" THE DIVISION OF HEALTH OF MISSOURI

N FILED MAY 13185} STANDARD CERTIFICATE OF DEATH sre riie vo L0008
- BIRTH NO. ____ REG. DIST. NO. _3__&.'_ PRIMARY REG. DIST. NO._é__m Regittrar's Nu.......!s:.g._.... ________
t. PLACE OF DEATH 2 USUAL RESIDENCE (Where decsased lived. If Ingtitation: r-ldnne-.hdnn
\ a. COUNTY Sullivan . a. STATEMi sgour i b. coum'vsull {van adinimion},
b. CITY (i oateide corputate limits, write RURAL and give ¢. LENGTH OF c. CITY (1f outside corporste limits, write RURAL and give township)

I'mhi Y (in this place OR
|38yl S Rural-Buchanan Twp, , (O
/‘—!

1=

10wy Rural-Buchanan Twp

d. F}’i’ous'vaME OF (U not in bospital or lostitution, give street addreas or Joeation) d'A%Tl?REEESrS {If rura!, glve locaioen)
instiution Home 8 mi N Green City . 8 mi, N, Green City
3. gE%rgE scn:::'i-:: 6 (Flrst) b.' (Middle) c. (Last) 4 Dggs (Month) (Day) (Year)
(Twpe or Print) ra O'Neal Rouse oeati Mav 1, 1357
5. SEX C 6. COLOR OR RACE | 7. MARIE.‘IIED NE\\;EECEBRSEEDJ 8, DATE OF.BIRTH 9.:‘651_(‘:;:.? b-; u‘.;. -Dv'm o UNoER U mas.
{ cif: 1] ¥, oa ays | He: Min,
Male White fiarried  “ Mar. 30, 1883 | 74 g oot ol e
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR_IN- | 1. BIRTHPLACE (Btate or forelgn eountry) D 12. CITIZEN OF WHAT
done during most of working life, evea if retired) | DUSTRY COUNTRY?
Farmer ben, Farming Miegouri UsA
13a. FATHER'S NAME 13b. MDTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John William Rouse @~ Elizebeth Jane Rumbley |Mollie Rouse
5. WAS DECEASED EVER IN U.5 ARMED FORCES? | 16. SOCJIAL SECURITY | 17. INFORMANT' 'S SIGNATURE OR MNAME ADDRESS
ﬁm . or unknown) ] (I ¥eu, Kive war or dates of serview) %?f ya g } .
______ -347J Mrs, Wollie Rouge, Green City, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION ISE%VAI;‘S%EN
. DISEASE OR CONDITION . . H
 Bater anly onscsuseper | 1Te ok DEAGING TO DEATHS 5y M

Iine for (a}, (b), apd (¢)
“This does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid eonditions, if any, gizing DUE TO (b)
oz heart folluse, asthenia, | .7ire to the above cause (a) stating

; A the underlying couse last: »9 m
ete. It means the dis-
ease, infury, & complice- DUE TO (¢ _ﬂ.« A IAA_QL J ‘_u!,a‘ PP

tion which caused death, | il. OTHER SIGNIFICANT CONDITIONS
Condifions contributing to the death but ziot sz./
related to the divease or condition causing death.

18a. DATE OF OP‘FFOAN‘ 19b. MAJOR FINDINGS OF OPERATION - .| 20, AUTOPSY2E)

W e . L{"DJO( ves L] wo [

21a. ACCIDENT (Spacity) 21b. PLACEOF {NJURY ¢e.x..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, fagtory, street, office bidy., a10.} - I o ! ’
HOMICIDE .
21d. TIME (Moath) (Day) (Year) (Heany | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- ' - WHILEAT NOT WHILE
INJURY = | “waork AT WORK

22, I hereby aiy thi_t I attended the decensed fraﬂg'&ii_s__ 19&4 fo _&b?_l__ 19__2 that I last saw the deceased

aIioe on 19_.5_2 and that death occurred at Z<R0.A m., from the causes and on the date staled above.
Zc. DATE SIGNED

23a. S1 (Degron or tilleb 23b. AD|
WM L o 7| iy (53257
. - R A LA .
BURIAL CREMA- | 24b. DATE 24z. NAME OF CEMETERY OR CREMATORY 24d. mTIdN (City, town, or county) - - (Btate)
Tl%'l Pi l&tﬂnﬁﬂy: il -
ur M :emg-tery t}:een o4 tiF Mo .

DATE REC'D BY LOCAL REGISTRAR'S SIGNATURE 25. BUMERAL DI RECTOR 8,31 GMA E 2 ADDRES
J’kz‘.

$-9-

WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

n
Y
oW\n

(Licensed Embalmet’s S_;atmnm an Reverse Side)




G, b

.

STATEMENT BY LICENSED EMBALMER

-5 -

"1 hereby certify that the body whose name is recnrded on the reverse side of this certificate was embalmed by me, of bymeiie el

Student Embalmer No.

e . Llceuaed Embalmer s 416‘? ?
' P O. Address

‘Note: The above MUST BE SIGNED _BY THE LICENSED EMBALMER in his OWN HANDWRITING (leure to comply with

the above constitutes grounds for revocation of license.)

If this body is'not embalrmied, fact shoulq be 53 statéd above. . _ o L T —":1

working under my persona! supervision.

Student L.i.ieasressasencaasons Signed...........~
. Student Enbaluer

-




