Hoalh, THE DIVISION OF HEALTH OF MISSOURI 58-039002

L Welfare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER -
Public
Service [ f I NU! [ 2 1 1q%is!ra!ion_ Pj"{i" No. O).LE Primary Reg'ishct_ion District No. 1000 Registrnrf's No.._____.]_'__a_!‘lr_]:...._,..._
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. M institution: Rus‘}dgncg befate
.30 4 o COUNIY  piohanan > STATE Migsouri ™ “ONTY pychandf ¥
1-57 b. cgv (If outside corporate limits, give TOWNSHIP only} | Inside Limits c cgrv Inside Limits
R R

“ i TOWN St. Joseph Yest 1 Ne [] town ot, Joseph Yes[x Ne[]

. c. FUL’L_ NAME OF {If NOT in hospital, give location) | Length of stay in 1b 0//::7 STREET {If sutside, give location) Reside on Farm

. HOSPITAL OR ADDRESS ‘

. isTiTutiombagkview Nrse .. Jime, 46 yrs. a 1023 Powell St., Yos [ Nofx]
- el ¥ i S ™Y LT T

N 3. NAME OF DECEASED First Middte Last 4. DATE Maath Day Year
¥ Y (Type or print) OF
N Ada Estella Rullman DEATH Nov. 18, 1958

5. SEX ! 6. COLOR OR RACE T'MARRIEDD NEVER MARRIED[ ] 8. DATE OF BIRTH 9. APE. E.I-".uo;; ;:.T}'.J.E R [i):yEAR IE::DER 2;:;:5,
- - as i a i,
; female white wiooweoX]),  oivorceo]} April 9, 1870 88
> 100. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BERTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
= during most of w?rking Life, wven if retired) INDUSTRY . }
] Housewife Home maldng Wathena, Kansas USA
; 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
] | Ipnatius Zeiser Mary Eliringer Adolph A. Bullman
E; 15. WAS DECEASED EVER IN U. $. ARMED FORCES? 16, SOCIAL SECURITY NO.[ 17. INFORMANT Address -
{Yes, no, ar unknawn)| (IF ; give war or dotes of servies) N .

3 ke o none Mrs, Harry G, Schroers, St, Josevh, Missguri
E ¥8. CAUSE OF DEATH (Enter only one cause per lina for (), (b), and {c}.) INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY:

ONSET AND,DE4ATH k
IMMEDIATE CAUSE (a)

. . *

B

Conditiens, il any, BUE TO (b)
which gave rise ta }

above couse (s,
stating tha undsr-

NK OR RIBBON TYPEWRITE IF POSSIBLE

cz, lying covse last, DUE TO (:) -
- - PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal disecss condition given in PART | {a) 19. WAS AUTOPSY
® h - . PERFORMED?
ki o Conelrrel 334X ves(] NO[Xo-
- | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= w -
g 2‘5 © [ O i
S 930S/ 20c. TIMEOF  Hour Month, Day, Yeor
AxmES INJURY  a.m.
- \: k3 p-m.
2
E dé 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
:\Lu WHILE ATI—_-I NOT WHILE D form, foctory, street, office bidg., ate.)
4y WORK AT WORK / i
E 5. 21. | ottended the deceosed from /7.’" g . ta //// /‘) md last 'suwzie; alive on ///[3/ é—r
E Death occurred ot 12 240 P monthe dc!e’smté above; and 10 the best of my knowledge, from o c&us sigted. .
_‘:‘l‘- 220, SIGNATURE (Dwe) A 9| 22b. ADDRESS é 22c. PATF SIGN
-l
=8 MM 3 ) M y /B ‘4‘“"0“4 V=g V{8 /47 =
23e. BURIAL, CREMATION, | 23b. DATE U 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION {City, town, or county) tStare]
REMOY AL (Specify) .
< burial Nov, 20,1958 | Mt, Olivet Cepetery S5t, Joseph, Misgquri
V 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG, | 26. REGISTRAR'S SIGNATURE

St. Joseph, Mo. 77@1.‘20,/_7__;'5’ Poty, an by At

{Licenssd Embalmaer’'s Stotemant on Reverse Side)




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@, OF DY oeiioiiiiitiiiaaiars s s e e r e s bttt , Student Embalmer No. .....ocoueinniinnn

working under my personal supervision.

o T (=3 11 AP PPN
Signature of Student Embalmer

P. 0. Address....5t. Joseph, Mo.
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,



