THE DIVISION OF HEALTH OF MISSOURI

©.300 £
o2 | FILED JUN 20 1955 ~ STANDARD CERTIFICATE OF DEATH e e . 20206
BIRTH NO. REG. DIST, N031 8 PRIMARY REG. DIST. l)om Regittrar's No.wuiiin ..485().
i. PLACE OF DEATH 2. USUAL RESIDENCE (Whaere decossed llved. H instltution: residence hefore
O a. COUNTY = STATE MO. b. COUNTY St. Francﬁﬂun)-
b. CITY (1i outelde corpurate limits, write RURAL .nd‘::-':.hip) g:fALYEI:I[fll: DE‘}:) c. ng' a4 . c“, m:jpo"‘:-j:' Limits of
a TOWN ST, LOUIS 1) DAYS TOWN BM:&LI ¥t ”gnfﬂ)
. FULL NAME OF ata i eat .ddr... or locatlon) «. STRE! (1f rural, glve location) o 7
HOSPITA ADDRESS 0
8 INSTH TUTIO oBaAORNLSu Hﬁng B-llra-l 3/4 miles east /
ﬁ SBIEACHEES%FD a. (First) b, (Middle) ¢. {Last) 4. Dg;g (Montb) (Day) (Year)
& |l (Tvoeor iy RUFUS WILLARD A bR 625 30 55
é 5. SEX 6. COLOR OR RACE | 7. MARRIE[D). D{;IEVSECIgSRRIED. | 8. DATE QF BIRTH 9.&65&::-;:- BI.' UNDER | YEAR | oF UKDER u mEs.
L . (Bpe ¢ ») |Montks| Days | B Min.
3 | tele Whit e owed Nov. 7, 1870 e ]
= 10a, USUAL OCCUPATION (Gkv of w 10b. KIND QOF BUSINESS OR IN- | 11, BIRTHPLACE
[+ doos durin, mulolworﬂuﬂf{o.ltrx:n;r:ﬁ:dg DUSTRY {City end Stete or Foreiga c"“""’o ‘ZCS{R%EI:‘?&WHAT
. arning . Same 1. Bismarck, Mo, A
P 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE
a D. G, Sherrill | Emelingm Wallen .
% 15. WAS DECEASED EVER IN U.S.ARMED FORCI::S? 16. SOCIAL SECURITY { 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
" ;. fYN.ao. or uskanown) | (If y-.-lvame dates of sarvice} None NO. C’Ob orun Sherr 111 St. Louis ,
l 18, CAUSE OF DEATH MEDICAL CERTIFICATION lggg‘ﬁlﬁgigzﬁm
bt . Enteronl 1. DISEASE OR CONDITION . - H
£ li:e?(rar (Jﬁ?fn uﬁ 1()3 DIRECTLY LEADING TODEATH* 4y te Pyelonephritis & Cystitis 1=2" wks
:f) *Thizs does not mean ANTECEDENT CAUSES .
- the mode of dying, such | Afordid conditions, if any, gieing OVE TO (B}
&) as hear! failure, asthenia, rise to the above couse (a} slating
= de. It means the dis- the underlying cause last.
o ease, injury, or complica- DUE TO ()
|z e which caused deeih. | 1. OTHER SIGHIFICANT conDIIoNS  Artetiosclerotic Heart Lisease
&l one mn, e a
94 relgted fo the dizease orgcondilion causing death. Ca].Cl fic Aortic Stenosis
" I 19a. DATE OF OPF%AN 196, MAJOR FINDINGS OF OPERATION Exc, of left 4 20, AUTOPSY?
= - .
= 5/18/55 Indirect Ineuinal Herniorrhaphy, left Hydrocdle &tegticla [ w (I
o 21a KCCIDéNT . (Bpecify) 215, PLACEOF INJURY te.g..inorsbout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
: SUICIDE .. homa, furm, factory. street. office bldy.. #1s.)
z HOMICIDE - | | -
g 21d. T(I)P;._I-E. (Montk) {(Day) (Yewr} (Hour) 2te. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
: ILEAT OT WHILE
. J INJURY m | M AT ] A oK [ X-X-Xo)
; 22. ] hereby certify that I aftendgd the deceased from ___;MBLJ;QQ_SS, to M_, 1.9.55., that I last saw the deceased
';;' " aliveon Mgy 30 _T9_CF and that death occurred at 112 20P m., from the causes and on the dale slated above.
. 3. SIG, U {Degree or litl@ 23b, ADDR e 23¢. DATE SIGNED
& ) . E kN LHUsFITAL ‘
. LS M. U BARNES 5/31/55
é %'tl%NB'laJERMIng. CREMA; 24b. DATE v 24:. NAME OF CEMETERY OR CREMATORY 24d. LOCATION {(Oity, town, or county} {Btate)
Brecity.
g bEmoval May 30 1955 - - Bismarck, Mo, ,,
DATE REC'O BY LOCAL IrEH, R ey
REG. /]
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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 emb:
by me, or‘by ............... MO Ceaneaan , Student Embalmer No.........-..

working under my personal supervision..

Student......cooioiiniiimiiiiieiaeiis et iiennera
Signature of Student Embalmer

P. O. Addres

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

If embalmed by a STUDENT, ke also shall sign in his OWN handwrttmg. . - ,e

¢ this body is not embalmed, fact should be so stated above, - ) '




