AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH <1<

STATE FILE NUMBER

Registration District No. . e __Primary Reglstration District No. J_Q_ﬂ_a___aegimar's Na, _§_/__9_______-_-

AMENDED 4
1. PLACE OF DEATH * 2. USUAL RESIDENCE (Whera decoased lived, If institution: Rasidence before
a a. COUNTY Adair s. STATE MO, b. county Scotland sdmission)
w
% b. C(_.I;I,'!Y (If outside corporate limits, giva TOWNSHIP only) Length of stay in 1b c. COITRY Inside Limits
‘-é—‘ town  Kirksville 2 weeks own  Memphis Yo B No O3
<. FULL NAME OF {If NOT in hospital, give location} Inside Limits d. STREET {If curside, give location} Reside on Farm
"‘_" HOSPITAL OR ADDRESS
g INSTITUTION K, O HOSpit&l Yes (B No (] Yes [J No [0
pe——
' 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
Warren Sumner Riney DEATH  Oct. 20, 1961
5. SEX 6. COLOR OR RACE 7. Married [J  Never Married [ ATE OF BIRTH | ¥. AGE (last birthday) | IF UNDER 1 YEAR { IF UNDER 24 HR
M u widowed (¢ Diverced [ 7 13/1878 83 Months I Pays | Heurs I Min.
10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN QOF WHAT COUNTRY
1] during most of working life, even if ruﬂrod)
2 _ﬁg_tgﬁd Caroanter Scotland Co,, Mo. U. S. A,
9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
- .
2 /Marcellus Riney Sally Crafton- Maudé Riney
W) 15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. [ 17. INFORMANT Address
< (Yes, no, or unknown} [ (If ves, give war or dates of service)
w | no no Vern Riney Burlington, Jowa
| O [ 18, CAUSE OF DEATH (Enter only one cause per line for {a), (b), and (c}. INTERVAL BETWEEN
< z PARY ). DEATH WAS CAUSED BY: ONSET AND DEATH
o & WQ’”’} dg,f,:.n.um vl
loe AL = ' IMMEDIATE CAUSE (s)
RN o i
- @] M .
& | [a] Conditions, if any, DUE TO (b) «Z"W - s
w |m which gave riu(t? "’-1 NG W
1= shove cause ) .
I|Z tating the under- c;nzli;,gM A‘ﬁ"/‘r M ( ) gl
= I'y'?n'oml uu:eu last. DUE TO () }Lf LLO‘Q'-’"" J ;
|% % PART . OTHER SIGNIFICAN'I COP:’DIT}OB:S, CONTRIBUTING TO DEATH but not retated to the terminal PART M. Iﬂf-l deceased was  fomale  was!
. = disease condition given in PAR ere » pregnancy in last 90 days. |
7 = .
o g | AT | howist B At BT BT B e
o E 19. WAS AUTOPSY(A 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.} H
g = PERFORMED? ] a (w] .
| v YES(O NOOJ
b %1 20c TIME OF  Wour _ Monih, Day, Yem t
3 a INJURY a.m.
uia p-m. !
20d. INJURY QCCURRED 20e. PLACE OF INJURY (a.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ faren, factory, street, office bidg., ete.)
NOT WHILE AT WORK (O s ; , , _I
fa)
5 23. | attended the di d from /o ]?"] L l to. ia/ lél“ ard last saw m:lwe on / 0'/ '?‘0/6 / !
o
[a) Death occurred at. 4 .00 .p' ‘1 : m on the dnn nl!ld sbove, and 1o the best of my knowledge, from the couses stated. '
= a
8 6 272a. SIGNATURE {Degree or title) 22b. ADDRESS Sf 22¢c. DATE SIGNEDt
% = Al el Jso w. o 10f2¢/¢y
2 73s. BURLAL, CREMATION, | 23b.\QATE 23¢. NAME OF CEMETERY OR CREMATORY 234, UGEATION (City, town, or county) (Stare) 7 )
' 0 9 REMDVAL {Specify} :
z e Burial Oct. 22, 196 Barker gdemetery Sgotland Co., MOe 5
= < 24. NERAL DIRECTO)| ADDRESS 25, DATE RECD. BY LOCAL REG. |26 GISTRAR'S SIGNATLIRE {
us >
3 z . |8t 29 14901 .Gt
7

{Licensad Embalmer's Statement an Reverss Side) A



STATEMENT. BY LICENSED EMBALMER

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

or by ; Student Embalmer No.

- T [
working under my personal supervision.

~
Student. Signed &ﬂ"‘( < R m
/s

Signature of Student Embalmer
Licensed Embalmer No gj ?/

P. Q. Address ‘/%’”ﬁ% %w

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.




