steted.
™22, ADDRESS — . Z2c: DATE SIGNEL

)70 Y-R-b3

: o " V' 4 A 1 1 /
23e. BURIAL CREMAYION, | 23b. DA NAME OF CEMETENY OR:CREMATORY | - | 23d. LOCATION (tlfy. town, ar county) (State)

REMQVAL (Spetify) _ : Cape Gir. Mo
rial 322 1963 | mm_%e%m MZ“ <

“BPERSFT Howell Cape Gir Mos T ™ Y 2

mer’s Stater on Reverse Side)

=
O
{ T
192
{17]
[+4
s
a
=16
8- (]
o S
w |5
I|£
.
=z
Q
3
—
z
w
=
O,
ot
(YY)
E.
<

MEDICAL CERTIFICATION

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

TTEM NO.]




' STATEMENT. 8Y LICENSED EMBALMER

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

or by 3 -Student Embalmer No.

‘working under my personal “supervision.

Student.

Signature of Student Embaimer

Licensed Embalmer No.

Nofe: The above MUST BE SIGNED .BY THE I.ICENSED EMBALMER |n his OWN HANDWRITING (Fallure to mmpiy
with the above constitutes grounds for revocation of license). “ .

If embalrned by a. STUDENT he also shall sign<in his OWN handwrmng

If this. body I5 nol embalmed fact should be so stated above.

L 3\ - - -

P -

73!'/&5#’/# PR . F-a0- ax




