THE DIVISION OF HEALTH OF MISSOURI

Mo, 300 T .
%0 | BHED SEP 301957  STANDARD CERTIFICATE OF DEATH siate it o SR DID..
. BIRTH NO. REG. DIST. NO. _M_ PRIMARY REG. DISY. NO-M Repistrar's No......3..,2:....:._..:......,...
I 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. Il lostitution: residence fore
. T . STATE ! COUNTY iisaion
» COUNY Marion : Missouri > Marion ./
b. CITY (It outside corpurste llmits, writa RURAL and give ¢. LENGTH OF c. CITY 4B Residence within limits of
towbship) Y {in this place) OR s ey Hmmﬂu town?
TOWN  Palmyra yI's. TowN  Palmyra , 0
d. FULL NAME OF {1f not in bospital or institutlon, Kive strect nddm;rlmlion) . STREET (I rural. give location) ! éc U
HOSPITAL . ADDRESS
INSTITUTION k22 Eest Ross St, 122 ®, Ross St. o¥
3. NAME OF a. (First) b. (Mlddie) ¢. {Last) 4. DATE (Manth)  (Day)  (Year)
DECEASED . an . patd "
(typewr vy COrnelia(Nellie) Eliza Ruffner oa Aug 31 1957
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (lo years| of ¢AbER 1| YEAR | o UNDER i HES.

MED, DIVDRCED (8,
Swad >

Montha ' Daye

BT

Hours ' Mia.

Female White

10a. USUAL OCCUPATION (Give kind of werk | 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE (0l sad State <r Forsign Coustry) / l 12, CTTIZEN OF WHAT

Ly July 1860

a
[+
=}
:
g
7z
a
4
g
ﬁ dpne moat of working lifs, even if retired) DUSTRY “ R A
A AL "Home Chicage, Illinois i USA
P I3a. FATHER'S NAME I3b. MOTHER'S MAVDEN NAME 14. NAME OF HUSBANO OR WIFE o
- .
o b_Charles E, shumway | Eliza Cle Vivion Whaley Ruffner
bt E?{ WAS DECkEASEP E\(IIE'ZR INIU.S.ARNLED F(IJRCV'E';' 16. SOCIAL SECUR};I'OY 17. INFORMANT'S SIGNATURE OR NNllé h taaﬂ
o8, DO, OT nown,; you, xlve war or dates ol sarvice. .
3 BE | Mrs, Hazel W. Ruffner,°cRRecbadyy.y,
18. CAUSE OF DEATH DICAL CERTIFICATI INTERVAL BETWEE!
iL Enteronly onecauseper | 1. DISEASE OR CONDITION - ) ;9’{'5? AND DEATéz
E line for {g), {b}, and (¢) DIRECTLY LEADING TO DEATH'(a) ~
= *This does not mean ANTECEDENT CAUSES _
3 the mode of dying, ruch | Morbid conditions, if any, giving OUE TO (b) S — =Y -
A s heart fallure, asthenia, | ride to the aboe cause (o) slating 7
& ete. It means the dis- the underlying cause lesl. .
o care, injury, or complica- DUETO () - . -t I
= tion which cauzed death. | 11. OTHER SIGNIFICANT COMODITIONS
by ' Conditions contributing to the death bul 2ol
E related to the dizease or condition causing death,
o 19a. DATE OF OPERA- | 19b, MAJOR FINDINGS OF OPERATION 20. AUTOPSY? &
E TION 2 @4
5 . - >< ves () no [
21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (e.g..Inorabont | 21c. {CITY, TOWN, OR TOWNSHIP} {COUNTY) (STATE)
g fs‘ltghcﬂ{CDIEDE home, (arm, fagtory, sitest, office bldy.. w0} :
| 1
g 21d. TIME {Month) (Day) (Year) (Hour) 2le. INJURY QCCURRED | 21f. HOW DID INJURY QCCUR? R
WHILE AT [~ NOT WHILE
.‘aL' . INJURY, WORK AT WORK
;E 2. I hereby gortify that I atteﬂd deceased Jrom IB;LO !o@? E 24 194° 7 that I last saw the deceased
ﬁ alive o ,nand that death occurred at __.___MOO m., from the causes and on the dale stated above.
£ || 2. SIGNATURE @zme)ﬁ 23b. p‘m %LJ | Zic. DATE SIGNED
B % Nﬂ }{J RIAL, CREMA b. DATE 24z, NAWME OF CEMETERY OR CREMATORY | £4d. LOCATION (Oity, town, or county) " (Sate)
' .
§ AP 3 Sept. 19497 Greenwood Cemetery Pelmyra, Missaari
DATE REC'D BY L?‘CAL GISTFRWNAT 25. FUWERAL Dl@f;ﬂ' SIGNATU ADDRESS
G. 4N B
$9 o\ Lt z-57 s ,

mer's Statefnent on Reverse Side)




RECEIVED Str 2 7 17T
MARION O, HEALTH DEPT.
DATE FILED_SEP 2 71557,

]

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal

by me, or by ... e

working under my personal supervision.,

Student..................... T e e iaeeamaeneaeaas '
Signeture of Student Embalmer .

Licensed Embalmer No. .LI.BSJ.

b P ' P. O. Address Palmyra, Mo

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

If embalmed by a, STUDENT, he also shall sign in his OWN handwriting,

J¥ this body is not embalmed, fact should be so stated above.



