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Doctor, cnrun.;', etc. must use only standard nomenclature in item 18. No symptoms will be listed.

All diseases in Part | must be cousally related. .
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED MAY 13 1958

Registration District No. __.

THE DIVISION OF HEALTH OF MISSOUR)

sn:gmnn CERTIFICATE OF DEATH e 3=01 5043 .....

60 . y‘gSTATE.FILE. NUNf.iE—Tf--—gﬂ/:—--—

____________ e m... Registrar’s No.

1. PLACE OF DEATH 2. USUSI.AI‘L 1I’QEE.")IDEMCE {Where clecnull:d ICIE;L‘J‘INTH institution: -Res:dencc beforn :
COUNTY . a. A Y admission
Moniteau Missouri Monitean v
CITY (If ourside corporate limits, give TOWNSHIP anly) Inside Limits c. CITY ,0 62} Inside Mmirs
OR . . Yes [] N (] OR : Yos{z] Ne[J
'mWCalwforhla. Mo Walker |™ 3 tom California, Mo ¥
c. Fngg.lNAt’l%gF {If NOT in hos;irul, give location}) | Length of stay in 1b d. S'{)RI'J%EEES {If sutside, give location) Reside on Farm
HOSPITA Al
astitution. Latham Hospitall 75 Yrs 105 W North Yes [ Mol
3. NAME OF DECEASED Firss Middle Last 4. DATE Month Day Year
{Type or print) (o]
Louisa Rohrbach DEATM May 7 1858
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH B n yeors JF UNDER } YEAR] IF UNDER 24 HRS.
\ ummeulj;ievsa MarRrIED[] s AEE i'arg’l;.',) Wonths [ Days Hours Min,
Female White wooweo[] | owvorceo[d] June 20 1877 Q 17
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND GF BUSINESS OR 11. BIRTHPLACE (City and stare or country} 12 CITIZEN OF WHAT COUNTRY?
duﬂg maat of wrl{:r lifa, ovun If retired) INDUSTG{ . /
ouse m_Home Canton Burn Svitzeriaphd T, S, A,

130. FATHER'S NAME

Sarmal Muiller

13b. MOTHER'S MAIDEN NAME

Madgglien

Jois

14. NAME OF HUSBAND OR WIFE

Charles Rhorhach

15. WAS DECEASED EYER IN U. 5. ARMED FORCES?
(Y.‘Np‘ or unknqum)‘(l! yes, give war or dates of sarvice)
Q

16. SOCIAL SECURITY NO.

None

7.

INFORMANT

Address

221y

I

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, end (c}.)
DEATH WAS CAUSED BY:

PART I.
IMMEDIATE CAUSE (a)

Conditions, if ony, DUE TO (b)

which gave rise 10

above cauis ({a), }

tating th der-

lylng caves last. # DUE TO () Y420 |

INTERVAL BETWEEN
ONSET AND DEATH

/) P,

e 7

PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to the terminal dizseass condition given in PART | (aj

19. WAS AUTOPSY
PERFORMED?Y
vES[] Nofig

MEDICAL CERTIFICATION

WHILE ATD NOT WHILE ]

20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O O O
c. TIME OF .Hour Month, Day, Year
INJURY a.m.
p.m,
20d. INJURY OCCURRED Me. PLACE OF INJURY {e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

tarm, foctory, street, office bldg., etc.)

4 2I.\_I attended the deceased from ‘;'4"4‘,' él /th7 , to h“-‘l 7. /fJ'(? and last saw muhuon M 7/ /;J’;/

Deoth occurred at / m on Wl date stated above; and ta the bast of my knowledge, Mht cavses stated,
22a. SIGN {Degree o title) 67 27b. ADDRESS | 22¢c. DATE SIGNED
/7ijlﬁa“u1¢¥p et ernon P2t D - | e J-F -5
Z3a. BURIAL, CRE loM, | 73b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, er county) {State)
REuoyAL ecify) .
Bur 5/9/58 Rohrbach Ceretery Rural- Cslifornia, Mo
34. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY CAL REG, 2. REGUTR SSIG%E
S/ //]'7 54 %/:Z.. ! a P74y
‘s § ,I on Reverse Side) v / /




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M, O BY oottt e v e reee e st e s s sena st e b s s rrrnaa sea s saenene s ranns .» Student Embalmer No. ...................

working under my personal supervision, .

Student oo e e Signed . \...... ”"*{C-r/‘.{ T S T
Signature of Student Embalmer

Licensed Embalmer No... .?‘33

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




