THE DIVISION OF HEALTH OF MISSOURI

- . —
Mg, 300
- HLED APR 27 189  STANDARD CERTIFICATE OF DEATH St it Mov.r DIOO
— 3010
"BIRTH NO. REG. DIST. NO. Q \? PRIMARY REG. DIST.aNIO. = Kepistrar's No;..zo# ............... .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. 1{ institation: residence before
a. COUNTY ’ p --8.-STATE b. COUNTY adiniagion?,
o Cape Girardeau Missourt Cape Gip
b, CI'EY {1 outcide corpurate Llimits, nrite RURAL -nd:::n.-hin) €. Lg:‘fli“: D‘?i) c. ng . ?mz;wém&::;
town  Cape Girardeau SL TOWN Cape Ggrardeau ] . % il =
d. FULL NAME OF (If pot in bospitsl or institution, glvs strest addrem or lecation} a. STREET (It rral, glve location)
HOSPITAL, OR ADDRESS | é? -
INSTITUTION S+, Francis Hospital 720 William St.. 4 2
3 gl-:%héﬁ s?a'f:) a. (First) b, (Middle) ¢, (Last) 4, DS}'E (Month)  (Dey) (Year
{Type or Print) Joe D Rouse oA Mar 27 1956
5. SEX 6. COLOR OR RACE | 7. VN}IARF'E"EFEB P[;E\\rlgﬁ AEQSRR[ED. 8. DATE OF BIRTH 9, AGEh:.:::I.:.;“ L'ir ONDER 1 VEAR | F UNDER u Was.
, {Bpacify 7. ouun Days | Hours | Mis.
Male White ﬂ%rrieg: May 25 1907 hé - , |
10a. USUAL CCCUPATION (Giv of w 10b. KIND OF BUSINESS OR [N- 1 I1. BIRTHPLACE .
Gone during tmowt of worklag Uie seen ooy | - OF B DUSTRY (City and State or Foreign Coustry) ‘z'cc‘ibﬁﬁ'i‘r?”””
R.R Fireman otton Belt R.R.! Cape Girs Oa UUS.A.
13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Rouse Roven auges . _Leona
I5. WAS DECEASED EVER IN U.S ARMED FORCES? | 16. SOCIAL SECURITY [ 17. FORMANT'S SIGNATURE OR NAME ADDRESS
{Yes,no, or unknown} Uf you, give war or dates of sorvice) NO.
Na Na 191-07-3753 Mrs, Leong Rouse Cane Gir., Mo

INTERVAL BETWEEN

| ONSET AHD ZTH
ANTECEDENT CAUSES g é 6! 5 ! 2 E ) a"""‘"
Morbid conditions, if any, giving DUE TO (b)

rise {6 the above cause (o} stating

18. CAUSE OF DEATH
. Enter only oneecause per
line for {a}, (b}, and (c)

1. DISEASE OR CONDITION

. L MEDICAL RT7 10N
DIRECTLY LEADING TO num-(n,

*This doey not tmean
the mode of dying, such
at heart faflure, asthenia,
efe. It means the dis-
case, infury, or complics-
tiva thkich caused death,

the underlying cause last.
DUE TO (c)
1. OTHER SIGNIFICANT CONDITIONS

Conditione eontribtiting to the death dut 1ol
| _related to the disease or condition cansing dtaﬂl

/%M__-

19a, DATE OF OPTEI%AIG t9b.  MAJOR FINDINGS OF OPERA . 20. AUT
F-2/-5"" | Meconleswal ¥ M% L4 .mEI
21a. ACCIDENT (Boecity) 21b. PLACEOF INJURY (a.s..inar sbout | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boms, Iatm, factory, streat. office bldg., wa.)
HOMICIDE . L -
21d. TIME {Mooth) (Day) (Year) (Houn 2le. INJURY OCCURRED 21f. HOW DID INJURY OCCUR? ’
OF WHILEAT[™] NOTWHILE
~ INJURY. WORK AT WORK

¢ deceased from _ML, 0 _ﬂz_, 19_2 that I last saw the deceased

, and that death occurred at ., Jrom lhegcauses and on the date staied above.

(DWUQ}( [ Bé;’;DRES Z3c. DATE SIGNED
)

-25-33

22, I hereby cemfy that I atlende
aliye on , 18

ﬁ’*f”if

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

¢

BURIAL, CREMA- | 24b! DATE / 24c.”NAME OF CEMETERY OR PREMATERY 24d. LOCATION (Ci , 0f COURty) (State)
non REMOVAL (8padify) FJ
Burisl 1_29- 195 Memorial Paprk Cape Girardean Mo

DATE REC'D BY LOCAL

~30-

25 FUNERAL DIRECTOR'S 8IGNATURE ADDRESS

Brinkopf Howell B7E+ Cape Gir. Mo

{Licensed Embalmet's Statement on Reverse Side}
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STATEMENT BY LICENSED EMBALMER

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

by me, or by ..(.Vl';':/:....’.‘[:..G.‘?.?.‘::".dﬁ:eﬁ.@. .......................... cereees deeveees , Student Embalmer No...... J. .2

working under my per

jy\lpervilion..
Student ./ A7, L)) DT M""‘/Z.;J"L Signed/&/{—am-’ ..............

Signature of Student Embslmer

--------------

~ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND TING. (Fa
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
T* this body is not embalmed, fact should be so stated above. - o

-




