- . . THE DIVISION OF HEALTH OF MISSOURI ‘2'2
DHZAYED
STANDARD CERTIFICATE OF DEATH - STATE FILE NUMB
IELD JUN 2 3 ]gﬁgmwnon District No, _.._..-..ZZX ........... Primary Rargistration Dishi_cf Noﬂao 00 —— Regisrrurfs No. é /_0 H._-
._ . PLACE OF DEATH N 2 USUAL RESIDENCE {Where doceased lived. If institution: RcldldQnCG brfore
a. COUNTY id STATE b. COUNTY Qaami ssian
GCREENE Mo . IMAWRENCE
b. CIOTRY (If outside corporate limits, give TOWNSHIP only) Inside Limits <. CgRY tnside Limizs
oW D PRINGFIELD Yos O Mo [ _TOWN Yes[J Ne[]
€. Fg;;. NAME OF (If NOT in hospital, give location) | Length of atay in ib d. SB%EREETSS " (I outside, give location) Reside on Farm
HOSPITAL OR Al
INSTITUTION N S WEEXS - .S-M:_W. MT’VEEHIM Yes [} NOIE
3. NAME OF DECEASED First Middle Lnst, 4. DATE Month Doy Y ear
{Typa or print) \\) - oF .
EDWARD RAHNMOELLER oeatH NanN . 10 - 19SS
5. SEX 6. COLOR OR RACE| 7. 8.'DATE OF BIRTH 9. AGE @ FUNDER | YEAR| 1F UNDER 24 HRS.
[P MARRIED&NEVER MARRIED,D leat En': :::;; Months | Days Hours Min,
MaLE WHITE wooneo(] __owvorces| SAN. 12 1§98 T4 ; l
100. USUAL CCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR l/BIRTHPLACE (City and state ar country) v 12. CITIZEN OF WHAT COUNTRY?
during mast of working life, #ven if retired) |NDUSTRY
FARMER FARMI N G- \ _WSa.
{30. FATHER'S NAME 12b. MOTHER*S MAIDEN NAME 4. NAME OF H_USBANQ OR WIFE
JFREDR'CH RAnMoELLER WNHNoWAN FloRENCE RAUMOEALER
J 15 WAS DECEASED EVER IN U, 5. ARMED FORCES? 6. SOCIAL SECURiTY NOD.| 17. INFORMANT Address
(Yes, no, or unknawn}] {If yes, give war or dates of sarvice)
N a Nong - FleReNcE RAWMOFLLER MIVERNoN Mo,
INTERVAL BETWEEN

18. CAUSE OF DEATH {Enter on!y one cause per lme for {a), (b},.qnd {c).)
PART |. DEATH WAS CAUSED BY: E b Q (\]\"QJ-(Q)JJ) ONSET AND DEATH
IMMEDIATE CAUSE (a) .
DUE TO (b D\ G/%Q \L&@d‘m&& M "{‘e.ma-f C&L—\‘I\
. DUE TO (¢) %W&PL&@J

Conditions, if any,

which gave rise fo }

cbove coves (@},
stating the under-

USE 6NLY BLACK INK;OR RIBBON TYPEWRITE IF'POSS|BLE

z . lying couse laar.
- .9-' PART H."OTHER SIGNIFICANT CONDBITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disedss condition givan in PART I {a} © 19. WAS AUTOPSY
® z ] ) PERFORMED?
2 L - - . * } YES[] NOTR]
;. v | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCLURRED. (Enter nature of injury in PART | or PART Il of item 18.)
r -
v O 0 ] _ , . ..
ni : - ) N
U| 20c. TIME OF Hour Month, Day, Year
a INJURY  am. )
3 . p.m. - . .
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.j., inor cbouthome,| 20f. .CITY, TOWN, OR LOCATION . . COUNTY . ' STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.) .o . e, - .
WORK AT WORK

" 21. | attended the deceased from 12-' 8—51-" , to 1—10-“:’5 and lusf-sow'l: im alive on ] = ? ‘A_s

Doath eccurred uf m on the dau stated above; and to the best of my knowlnga, from the :nuul stated.

220. SIGNATL% % \5 QDeguo or tithe)

23a. BURIAL, CREMATION, | 23b. DATE

MOVAL (Specify} _

ADDRESS

T 25. DATE RECD. BY LOCAL REG. | 26 c. 'I'RAR 5 SIGNZRE

od Embolmer’s & an Raverse Side) a U

22c. QATE SIGNED

&~13-57

{State)

Ml‘d.iscnscs in Part 1 must be covsall
L,

RECUring.7ne me)

+=Doctor, coraner, etc. must use enly standard nomenclature in item 18. No sympioms will be lis

24, FUNERAL DIRECTOR




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 /7’(—( .» Student Embalmet No. ...........c.coceut

..........................................................................................

working under my personal supervision.

Student .cocoeverrieieiieiiiieeeee s s Signed /V ................. 6“2:?&\ ..............

Signature of Student Embalmer

K

- "+ .. Licensed Embalmer Nocggd/
-y
P. O. Addresstmm 4

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

If embalmed by a STUDENT, he also shall sign. in his OWN handwriting.

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




