No. 300

10.48

[t

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

ﬁLED SEP 29 19%

REG. DIST.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

State File Naa%
NO. 31 8_ ~ PRIMARY REG. DIST. KO. JQQQ Registrer's Nox

BIRTH NO.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. if inatitgtion: reskiencs before
a. COUNTY a. STATE MiS s Ouri b. COUNTY R 1p18 y adinimion),
b. CITY (I catnid . URA . LENGTH OF . CITY . :

QR | cuiide corpuria limita, wrlte RURAL and Somsbip)| STAY n shiastaes| . OR 8 Jo Besidencs it Wity of
TOWN St Tonis, Mo, TOWN Doniphan | 0
d. FULL NAME OF u nt u. hoepital or institution, give streot addresm or location) . STREET {1 ranl, give location) (f [/C»’
fr g
it ES "HOSPITAL ABbRES o1y

3 NAME OF a. (First) . (Middic) c. (Last) ] 4. DATE (Month)  (Day) (Year)
(Twpe or Print) William M, Rhuminer DEATH Sent, 15, 19865

5. SEX 6. COLOR QR RACE | . MARF&I"E_:B BE\\;&RCESRR ED ; 8. DATE COF BIRTH 9.1:\.?5 o .vc)an l;!‘rm:fl |£ I IF UNDER H HRY,

(Bn-dlx 7. ap Hours ] Min,
Male White | Divoreed Septe23,1904 | "5 | I

10a. USUAL OCCUPATION (Qive kind of work
done dELu ont of workiug life. even if retired)
borer

10b. KIND OF BUSINESS OR IN-
DUSTRY

11. BIRTHPLACE {City and State or Porsiga (‘anntry)7 12, CITI%E!;?OFWHAT

Alma,Arkansas

L ] -*
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR ¥iFE
.__William F.Rumlner Ne 11ie Cook _ Ve lva Ruminer
i5. WAS DECEASED EVER IN U.S, ARMED FORCES? 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

{Yes, D0, or unknown)

(If you, mive war or dutes of service)

16. SOCIAL SECURITY
NO.

Unknown Minnie McGonligal, Doniphan,Mo,
18. CAUSE OF DEATH . MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only onecanse per 1, DISEASE OR CONDITION . ONSET AND DEATH
\ine for (a), (b, and () | P'RECTLY LEADING TO DEATH® (5) ——Malignanﬂ_ﬂelanoma—ud.th_hra 7 mos,
«This dots mot meon | ANTECEDENT CAUSES metastases
the mode of dying, such | Aforbid conditions, if any, gieing DUE TO (b}
as heari fallure, asthenia, gﬂ {0 the abose mqu{ &) stating
elc. Tt meana ihe dig- | PAe underlying couae last. ‘
case, injury, or complica- DUE TO ()
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
Cunditions contributing to the death bud nol
. | _related to the dizease or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATICN 20. AUTOPSY?
Fioh (90
YIS E o ]
21a. ACCIDENT (Bpecity) 2ib. PLACE OF INJURY ts.g..inorabout | 2lc. (CITY, TOWN. OR TOWNSHIP (COUNTY) {STATE)
SUICIDE boms, farm, laetory, strest, offioe blda.,eve}
HOMICIDE . B .
21d. TIME {Mogth) (Day) (Year) (Hour) 2te. INJURY OCCURRED | 211, HOW DID INJURY OCCURY
WHILE AT NOT WHILE
INJURY WORK AT WORK

2. [ hereby certif; .that I attended ihe deceased from _.E_‘.e_bj.-_ll-_, 1955.., lo _.&Dtu_lb., 1955_, that I last saw the deceased

ative o Sapt. 16 15.58

, and that death occurred at

s m., Jrom the causes and on the dale slaled above.

" acl

(Degree or titlgf")
@Mr—@«\m M. D,

8b. ADDRESS 23;. DATE SIGNED

BARNES HOSPITAL 9/17/55

TION#MI S\h\LCREMA 24b, DATE Z#4c, NAME OF CEMETERY OR CREMATORY 24¢. LOCATION (City, town, or county) (State)
¥} .
ff Q=17=55 _ Doniphan,Moes
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS

SEP 171955

—t FA(D«M Embalmer's Statemnent on Reverse Side)

lbert H.HOppe ,4700 Washington Blvd.




e — — - tovrreore—— .
' STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb.

byme, oF by ..ottt iir s teeeetsmessnmiearserrannan P , Student Embalmer No...........

working under my personal supervision..

Student...ccooiii ittt riaererrera s Signed...... STTTAE G L AN ==
Signature of Student Enbalmer
-70

oy
P. O. Address }g}“ Lh“:-«

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

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

14 this body is not embalmed, fact should be so stated above,




