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STANDARD CERTIFICATE OF DEATH

_Z..fﬁ...........Primory Ragistrotion District No. %‘2..3}‘ .......... Registrars No, _7]_.. |

STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where dwceased iived. If institution: Residanca befors
oadmissian)

a. COUNTY Iron o STATE Mo, b- COUNTY Madison
b, C(I)LY (H outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY . : # Inside Limirs
2R Ironton Yestg NoG o Fredericktown n27 veX weo
S g A T [ (1 oot sz loaion | Resde o Fom
INSTITUTION Oz artlre 30 days appress 304 So, Maple YosO NooX
3. NAME OF First Middie Last 4. DATE Month Day Year
DECEASED OF
{TVpe or print) Minnie M, Bruce vearw Algust 13, 1986
5. SEX 6. COLOR OR RACE 7. maRRIED ) NEVER MARK(ED [BB] 8 DATE OF BIRTH 9. ?tg'egn yera :ur::m |Dvun ;F;um:a 24 HRS,
onihy L3 eurs | Min.
Female White winowen ) pivorcen [ Feb, 2 ? 1887 ‘
‘] 10a. USUAL OCCUPATION (Gise kind of work done | 105, KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (City and atate or country) 12. CITIZEN OF WHAT COUNTRY?
during mont of working life, ecen if retired)
Stenographer None Madison County, Mo, U, 8.

13. FATHER'S NAME
George

L. Bruce

14, MOTHER'S MAIDEN NAME

Celeste Matthews

15. WAS DECEASED EVER IN U, S, ARMED FORCES?
U’N na, or unknawn) | (If yeo, give war or dates of service)
o

16. SQCIAL SECURITY NO,

‘Unknown

I7. tINFORMANT

Address

Mrgs, Henry Ruth,Farmington, Mo.

" USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
. .

18, CAUSE OF DEATH [Enter only one cause per line for (a), (b). and (¢).]
PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

- &.&uan( -4}

A e

INTERVAL BETWEEN

z‘SET AND DEATE

Conditions, if anit. ) puE To (b) (’M@u'- Ora 7{ 4'(&0'/' 7y s
which gare rigg fo . . J -
above czu:e ;e' . . . ' .
stating the under- .
= Iving  cause lasl. DUE TO (¢}
=} PART [l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{n} R |12 i\:\'E»"\‘S}_ 3g;g:§¥
= .
by] N‘M Aact cal Ao ffbfihu, ’5Y9 | M A—tuf. 170 ves (] wofid
';“ 20a. ACCIDENT SUICIDE HOMICIOE [ 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part 1 of item 18.) .
& [ a . W}
o i -
2| M. TMEOF  Hour  Month, Day, Yeor
Gl - iRy - oom. . '
E pP.m. .
X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (¢, ¢,, in or ahout Aome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT D NOT WHILE farm, factory, street, office bldg., ele.)
WORK AT WORK

121, Fattended the deceased from

Death occurred at

her
and last saw hi

12,1

m alive on 1 73 9

lo b8 p m on the date stated above; and to the beat of my knowledge, Irom the causes stated.

22a. SIGNATURE

{Degree or tiile)

*([#20. ADORESS . ’

22c, DATE SIGNED

8‘5« kl-/.‘.)’u.f(’ n1.D- 9/17;146’-( Hlo. §F-77-52.
23a. BURIAL, CREMATION, | 234, DATE 23¢. NAME OF CEMETERY DR CREMATORY 23d. LOCATION (City, tewca, ot couniy} (State)
REMOVAL { Specify) 3 . )
rial 8/16/56 Calvary Cemetery Madigon County, Mo,

24. FUNERAL DIRECTOR

ADDRESS

Najim Funeral Home,Fregericktown

25. DATE RECD. BY LOCAL REG.

F/E-5¢

{Licensad Embalmer®s Stotement on Rovarse Side)

25. REGISTRAR'S SIGNATURE © ~




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
by me, or By ..o erreeaaiaeenaa, ertteeneeeaas

working under my personal supervision..

Student.... . . .. et e rreeearreeaann
Signature of Student Embalmer

P. O. Addres; ........

\

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. q
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. 1

|




