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"USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in Part | must be cosually related. Coroner cannat certify to a death due to natural couses.

- Woctor, coroner, efc. must use oniy standard nomenclature In item (8. No symptoms will be listed. All

FILED SEP 21 1958

Registration District No. e

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFI

CATE OF DEATH

. A A
'STATE FILE NUMBER

»7937

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whera deceased lived.

1f institution: Residence balore
admi ssien}

o. COUNTY o. STATE b. COUNTY
Migsouri =~ Lawrenca
b. CITY {If outside corparate limits, give TOWNSHIP only) | Inside Limits e, CITY Inside Limits
OR Yas1l NoDO OR ﬁsd YeslD N
Town  St, Louls, Mo, Towd Hoberg ~ J et R
A [~
<. Egls_é_l_l‘:l:l!rl%UF {1 NOT inhospital, givelocation)|L ength of stay in ib 4. STREET {If outsida, give location) Reside on Farm
instiTuTion BARNES HOSPITA ApbDRESs 1% 5 Miles South Yest  NoY
3 ::::.n::n First Middh‘ Last 4. DATE Month Day Year
OF
i {Type or print) ) Bassie NMN - Rittrer DEATH August 26f 19
. SEX 6. COLOR OR RACE 7. . DATE OF BIRTH 9. AGE (In years | IF UNDER | YEAR [IF UNDER 24 KRS.
MarrIED [J wever MAREDD ' Tast birthday) Mnnliul [T .=.rm.| Min.
Tamala White. wicoweo [ ovorgtoX]  Aug 9, 1904 a2

10a. USUAL OCCUPATION goiue kind of work done
during most of working life, eoen if retired)

Hous ekea per

105, KIND OF BUSINESS OR INDUSTRY

At Homs

1. BIRTHPLACE (City and atate or country)

Winfield, Kansaga

12. CITIZEN OF WHAT COUNTRY?

UuS. A

13, FATHER'S NAME

_Tom Nunnemsker

14. MOTHER'S MAIDEN NAME

Winifred Tribby

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

(Yer, no, or unknown) I

No

Uf pee, give war or dates of sarvics)

Nil

16, 50CIAL SECURITY NO.

None

17. INFORMANT

IMMEDIATE CAUSE (a) ~

18. CAUSE OF DEATH lErmr only one cause per line for (a), (b}, and (£).]
PART |. DEATH WAS CAUSED BY:

Subarachnoid Hemorrhage

om Nunnemaker, Hoberg, Mi

Address

gaouri,

INTERVAL BETWEEN
ONSET AND DEATH

10 days

MEDICAL CERTIFICATION

20d. INJURY OCCURRED

WHILE AT
WORK

D NOT WHILE
AT WORK

farm, factory, strest,

office bidg., etc.)

Conditions, if any. | puE To (b) Ruptured Aneurysm
whick gove rise fo . 5 = . -
above cause (8)
Hating the under-
lying cauae lost. DUE TO (¢) d & >—¥I'Sa
PART 1. OTHER SiGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN iN PART |(r|) 13 ;\& b; ag;‘gl;»‘f
. ves [ no[J
20a. ACCIDENT SUICIDE HOMICIDE | 200, DESCRIBE KOW INJURY OCCURRED. {Enfer nature of infury in Part I or Part 11 of item 18.)
20¢, TIME OF * Hour  Month, Duay,-Year o ..
INJURY . a. m. A A . v e e . 4. 0
pom. I 20
20¢. PLACE OF INJURY (¢. 4., in or choud home, | 20f. CITY, TOWN. OR LOCATION " COUNTY STATE

21.

I attended the deceased I%—ﬁu@st—m,—
Death occurred at

her

d fast saw him

alive on

E]
m on the date stated above; and ta the bost of my knowied'ﬂa from the causes stared.

2z sm&y&)/ fzgm ormmg? . D'

ZZb ADDRESS.

. BARNES HOSPITAL

" | 22¢, DATE SIGNED

23g. BURIAL. CREMATION, | 23b. DATE
REMOVAL { Specify)
Removal 8-27-56

24, FUNERAL DIRECTOR

Albert H.Hoppe, 4700 Washington

23¢. NAME OF CEMETERY OR CREMATQRY

Local

oher

ADDRESS

25, DAWECD BY LOCAL REG.

81956

{Licenssd Embalmer's Statement on Reverse Side)

Y

23d. LOCATION (City, town, or county)

i

26. REGISTRAR'S SIGNATURE

| 8/27/56

(State)




*

—

- ) STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
by me, or by .......... e e e R Cveenan e -+., Student Embaimer No.........

working under my personal supervision..

Student .. .ot
Signeture of Student Embalmer

Licensed Embalmer No...%‘..

) . o, P. O. Address ,_._................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (I
to comply with the above constitutes grounds for revocation of hcense) . ‘ . |
If embalmed by a STUDENT, he also shall mgn in his OWN handwriting.

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




