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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF PQSSIBILE

All diseases in Port | must be causally related.
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

______ 29-0

STATE

10821
EBL o resivirsre. [ SEL.

MAY 2 5 1gngagisrrurion_ District No. ...

jx_;. ....... Primary Registration District No.
Z.

1.

PLACE OF DEATH

2. USUAL RESIDENCE (Where decaased lived.

It institytion: Ruldmco before

a. COUNTY Sr Lovurs STATE Mo b. COUNTY S adm L-nn) /C
b. CITY (If outside corporate limits, give TOWNSHIP only) tnside Limits c. CITY Ingide Limits
o UnvrvERsITY CrTY Yes ] Na[] & Arrron UKD, ‘E}F—(
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET utside, give location) Resids on Farm
s HoTALORCuprsrraN OLp PEOPLES Hgme *ovres 8015 CBRTFTIN Yee [J N
3. NTAME OF I_JECEASED First Middie Lost 4. DATE Month Yeor
(Type or print) MarErLDA K RapEnav DE:TH May 17 195‘9
5. SEX & COLOR OR RACE| 7. MARRIED[ ] NEVER MRNEDD 8. DATE OF BIRTH 9. AGE (in ywors FUNDER i YEAR] IF UNDER 24VHRS.
FEMALE ,| WHI g Ja wicowen [T pIvorRcen[ ] Aprn 12, 1888 ?T birthday) [Menthe | Deys | Hours ] Wir.
10a. USLAL GCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
ﬂ"f mwmg lifa, wvan if ratired) INDUSTRY ST _L OUIS HO “ °
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME I 14. NAME OF HUSBAND OR WIFE
TRaBER Jurra Kropp | Decrasep
15. WAS DECEASED EVER IN U. §, ARMED FORCES? 16. L SECURITY. NO.] 17. INFORMANT Addre
{Yes, nnﬁgﬂmﬂwn)l{lf yeu, give wor or dotes of servics) 4§?‘_3é_ égé;é RALPH’ H RA BENAU 705 RUPRECHT

18. CAUSE OF DEATHI‘SEnIer anly one couse par line for {a), (b), ond (c).)

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
D DEATH

W OZETM ,

Conditions, if any, DUE TO (b)
which gave rise to

abeve causs (a), }

stating the wnder-

lying cawse laat. DUE TO (c)

PART Il. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TGO DEATH but not related 1o the terminal dissass condltion ghven in PART I (a)

PERFORMED?

19. WAS AUTOPSY x

MEDICAL CERTIFICATION

331ix YES[ ] NO
200. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
a O O
20¢. TIME OF Hour  Month, Day, Yeor
INJURY a.m,
P,
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, .ctery, street, office bldg., etc.)
WORK AT WORK
21. | ottended the deceased from a—fb’f‘ & !7 M 7 /?Wund last 3 sawl * olive on }""““/‘7 /61 /?J—?

Death occurred at

R m on the énh l?a!ud nbovn, and to the best of my knowledge, ‘r&n the couses stated.

Nl (P et

{Dagree or I'tllc)

™MD,

9

22b ADDRESS Z ;

22c. QATE SIGNED

W2V

230,

BURIAL, CREMATION, | 23b, DATE

CTREFrany 5/19/59

23c. NAME OF CEMETERY OR CREMATORY

Mrssourr CREMATORY

23d. LOCATION (City, tewn, o county)

! (Sun/)

St Lours NMo.

.

FUNERAL DIRECTOR ADDRESS

25. DATE RECD. BY LOCAL REG.

J L ZrecenHEIN & Sons 7027 Gravors wy 1858

{Licensed Embolmer’s Siotemant on Heverse Side}

OV SN,
|4

4

4




STATEMENT BY LICENSED EMBALMER

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

by ME, OF DY i e e e e e e a s a e en e e , Student Embalmer No, ..........ccounnes

working under my personal supervision.

SEUABNL «.veveevreeeeeeerereeseeseeeeseeeeessereeenessessesos Signed........ o NM . E/ ﬂ—‘?,/ ............

Signature of Student Embalmer

..................................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constituies 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.




