JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

FILED VS SEP 2 61960 .

Registration District No. ...

ENDED

DOCUMENT

BY AFFIDAVIT OF

"MEDICAL CERTIFICATION

—6{(~-034359

.U B__--_-_Jrlmary Registration District No. 5_?- 3 z---_kequtrar ‘s No. __3_/_________--

STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decessed lived.

If institution: Residencs before

a. COUNTY s geonade a. STATE Missourd county Gasconade admiuion)
b. CITY {If outside corporate limits, giva TOWNSHIP only} Length of stay in 1b [ %1;( Inside Limits
©wN  Canaan Twp. lifetime town Owensville Yes 01 NoXJ
©. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If outside, give location} Reside on Farm
HOSPITAL OR ADDRESS
msTiTution  Farm Home Yes O No X Rural Route 3 Yes 30 No O
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Yoar
(Type or print) OF
JULIA ANN HOUSEKA DEATH captember 19, 1960
5. SEX 6. COLOR OR RACE 7. Mortisd [0 Never Married [ 8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNHDER 1 YEAR | IF UNDER 24 HR
Widowed D ed - Manths Davys Hours Min.
female white ldowed X1 weed O |2-3-1gg99 |
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Ciry and atate or country) | 12. CITIZEN OF WHAT COUNTRY
durin st of wotking life, aven if retired)
HEUSEWHE own home Owensville, Mo. USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Thomas Scego Katherine Rapier Joseph F. Houska
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NG, |17. INFORMANT Address

(Yem of unkrown) I(lf yes, give_,v_vg:_ or dates of sarvica)

496-40-7"767

Mirs. Mary M. Ruskaup Owensvills ,Mo.

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

IMMEDIATE CAUSE (a)

PART 1,

eele:

¥

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, If any, DUE TO {b)
which gave rise to
above cause ({a),
stating the under-
lying cause last. DUE TO (¢}
PART 1i. OTHER SIGNIFICANT CONDI]IONS CONTRIBUTING TO DEATy but not related to the terminal PART I1I. If deceased wa fernale  was
disea jtion given in PART I {a) there & preqnan;)i'n last 90 days.
[ O Yes [ Mo I [ Unknown
19, WAS AUTOPSY 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY GTCURRED. [Enter nature of injury in PART | or PART §1 of item 18.)
PERFORMED? m} m} O :
YES O NO
20c. TIME OF Hour Month, Day, Y
INJURY a.m.
P,

2Dd.- INJURY QCCURRED
WHILE AT WORK (O
NOT WHILE AT WORK (O

r. 4
"I 20a. PLACE CF INJURY {e.g., in or about home,
farm, factory, sireet, office bidg., etc.}

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

Death occurred at.

t o
21, | attended the decessed from#m. t

11:30 P.M,

vV / - 2 /
(& /7 7RI DI Y/ 17/ 7

m on the date stated above, and to the best of my knowledge, from the causes stated.

22s. 51

ATLRE

23a. BUR CREMATION
REM ipecnfv)

23b. DATE

9-22-1960

Catholie

23c. NAME OF CEMETERY OR CR

emetepsr

MATORY

Owensville,

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

MO o

24. FUNERAL DIRECTOR
Gottenstroeter F. Home Owensville,

ADDRES.

25. DAAE RECDY BY LOCAL REG.
G

WA 2 o

{Licensed Embalmer’s Slaturr(ent on Reverse Side}

24, REGISTRAR'S SIGNATURE

221940 Hing Y amien




: 096l 63 d3S

STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by

LS

N . RS
or by >’P M’/‘ 4] (/_\7// Wm“/ Student Embalmer No, /@ /s

working under my personal supervision.

. 1
Student____~\ _err /’9 — Signed = 24
(/ SiqAalurn of Stude:ﬂ Embalmer v

Yo " Licensed Embalmer No. H g3
p. . Address {0 L300 5 2

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to con
with the above constitutes grounds for revocation of license).

¥ embalmed by a STUDENT, he also shall sign in his OWN handwriting.

if this body is not embalmed, fact shoulc_i be so stated above.




