e

THE DIVISION OF HEALTH OF MISSOUR!

RN | FILED OCT 26 1949  STANDARD CERTIFICATE OF DEATH s et tm g
& ! miRTH NO. __ nee. o137, w. DL C  priwmsy nte. oist. m._ng. Registrar's Nowood, &
/ 73 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers ¢ d bved. If ioeti reaid: before
_‘6‘ a, COUNTY &. STATE b. COUNTY: ).
,?“ St. Charles Mo. St. Gharf'é'g’“
R b. CITY . . LENGTH OF . CITY s
% ar ﬂ-!wh‘ld-mwnull'nlh write RURAL and gvs o csrAthm.mn ¢ (If crakde oorporate limits, write BURAL and give township) P
—_—h TOWN St Charles hrs. TOWN  O'Fallon 2
a . d. FULL NAME OF (f aot in hospital or | lon, give mmm or location) d. STREET (If rural, ghve location) (_/)
HOSPITAL OR ADDRESS
INSTITUTION. ~ St. Jos eph HoSP1TRL. {
KX l:')‘E%ME or-l': a. (First) b. (Middle) e. {Last) 4. DSIE (Mooth)  (Day) (Yaar)
{Type or Print) Leo Je Henke DEATH 10 3 8 49
8, SEX 6. COLOR OR RACE | 7. MARRIED NEVER ESRRIED 8. DATE OF BIRTH 9.::;!-: o resct] v oo .D“n: ¥ owoen w .
. {Bpacify) . y birthday, Moantha Howss | Min,
male white ey ngle s | Jan. 11 1903 46 | |
10a. USUAL OCCUPATION (G - 0b. K R _IN: | 11. BIRTHPLACE orelgn D
e - OCCUPATION u(’c.::::n:m 100, KIND OF BUSINESSD%S_I_ LE 11. BIRTH (Btate or f, mhj‘;) 12 CITIZERN?FWHAT
Truck driver onstruction O'Fallon Rural Mo.
llSa. FATHER' S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Marcus Henke Hemmer Mangtiimarriédceased
TS, WAS DECEASED EVER IN U. S, ARMED FORCES? | 16, SOCIAL SECURTTY | 77, INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yes. 0o, or unknown} | (If yes, sive war or dates of servics) & NO. ' M
na o A Simon Henke O0'Fallon Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION . m&lﬁgﬂm
. Enter anly anscenseper | I DISEASE OR CONDITION . )
ine for (a), (b}, and {¢y | DYRECTLY LEADING TO DEATH*(5) ANt en Vi m%l .
ANTECEDENT CAUSES
s o e jx/\ W
the mode of dping, such DUE TO (b £ Yai 8 AN

WRITE' PLAINLY—UBING UNFADING BLACK INE--MAKE A PERMANENT RECO

os heart fatliie, asthenta,
ete. It means ibe dis-
¢ass, infury, or complica-

Morbid conditi [/ ,
Tt to the Showe exiune {0y satby -
the underlying cause last.

. DUE TO ()

59

tion whick caused death,

11. OTHER SIGNIFICANY CONDITIONS

Conditions contributing to the death but not
related to the disease or condition cousing death.

axwt\,%f/&m%

192, DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION )
e . . ves [ wo [
21a. ACCIDENT (Bpecty) 215, PLACEOF INJURY (el orabout | 2lc. (CITY, TOWN, OR TOWNSHIP) - - (COUNTY) (STATE)
SUICIDE bome, farm. fastory, strest, offios bildz._ sta)
HOMICIDE
214. TIME  (Month) . (Dex) (Year) (Houn | 2le. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
INJURY Vwork L] "ATWORK
2.1 hereby certify that 1 aitfmdcd he deceased from= 1;%, to_L0=3  16£4, that I last saiv the deceased
alive on , and that death bechrred at = _"#., from the causes and on the dale stated above.
2. SIGNATURE' ‘(Dégros or ml'a 2. Annnes M&y\ M Z3:. DATE SIGNED
AU L . ﬁ ﬁ/é'-a,\,\. F ¢ | fA- 77
2As BURIAL, CREMA- 1 245, DATE 24c. NAME o:- CEMETERY OR CREMATORY - § 24d, LOCATION {Oity, town, of county) (Btate]
TION, REMOVAL (Spaeity) |
Buriai Qct. 5 '49 Dardenne . - Q'Fallon Rural - Mo.
DATE REC'D BY LOCAL | R 'S SIGNATURE . DIRECTOR'S 8| GNATURE - ADDRESS
(o— 1€ -% ? Qo % @O'Fallon Mo.
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STATEMENT BY LICENSED EMBALMER

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

et rhtanEnresErebe eas oA be ek enashntamdant b SRS SEeR TS FAS AR AROARS A AR ad mmk mees Semn oo en bea emeeansteabe e s onet S em nt b AR ERRA £ b 1R R SRR £ smemmn , Student Embaimer No.

Signed &I/(L/JA-\MZ;’T

STgned.cc.cecscannccsnrsnannces Gesassrannaa vanae Licensed Embalmer No 809
Studant Eabaimer ;

working under my personal supervision,

’ P. O. Address. Q'Fallion. Mo,
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.)
Jf this body is not embalmed, fact should be so stated above.
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