WISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ARTMENT OF PUBLIC HEALTH AND WELPF
Registration District No. -_-!

2__7_‘____,annry Registration District No J_Ju‘ &._Regutrnr s No. /.9_43.---------

~-61-036742

STATE FILE NUMBER

AMENDED
1. PLACE OF DEAT 2. USUAL RESIDENCE (Where deceased lived. If institution; Residence before
= a. COUNTY Iron a, sTATE MO b. countY TrYOn admission}
w
% b. CILY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. COILY Inside Limits
g TOWN Arcadila 12 years oww  Arcadia YO No X
< c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give [ocation} Reside on Farm
E HOSPITAL O ADDRESS
< mstmution} mi, W of Arcadia Yes {J NoX} 1 mile west of Arcadia Yergf] No D)
3. (';AME OF PECEASED Firs? Middle Last 4, DC?I;IE Month Day Year
ype or print,
‘RUDOLPH HERMAN HENRY SCHWANKHAUS | ceam October 2, 1961
5. SEX 6. COLOR OR RACE 7. Married Never Married [] #. DATE OF BIRTH | % AGE (last birthday) :DUNhDER ‘D*EAR :: UNDER i‘: HR
i Di d nths ays ours in.
Inale Whit e Widowed ivorced [ e-b . 3‘ 18 71 I
10a. USUAL OCCUPATICN [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
d § king life,
WT mon n wor ng life, even if remﬁ)l be Machlne Co . Stone Church, Ill. USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME QF HUSBAND OR WIFE
Herman Schwankhaus Wilhelmina Ostendorf Hazel Schwankhaug
15. WAS DECEASED EVER IN U.5. ARMED FOQRCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, nu,ﬂ'ounknown) ' (If yes, give war or dates of nrvicn MI‘ ] » Haze 1 SChWG.nkhauS F) AI’Cad ia I MO.
| 18. CAUSE OF DEATH (Enter only sne cause per line for {a), {b), and {c). INTERVAL BETWEEN
|-ZM PART I. DEATH WAS CAUSED BY: OMNSET AND DEATH
o z IMMEDIATE CAUSE (8) Myocardial insufficiency 2 days
a o
o]
Z a Conditions, # any, DUE TO {b) Hypertension, essential 6 yrs.
’;, which gave rise to
bd nboye 'c;un d[:),
= rone” covse-lear. | DUE TO () Arteriosclerosis, chronic 9 yrs.
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1Il. If deceased was fermale was
g disoase condition givan in PART | (a) there a pregnancy in last 90 days.
b Cerebral apoplexy ]_D Yes | 0O No I O Unknown
E 19. WAS AUTOPSY 208. ACCIDENT  SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.)
& PERFORMED?, (] [m] [m] T -
J yes 1 NoO B
& 20c. TIME OF  Howr  Month, Day, Year
=5 INJURY  am.
g p.m.
20d. INJURY OCCURRED Fe. PLACE OF INJURY [(e.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [J
e
é D 21, 1 stiended the deceased from 10-6-51 to 10-2—61 and tast “W‘:m)llw an B.lh-él
o Death occurred st 8 310 Av!m on the date stated sbove, and to the b&TY of my knowledge, from the causes stated.
— e
8 o Y / :De'fol title) 22b. ADDRESS 361 S. Main Street Z2c. DATE SIGNED
% = LT, Ve [, Tronton,. Missonri. .. |10-2-61
z Z3a, BURIAL, CREMATION, | 23b, DATE Z3¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, of county) Siate)
. [a REMOVAL (Specify)
2 £} cremation 10[4/1961 issourl Crematory St.Louis, Mo,
= < § "33 FUNERAL DIRECTOR 25. DATE RECD. BY LOCAL REG. |26. REGISTRAR'S SIGNATURE
pri} .
o > te Funeral Hon;, Ironton, Moe | /o -3 -4/ m g 2

{Licensed Embalmer’s Statement on Reverss Sida)




1961 41 190
007-
30 B

t
- STATEMENT - BY LICENSED EMBALMER
1 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.

working under my personal supervision.

Student SignedM,y::Z(zg‘:&
Signature of Student Embalmer
Licensed Embalmer No. 3012
N - T . i . P. 0. Address__Lronton, Mo.
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 Pody is not embalmed, fact should be so stated above. .

* = "





