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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

HLEDFEB 7~ 1855
318

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

Stare File Wo

" BIRTH NO. REG. DIST. NO. PRIMARY REG. DIST. NO. ReEGistPar's N meesmsssorsrns
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where decosssd lived, I Institution: resldence before
a. COUNTY a. STATE Mi ssouril b, COUNTY ndunisaina),
b, CITY (I outside corpurata limits, write RURAL snd give ¢. LENGTH OF ¢. CITY 4. 1n Residence within Umits ;_
OR township)! STAY (in ihis place) OR 8 city or ipgorporated town?
Town Ste Louis, Mo. Town  St. Louls, v R
d. FH(IS‘IS_PNAAI\:_ EOOF {If mot ia haspital or institution, glve streat address or location} STSREEE;I‘S (T runl, give location} = /(7,/ 70
wstituTion 6207 Eichelberger /L 6207 Eichelberger
s ™M . {F . .
3. NAME OF a. (First) b. (Middie) c. (Last) 4. DATE (Month)  (Day)  (Year)
(Twpeor Pinty  ROSO LG ta Jane Risinger oEAtH  Jane 18, 1955
5. SEX 6. COLOR CR RACE | 7. MIARRE[S_ i’gi‘_"}foEnggéﬂﬁlED. 8. DATE OF BIRTH 9. AGE (In yowrs| IF UNDER 1 YEAR | ' UNDER w0 WES.
. {Bpeuify) lagt birthday) [Months| Days | Hours | Min.
Femal White widsw AFeb. 13, 1874 | BE™ |
10a. USUAL OCCUPATION (Givekindof work | §0b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . R 3
dona d most of warki fja e:ennli :our::i) DUSTRY {City and State o: Foreign Country) cj 12cC|TI:}ZENY?OFWHAT
HougswY At Home. Acorn Ridge, Missouri. < U.3.A.

13b. MOTHER S MAIDEN
Hannah Beas

13a8. FATHER'S NAME

Tom Stanflll

14. NAME OF HUSBAND OR WIFE

Ge We Risinger

NAME

15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURch;(

{Yes, ﬁ orunkoown) | (If _\'Nivlwar or dates of service}

None

17. INFORMANT'S SIGNATURE OR NAME ADDRESS |
Mrs. E. Ae. Bode 6207 Eichelberger

18, CAUSE OF DEATH
. Enter only onou.\umﬁer ’
line for ¢a), (b), and (¢}

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH'(a)

ANTECEDENT CAUSES
Morbid conditions, if any, giving PUE TO (B)

*This does not mean
the mode of dying, such

MEDICAL CERTIFICATION

INTERVAL BETWEEN
 ONSET AND DEATH

f’?—‘—",
/OW.

Py B Ry 4, ¥ e
W"\

rise to the abore cause (a} stating

of heart fallure, asthenia
£ ’ the underlymg cause last.

de. It meana the dis-

Cd

case, injury, or complica- DUE TO (c)
tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS
! Condilions contributing to the death but not
related Lo the ditense or condition causing death.
19a. DATE OF OP'F[ROAI‘i 18b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
ves [ wo (B
2fa, ACCIDENT (Bpecifr) 21b. PLACEOF INJURY (e.g..lnerabout | 2tc. (CITY, TOWN, OR TOWNSHIF) {COUNTY) (STATE)
SUICIDE boms, farm., lactory, sireet, office bldg., exa.)
HOMICIDE
21d. TIME (Month} (Day} (Year) {Houn) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT KOT WHILE
INJURY - WORK AT WORK ‘/“LSK

22. I hereby certify ghat I aitended the deceased from _%_.g. :J]gﬁ _%ﬂt‘ 19.[;(: that I last saw the deceased
alive on , 1905, and that death ocofirred ol B2 M! , Jrom the causes and on the date sialed above.

{ Degroe or title)

23c. DATE SIGNED

e Srpden, Vibt oo o)y 1/ 1270

ggag ERMI 3\:’ CR 24b. DATE /]
AL:IE!

24s. NAME OF CEMETERY OR CREMATORY/
Malde n Cemotery

24d. LOCATION (Cit¥, town, or coffnty) /7 (State)
Malden, Missourl

1-18~55
DATE RECD BY LOCAL

L JAN 191305 |

25. FUNERAL DIRECTOR'S SI1GNATURE ADDRESS

L Albert He Hoppe 4700 Washlingtone.

RE: RAR’'S SIGN TURE f :

(Licensed Embalmer’s Sme:nm: on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embs
by e, OF By i e eiciiasiieaaaiaaiaeas , Student Erdbalmer No,...........

working under my persconal supervision..

Signature of Student Embalmer

Licensed Embalmer No. 5\35‘

P. O. Addr%.ﬁfdffﬁf

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Fa
to comply with the above constitutes grounds for revocation of license).

If emibalmed by a STUDENT, he also shall sign in his OWN handwriting.

J¥ this body is not embalmed, fact should be sc stated above.

. -




