AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deconased lived.

If institution: Residence before

COUNTY . STATE : * b, COUNTY Y dmisai
; MADIS ON " S Missour /MADISons _ érisien
b. CCI)IRY {1f outside corparate limits, give TOWNSHIP enly) Length of stay in 1b [S Col'l;l’ s Imlzi.:l.}lfl
oM R EDERILK TR WA 86 years O R EDER)CKTRWA Yor BTN O
<. FULL NAME OF {If NOT in hospital, give lacation) ,’l Inside Limits d. STREET {If cutside, give location} Reside on Farm
HOSPITAL OR - . ADDRESS
INSTTUTIONAYY A1 S0 n) Ca, Memoyia) “‘UPI Yes M Mo [ /06 mﬁ RSHALL- Yes [ No B
3. (I%AME OF pe}csaszn Firat ] Middle Lest 4 DOAFTE Month Day Yaar
ype or print, .
NNIE Nary WENGLER | % FgB. & 1962
5. SEX 6. COLOR OR RACE 7. Married O] _Mover Married [ [8. DATE OF BIRTH | 9- AGE {last birthday) l;g:NhDER ID‘VEAR l; UNDER i;: HR
idow i od ths ay| ours in.
FEMALE | WH.TE Widowed ovesd O 10ifi3f1g98 | 84 23
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or counfry) | 12. CITIZEN OF WHAT COUNTRY
i f working lif £ d
during usfnswérwlnegunn retired) NOME M\ne LaMOTTe. /uo. a. S.A‘

13a. FATHER'S NAME

Joun BEck, SR

13b. MOTHER'S MAIDEN NAME

MINNIE LERlCKHONER

14, NAME OF HKUSBAND OR WIFE

JOSEPH W ENGLER

15. WAS DECEASED EVER IN U.5, ARMED FORCES?
{Yes, no, or unknown} ,(If yes, give war or dates of servica}
Ju—

16, SOCIAL SECURITY NO. INFORMANT

Nowve

Address

Cam. WeneLer, Frep Er1ckTown, Mo,

", MEDICAL CERTIFICATION

PART I. DEATH WAS CALISED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), end {c}.

INTERVAL BETWEEN
. ONSET AND DEATH

?2‘?0/‘/@/0/?7/1/5 U /2 oNIP

3 o5y

Conditions, if any, DUE TO (b)
which gave rise to
above cavie (a),
stating the under-
lying cause last. DUE TO (c)

PART II.
disssse condition given in PART I

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal

Ja)

DIRBETES MELL 1705

PART HIl. f deceased was female was
. there a pregnancy in last 90 days.

r[:] Yes l O No I O Unknown

19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART 1) of item 18.)
PERFORME O (] a
YES £1 NO
20c. TIME OF Howr Month, Day, Year
INJURY a.m.
p.m.

« 20d. \NJURY QCCURRED
WHILE AT WORK [0
NOT WHILE AT WORK [

20e. PLACE OF INJURY (a.g., in or about home,
farm, factory, street, office bidg., etc.)

20f. CITY, TOWN, OR L

OCATION COUNTY STATE

21.

R‘Mndl

1 attended the deceased fr?__&_j\ .b z 10.
. ‘RS M)
el

Z3a. BURIAL, CREMATION, 23c.

MOVAL {Specify)

JVRIAL

CALvnRg

/L
\ 775, ADDRESTS @

LBEDERICKTEND A0,

rl y i
a1 uwm alive on Q S 6 b bz‘

m on the dete stated sbove, and to the best of my knowledge, from the causes siated.

22¢, DATE SIGNED

; €T,
e 2.

V.
NAME OF CEMETERY OR CREMATORY

CEMETERY

23d, LOCATION [City, town, df county)

MADUom Count

{State}

24. FUNERAL DIRECTOR ADDRESS

Sam Nasim, Sr, EvedericxTown Mo

25. DATE RECD. BY LOCAL REG.

—
—

TRAR'S SIGNATURE

e,

(Li:omed Embalmer s Statomant on Reverse Side)




STATEMENT. BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this cerfificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision

.Sfudenf | slgned/p M ?/ &M \"l

Signatvre of Student Embalmer
Licensed Embalmer No. 5-//?

P. O. Address &I 8 E CO//?L
ForodleciBT0.

Duesr }1/5)
Nofe: 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).
If ernbalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




