ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

RTMENT OF PUBLIC HEALTH AND WELFARE

- ¢ T T AMENDRRENTS ON THIS KELORD ARE AS FOLLOWS

Registration District No.

/0 Primary Registration District No. _3dﬂ '2

Registrar’s No. __Q'

)
-_— -
A
4 STATE FILE NUMBER

{Licensed Embalmer’s Statement an Reverse Side)

AMENDED # b “:EB . an 1, j TQﬁi e
1. PLACE OF s.E-A‘I‘H il 2. USUAL RESIDENCE (Whero doceassd lived. If institution: Residence before
. COUNTY . STATE T b, NTY
o n Au drain [ Mo. cou Audrain adrmisslon)
% b. C‘IJ';Y {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b . C{;IRY Inside Limits
w T
= TowN Mexico 40 days own  Vandslia YoX] No O
< ¢. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cuiside, give location) Reside on Farm
=] HOSPITAL OR . ADDRESS ,
g INSTTUTION anzdrain Co. Hosopital Yes 5t No ] ?}_4 N. Forest Yes ] No [
‘ 3. (P:AME OF DE’CEASED First Middle Last 4. DOATE Month Day Yeor
ype or print F
Ruth Fmily Balmer vt  September 28,1961
5. SEX 6. COLOR OR RACE 7. Morried (X Never Married [ [6. DATE OF BIRTH | 9- AGE {last birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR
. 5 i ’ Months Days Hours Min.
Female white Widowed [ overeed 0 | 8/19/1942 39 o | M
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY( 11. BIRTHPLACE (City and siate or couniry) | 12. CITIZEN OF WHAT COUNTRY
durin o1t of working jfe, even if retired -
" Rousews fe ’ Linn, Ho. D. S. 4.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Harrison Baker Ida Tyree Russell Balmer
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 6. SOCIAL SECURITY RO. 17. INFORMANT Address
Yes, no, or unknown} [ {If yes, give war or dates of service) n
{ V(e o g 488-14-5521 Russell Balmer, Vandalia, M¥o.
[ 18. CAUSE OF DEATH (Enter only one cause par line for {(a), (b), and (¢). INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: QNSET AND DEATH
s S weoiate cavst 0 L prdv freier Qe LEgitrv Brre v
o 8 . .
uq.J o Conditions, if any, DUE TO “”_CA&M” rot/f 2 f RS
,_'7) wagch gave rile( 'f L
z above cause (s}, .
= stating the under- -
lying  cause last. DUE TO (c)&mégmd 0 £ dJ’ eRvS 4"’7 A{WwA/
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART HI. If decessed was female was
g disease tondition given in PART 1 (2] there a pregnancy in last 90 days.
§ l [J Yes I EfNo _1 O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART |l of item 18.)
e PERFORMED? O 0 O
U YES[] NO
o
| 20<-TIME OF Hour  Month, Day, Year
o {NJURY sm.
g pP-m.
) 709, INJURY QCCURRED 20e. PLACE OF INJURY [(e.g., in or sbour home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
had WHILE AT WORK farm, factory, streas, office bidg., ete.)
NOT WHILE AT WORK [J
a e / h
é o B Fm. 1 ertended the decensed from. ,// ~7~53 o 286 and last saw pa tlive on f-28-6/
fa) Death occurred at 7 ’_.‘-f-— B’ m on the date stated above, and to the best of my knowledge, from the causes stated.
—
8 5 22a. SIGNATURE {Degeee or title} 22b. ADDRESS . 23c. DATE SIGNED
& = y 220. AOM Mo /J0-2-L/
2 23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State}
5 a REMOVAL (Specify)
2 z| ,Bural . |9/30/61 Gasconzde Cemetery | Gasconade, He.
s < FYNERAL DIRECT ﬂ/‘ ﬁwness 25. DATE RECD. BY LOCAL REG.
1w > - -
= 3 4%/? Vors Yaodalie o | /o- 2 156/

o
8. EZIS;RAR'S SIGZIURE M




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,

or by Student Embalmer No. _ j

waorking under my personal supervision. % éw
Student Signed Lﬁ'd«“ aJWJ
Signature of Student Embalmer
License / é

P. O. Addres

Nofe: 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.




