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THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

-,.“:_58:.()_3’25&1__@ ________

STATE FILE NUMBER

Doctor, coroner, efc. must use only standord nomenclature in item 18. No symptoms will be listed.

All diswases in Port | must be causally related.

U
oD

1. PL::(C:’E OF DEATH 2. USUAL RESIDM&E {Whore de sed lived. 1§ instit |on uldelr.‘:rabc ite
a NTY PU.].E,Bk’. o. STATE SSOU.I' b, COUNTY P11
b. CgI'RY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY Inside Limits
om Richland,Missoupri., [0 row Richland,Missouri | YeO N[X
- ;gL#nI'_{:rEOOF (tf NOT in hospital, give location) ] Length of stay in 1b dgsdo iE%EEE-;S {If outside, give location) Reside on Farm
haruvion  Rural Rb.# 3. Lyfe. o Rural Rt., # 3. Yer B No[]
3. FﬁM:gZ::;:EASED First Middie Last 4, DS;E Month Doy Ywor
Isabelles eeeee Raines. pearh  Nove 1, 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In years BF UNDER 1 YEAR| IF UNDER 24 HRS.
Fomale. ;| White. | wevep) 5 oworcnd| J8Re 17, 1879| i [ [om T | o
106 USUAL OCCUPATION {Give kind of wark dome | 106, KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) 0 12. CITIZEN OF WHAT COUNTRY?
in, mnofv«if‘glilo, wvan if reticed) 1 ;’ﬁ're. Pulssiki CO, Missouri USA

130, FATHER'S NAME

Jack Carr.

13b. MOTHER'S MAIDEN NAME

Adeline Hgmmons.

14. HAME OF HUSBAND OR WIFE

W4illiam Joseph Raines.

15. WAS DECEASED EYER IN U. . ARMED FORCES?
(Yeu, anjl(lf yes, give wor or dates of service)

16

1AL SECURITY NO.
one,

INFORMANT

r. Raymond Raines.

Address

Richland, Mo

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

MEDICAL CERTIFICATION

18. CAUSE OF DEATH {Enter only one causae per line for (o), (b, und

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o}

PART L

Conditions, if any,
which gave rise to
above covse ([a),

DUE TO (b}
stating the undere }

5‘/'

.
0

tM%LW!WM/

Iying couss last, # DUE TO (c) 1 A ;
PART I}, OTHER $IGNIFICANT CONmnons\DéNTRIBUTING TO DEATH but not related to the terminal diseass condition glven in PART I (a) . WAS AUTOPSY
PERFORMEDZ o
4L, X YES[] NO 5
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW [NJURY OCCURRED. (Enter nature of injury in PART | or PART 1 of item 18.)
0o 0 O
Wc. TIME OF . Hour  Month, Day, Year
INJURY  am.
p.m.
204. INJURY QCCURRED 20e. PLACE OF INJURY (¢.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)
WORK AT WORK .

21. | attended the dececsed from
Death occurred gt

a

ond last saw hl * alive on

e %al stated,

m on the date stdted above; and to the best of my knowledge, from the c

o

22b. ADDRESS

Richland,Missourt

“1%/3/58

“$3c. NAME OF CEMETERY OR CREMATORY

Bethlehem, Cemetery

23d. LOCATION (City, town, or county)

{Seare)

qupeborg, Missouri

angd,

DATE RECD, BY LOCAL REG.

/-4-55

{Licensed Embaimer's Stotement en Reverse Side)
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STATEMENT BY LICENSED EMBALMER
[ hereby certify that the body whose name is recorded on thé reverse side of this certificate was embalmed
by me, OF bY oo e e e e e e raes .» Student Embalmer No. ..........cco.o..

Student .eoreiiiiii e R A
Signature of Student Embaliner P
L. Licensed Embalmet No.. %?@
, o P. 0. Address.. ﬁk«/
O Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN RITING (Fallure

to comply with the above constitutes grounds for revocation of l:cense)
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.
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