THE DIVISION OF HEALTH O

F MISSOURI

' 59-022377

bt. Health, - -
., & Walfare STANDARD (E |"(AT! OF DEATH . .TATE EILE NUMBER
. Public 5 \ 7 V ;aé)
Ith Service sgistrotion District No, Primary Registration Diatrict No.,_ o/ LASZ £ . Registror's No.__ G\ W &
HEQ LN 22 {gR@mon : SLC irvr's . ,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [finstitution: Ruédqnc;efu
a. COUNTY . a. STATE 44, N b. COUNTY admi g sic)
. 5. 300 Pettis Missouri Pettis
pv. 1257 b. C(IZ-)rRY {!f cutside corporate limits, give TOWNSHIP only} Inside Limits c CgRY Inside Limits
TOWN s_e_dal ia Yes q No [] TOWN 3 Yos@ No []
<. Egls.é_l NAM% OF (1 NOT in hospital, give location) | Length of stay in 1b 5o ; SB%EREETSS {H outside, give lacation) Raside on Farm
TAL Al
£ instiTutio N 4 Campbell Nursing Home | Yo [} Moyl
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
IDA RUTH TI11FR PEATH  Iyne 13, 1959
5. SEX 6. COLOR OR RACE 7'MARR|EDDNEVER mARRIEG ] 8. DATE OF BIRTH 9, AFE ul,:';;:;; 5:’..'.‘;?.“ ;::Al! IEDIIJJ:DER e:di:ns.
Female ,| White 2 wooweoE]  owomceol]]  QOct. 19, 1869| B9

10o. USUAL OCCUPATION (Give kind of work done
Hinﬂ most of king life, aven if retired)
ousewdie

10b. KIND OF BUSINESS OR

G Home

11. BIRTHPLACE {City ond state or country)

a€, Mo.

Sweet Sprin

12. CITIZEN DF WHAT COUNTRY?

9 USA

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

s

14. NAME OF HUSBAND OR WIFE

Rufus McCullough

Margaret Kirkpatrick

15. WAS DECEASED EVER IN U, 5. ARMED FCRCES?
(Yes, nc.ﬁénkmwn)l (If yos, give war or dotes of service}

16. SOCIAL SECURITY NO.
none

17.

INFORMANT Address

Mrs, A, B, Arenson, Jeffersor

O TOqUYTOS Wy T 70 VW T

Dactor, coraner, stc. must use only standard nnr_hgnclalura in item 18. No symptems will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

BULMIIOY 11T HITUTLUY CRTTFITLMI AL 10 T 3 PORATTR
All diseases in Port | must be causally ralated.

PART L.

Conditiens, If any,
which gove rize to
osbove cause {a),
stating the under

DEATH WAS CAUSED B
IMMEDIATE CAUSE (o)

i

18. CAUSE OF DEATH (Enter only one causa per line for {a), (b}, and {c}.}

: :

Geoge Samuel Tiller

INTERVAL BETWEEN

ONSE [ ND DEATH
P Bigy

DUE TO (b} _M%j M

WHILE AT

work 1

NOT WHILE
AT WORK

a

farm, factory, street, oHite bldg., etc.)

z lylng couse last DUE TO (<)
= PART {l, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART I (a) 19. WAS AUTOPSY
h] PERFORMED? ©
T 231X Yes[] No[)
2| 20 ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
o O 0 O
S| 20c. TIMEOF .Hour Month, Day, Year
' INJURY a.m.
= p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

21. | ottended the deceased from

"7
_‘2" - m onthe d

and last sow hl T slive on

Death occurred at ote stated above; and to the best of my knowledge, fro¥ the causes stated.
27a. SIGNATURE {Degres or title) & | 22b. ADDRESS 22¢c. DATE SIGNED
Okl . Areas ™ oD, Sell. , Ate. /S Dhae 1955
23a. BURIAL, CREMATION, | 23h. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, of county) (Stm)
REMOY AL (Specify)
ial June 15, 19591 Memorial Park Cemetery uri

24. FUNERAL DIRECTOR

D. W. Heckart

Sedalia, Missouri

ADDRESS 25

-~

ATE RECD. BY LOCAL REG.

/5 =/957

.
8. ISTRAR'S SIGNATURE

{Licensad Embalmer’s Statement 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

BY M, OF DY oo ee e a e

working under my personal supervision.

Student ..o e Signed ,,
Signature of Student Embalmer

Licensed Embalmer Nod‘pén?
P. 0. Address _stcobet .).)ﬂo..

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.




