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WRITEqPLAI‘NT..Y-—USlNG UNFADING BLACK INE—MAEKE A PERMANENT RECORD

H

b

FILED JUL 3 1394

- BIRTH NO.

a, COUNTY

P

1. PLACE OF DEATH

- . AJJ

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
REG. DIST. MO, 31 8 PRIMARY REG. DIST. NO]_Q.D.E_ chi:tra}r':Nc._.-.....ﬁ.'?.gﬂi;.

State File No..owi

21132 -

a. STATE

Mo,

b. COUNTY

2. USUAL RESIDENCE (Whbere decsassd lived. 1 Institotion: reldence beloie

adinimlon!,

St, Louls

b. CITY i outalds corpurnte limits, write RURAL and give

c. LENGTH OF

Sgi {in this .-.-

townabip)

¢. CITY (U outside porporsts limite, writa RURAL and give townahip®

4740

TOW  St, Louls O TOWN Manchester Mo. Rt 1
d. FULL NAME OF (1! not m hoapital or institution. give street addrem or Ioudon) d. STREET (T sural, give location)
HOSPITAL ADDRESS
INSTITOTION 1ta h Rd. i
3‘DNEACNE‘E OFD 8. (First} b. (Middle) €. (Last) 4, DS‘FE {Montb) (Day) (Year)
(Typeor Pty Arthur P. Rauscher DEATH  June 25, 195k.
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (Io years| w uwoem 1 l'l-ll P UADER I w3,
WIDOWED, DIVORCEL' (Specify) . last birthday) ﬂﬂhl Hours | Min.
Male F!I White Married Jan 18,1890 bly 7 |
10a. USUAL OCCUPATION keindotxork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE  (ci1y sud Stace or Forsigs C“Z‘)", 12, CITIZEN OF WHAT
Maint, Man Manhasett Village St. Louis Co., Mo. U.S.A.

13a. FATHER'S NAME

John Rauscher

13b. MOTHER'S MAIDEN NAME

| Ma Es

14. NAME OF HUSBAND OR WIFE

 Flizabeth Reugcher

Removal

TION, REMOVAL (Specity)

Iune 28200 | St. Pavl Tuth Cem

Py,

Embalmer’s Staternent oo Reverse Side)

.

15. WAS DECEASED EVER IN U.5.ARMED FORCEST | 16. SOCIAL SECURITY | 17. INFORMANT' 5 S1GNATURE OR NAME ADDRESS
(Yon. o, orunknown) | (11 yem, slve war or dates of sarvioe) RO, iasou
no lizabeth R 8
MEDICAL CERTIFICATIO INTERVAL BETWEEN
;:B . SAUSE OF DFEATH 1, DISEASE OR CONDITION ONSET AND DEATH
. Enter only onecatsoper | I. .
Ltne for (=), (b, ad (¢ | DIRECTLY LEADING TO DEATH® () N L2y Ty
ANTECEDENT CAUSES
*This does nol meen -
the mode of dying, such | Morbid conditiona, if any, giving DUE TO (b) S-ro-5 V
-as beart follure, asthenta, | Tite fo the abore cause {a) sating R -
cde. It meana the dise | the underlying coude lagt” == - -
ease, Injury, or complica- _ DUE To (c)
tion which coused death. | 11. OTHER SIGNIFICANT connrnons T - Y- T T e 7%_‘_ £~/2-ry
: Conditions contributing to the death buf 4 ) : .
related to the disease or condiiion mudng duﬂ .
'19a, DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION o o S M w«»ﬁ:‘_ 20. AUTOPSY?
TION 63 - E/
L=2154"" | .. Mo . Caretitne noiHiin vs 5 O
2ta. ACCIDENT (Bpecity) {/ 21b. PLACE OF INJURY (a.g..lnorabout | 216, (CITY, TOWN. OR TOWNSHIP) = (COUNTY) . (STATE)
SUICIDE boma, farm, factory, atewet, office bld., 16 TP S
HOMICIDE _ :
210, TIME (Moath) (Day) (Yesr) (How) | 2l2. INJURY OCCURRED | 21, HOW DID INJURY OCCUR? -
ey - - AT o SRRSO /84X
22, I hereby certify that I attended the deceased from -3 , 195~ 4 o_G=2 , 198" Y, that T last saw the deceased
alive on 19_& and that death occurred ol _ 2 £ m., from the causes and on the dale sfoted above.
‘Oa. SIGNATURE 7 - U ( ortitlo) | 23b. ADDRESS ’ 23c. DATE SIGNED
- Ceadliatld . : =o Al _#75- L. | 4-35-5Y
74s. BURIAL, CREMA- | 24b, DATE y 24 NAME OF CEMETERY OR CREMATORY . [ 24d. JCATION (Oity, town, ot connty) (State),

em:y_pa.s_P-epo.s Mo
25- FUMERAL DIRECTOR'S SIGNATURE 7 Bnntss
“ISchrader Funeral Home Rallw in, Mo




v ‘ STATEMENT BY LICENSED EMBALMER

[ hereby cértify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by,

. s Studont Emdalmer Ro.
working under my persona! supervision. ’

Student cociensees hetvesenreetanenserannans Signed....... - ¢ . L
Student Embdalmer i .
A Licensed Embalmcr(Nn 4 d d (‘/
‘\

b 0. Attren_ 20 Lbnar D,

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

If this body,is not embalmed, fact should be 5o stated sbove.’ ! .t

H




