THE DIVISSION OF HEALTH OF MISSOURI

el ALED JUN 9 1950 STANDARD CERTIFICATE OF DEATH / state Flaf%s‘)&l

. 10.48 4 Jp—
: .
BIRTH NO. REG. DIST. MO, _31_& PRIMARY REG. DIST. NO. Kegisirar's Na.__....;_....@::‘.z..‘. ......
1. PLACE OF DEATH j 2. USUAL RESIDENCE (Where deceased lived. If institution: residence before
a. COUNTY . . STATE b. COUNTY ad:nimion),
0 : Missourl ’
b. CCI).II;Y {II ogtaide corpurats limits, write RURAL snd ‘h.n.hi ?FAH‘ENGTH OF c. CITY (If urside eorporata limits, write RURAL asd give townshin)
tow ) i this place) )
TOWN S¢,Louls g el g 2eSin St.louls 224
d. F#%PP_FME QOF (I aot ia hospltal or institution. give streect address or location) d'fggggg (If rura!, give locatlon) 0
iNstitotion Stl.lukes Hospltal 470 lLske Ave,
3'DNEACNE‘ESOEFD ﬁ. {First) b. (Middle) ¢. (Last) . 4 DS:-E (Month) {Day} (YB&I’)
(Typewr ity VOt t40 Howard oav May 30, 1950
SFSEX I 6. COLOR OR RACE | 7. \‘P:I‘ADRO%!'EB EIE\YDEFRECQSRRIED. 8. DATE OF BIRTH ! 9.[:3{;:&&:“" IF UNDER | YEAR | O kR b wes.
. (Specity} t y) f[Montha| Days | Hours | Mia.
emale /| White Widow o |Ogt.3,1868 gl [ l
10a. USUAL OCCUPATION (GiveXkindof work | 10b. KIND OF BUSINESS OR IN- | 1i. BIRTHPLACE (Btate or forsign country) 12, CITIZEN OF WHAT
done diring most of wor u?u.t- , eves If retired) DUSTRY D? CQUNTRYT
Housew | Cape Girardeau Co.,Mo, e
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Bonjamin Ruff . | Jennle Hendersom |  Edward Howard
i5. WAS DECEASED EVER IN U,S. ARMED FORCES? | 16. SOCIAL SECURLT(‘)( 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yee.pg. or unkeown) | (If yes, xive war or dates of servics) .
o | , Unknown Bogs Howard, 470 Iake Ave,
19. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

.| ONSET AN EATH
| Enter only onecemsoper | |- DISEASE OR CONDITION .
e for (s), (b, a0d (¢ | DIRECTLY LEADING TO DEATH® ) S _ & E:_, 2
ANTECEDENT CAUSES

*Thia does not mean 2 . » . aa
the mode of dying, such | Aforbid conditions, if any, giing DUE TO (b) _ (W p_._
as heart failure, asthenia, . rige o the abope catise (a} xt&tfnq ) . . . .. L. .. o b I .

de. It means the dia- | underlying cause last. - s e - - - . R
ease, injury, or complica- _ _ DUE TO (c)
tion which caveed death, 1 11 OTHER SIGNIFICANT CONDITIONS -
Conditions eontributing to the death but not
related to the disease or condition cousing death.
19a. DATE OF-OPERA- | 15b. MAJOR FINDINGS OF OPERATION ° =, T Fal . ' Cor TRV . AUTOPSY?
TION I"
- , ves [ wo
21a. ACCIDENT (Bpeeify) 21b. PLACEOF INJURY tex..inorsbout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (SI’ATE)
SUICIDE botde, farm, factory, street, office bldy..ete) h !
HOMICIDE("‘\ (""‘u-_-"‘ W\ \.\

NLY—USING UNFADING BLACK INK-—MAKE A PERMANENT RECORD

i\ 131_ b 6?'7 )\(Ymi‘)\ =2 {Haen ™Y 21¢ INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? 33,*
e |NJURY wd ""“'E‘:D\"ffﬂé',{',‘f :
ES l\hercby c'e\h:fy that I-atiended the deceased from , 19 , lo , 19 thnt I lat sow the decea::ed
= alive on 19 and that death occurred at6_:_0_5_p ., Jrom the causes and on the date stated above,
L= 23a. SIGNATURE (Degreo or title) | 23b. ADDRESS 2%. DATE SIGNED
1 ﬂvma%/ D.| 3720 hatlongT . |t fro
E u%)NngMIOAVL %‘ﬂlﬁl 24b. DATE 24c. NAME OF CEMETERY QR CREMATORY | | 24d. LOCATION (City, town, er connty) | (State)
¥ (Bemoval "t | 5=31=60 City Jackson, Mo,

DATE REC'D BY LOCAL | REGISFRAR'S SIGNAT %5, FUNERAL mn:cr:.m's 51 GNATURE ADORESS
Rl Wi j /5 faeaZes hbert H.Hoppe,A700 Washington Blvd.

(Ticensed Embalmet's Statement on Reverse Side)
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- L] A % ?
* 1
7
19
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 ... ——

Student Embalaer No.

working under my personal supervision.

Student soovemccnace tasesevessnarmenseaneas
Student Embalmer

Licensed Embalmer No - 4 o 7,7

P. 0. Address

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.)

I this body is nét embalmed, fact should be so stated above, = -

1




