WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

H
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MISSOURI}I STATE BOARD OF HEALTH

" STANDARD CERTIFICATE OF DEATH
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H
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I

State File No.

Regisirar's No.

1. PLACE OF DEATH: 2 5 1
(a) County.

\ p

(%) Clty or town
(lrnnuida &ity or town limits, write “AURAL" apd nams of townghip)

(¢} Name ofdos ital or inTEt!onNursi ng Home p _'_"__

{[f not in bospital or institution, write strest numbu ordpeutmn)
(Specify whether

(d) Length of stay: In hospital or Institution
5days

In this community. 7m0
years, months ot duys)

! '
2. USUAL RESIDENCE OF DECEASED:

(@) State Missourli @) Couaty. Adair

Kirksville Rural

(If cutside city or town limits, write “RURAL")

{c) Cityortown

(d) Street No.

(If rural, give location}

/

(¢) If forelgn born, how long in U. 8. AP....c.... vears.

MEDICAL CERTIFICATION

3. PRINT
(@ FRENT ~ Albert, Holley Rummerfleld
20. DATE OF DEATH: Montmum
3. (®) If veteran, 3.. {¢) Soclal Security -/_9 _?z_hour b . &'_._. fnate.. 5% lM
name war, T
21. I hereby certify that I attended the deceased from -
male 5. C°""’wg‘ , 6. (o) Single, “"d{' gT""‘ed - Al  19%/, to_M/ﬂ.._ 19%
4. Sex race. diverced... ——=1| that I last aw b Lokase alive o - A L 1920
6. (b) Name of husband or wife___ ... 6. (c) Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
alive, . yeara|| Immediate cause of death e ;
7. Birth date of deceased Aug. g 1940 ATk B0 AN i nlT . R ORysS.
{Month} (Day) (Year) .- .
8. AGE: Years Months Days If less than one day Due to. x ek
) N : :
7 5 ht. min D R ( ‘_ N ) .
ue to. PR .
6. Birtholace Adair Co. Misaourif) \“ 1
- {Clty, town, or connty} * (State or forelgn cotmtry)} , \ 7}
10. Usual occupatlon o%hcr conditions.- within 8 uwntlu of death)
11. Industry or buainess PHYSICIAN
M findings: - —
B{ 12 veme_. Cleeti Rummerfield . s m,:a'm"%gwg:mmm o
3013, mirthplace.....Bdair Co, Mis souri n ”‘h'j:‘;':,c;'n‘é
ad
5 14. Malden name. FFEX’Z.‘G};*M Ma s oyfiate o fareign comatry) of automy—u-mw‘ shouldﬁbe
B . cha;'geﬂ sta-
€94 15, Brpace. Wheatkand Wvoming | & Tatically.
= LY, towD, O COUDtY, (Siata or foreign cozutry) 22. If death was due to external causes, fill in the following;
16. (o) Iuformant clfeett " Runmerrield (s) Accident, muiclde, or homicide (specify)
®) Add Kirkevilie %o R. ¥F. D. () Date of occurrence
burial 327 15- 81 [ 9 Where did injury occur?
217, (a) (b) Date thereof. {City or town) County) (State)
(Barial, cremation, or removal) Sabath Horﬁ’g ‘%g}ﬁ‘t {Year) (4) Did injury oceur In or sbout home, on farm, In industrial place. in public place?
(¢} Place: burial or cremation -
18, (o) Signature of funeral director. Mil&'{ 2 i wark? M ABpeclty ‘:” ‘o'rphl”)f i "\
While at (e) of injury. >
(apam,ww/?w T .. 23 Sgnatare. 27 (,,ﬁm,af)
ure.. 7.
19, (a) Qs s~ KO W fma

(Datereceived local reglatrar) { Registrus's dmtm)

* Address-s. g . Date l{gned..: (7L A

{Licansed Embalmer’s Statement on Reverse Side)

/
0
0

7




- 1 ‘ = .' A =
1 - ’ .‘%.‘ .
. RECE|VED ! ,
District Health Officer No. 10 e C e B
D:stm:t File Numbor.’i‘.-./:/: _.__8__092 . a: -
Cate Filed __APB 141941 - |
. STATEMENT BY I:JCENSED EMBALMER - -

i I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
. ;. R

Reg15tered Apprentxce No.

working under my personal supervision.

LY

Slgned _W

. - Llcensed Embalmer No # S//

o POAddress/l//-,./‘ﬂq,ZZ( Uy -

Note: - The n.bove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure'to comply
the above consntutes grounds for revocation of llcense ) - -

If tlus body is not em.balmed. fact should be so stuted above.




