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Public
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MER)

ngisfraﬁar! District No.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
274

7

_,___----.58_::_019219_.

STATE FILE NUMBER

Primary Registration District No.,_.ﬁdé..’%_, Regisfrar'l NO-._?_Zi__W

T
. PLACEOF DEATH - 2. USUAL RESIDENCE (Where deceased lived. If institution: ‘Residence bgfére
S. 300 a. COUNTY Pettis a. STATE ggouri b COUNTY + 1% us-ff'
1-57 b. CITY (If outside corporate limits, give TOWNSHIP onty) Inside Limits c. CITY J)Z Insidb Limi
» ' . Po Nk imits
TOWN Sedglia Yes ) Mo (] S8 Sedalia 7076 | Y] oD
e. FULL NAMEOOF {If NOT in hospnul ive Iocaﬂoni Length of stay in 1b d. iTDDRESS {If outside, give location) Reside on Farm
HOSPITAL OR
b HOSPITAL OF Bothwell Hospital|23 days 270k Clinton Road Yes 7] No[X
3. :iTAME OF DE)CEASED First Middie Last 4, DA;E Mlio\v.‘nmh 22 Day 8 Yeor
ype or print s a
JORN WILLIAM RAINES o May 22, 195
5. SEX 6. COLOR OR RACE| 7. MARRIED[ NEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE (In ysars iF UNDER 1 YEAR| IF UNDER 24 HRS.
Male 0 | White wmoweo% 9_oivorcen[]| Qokober 7, 1871  tgg” Months | Days | Hours | Min.

FaPmer et ired

10a. USUAL QCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR
INPUSTRY,
en Agriculture

1. BIRTHPLACE {City

Pilot Grove,

and state or cauntry) 12. CITIZEN OF WHAT COUNTRY?

Missouri U,5.4A,

13a FATHER'S NAME
Allen Raines

13b. MOTHER®S MAIDEN NAME

Marguerite Bales

14. NAME OF HUSBAND OR WIFE

Malldonia Spry Raines

15. WAS DECEASED EVER [N U. 5. ARMED FO

{(Yeou, NOM unkmvm)l(lf yumd service)

RCES? 16. SOCIAL SECURITY NO.

None

o rOHA arguerite Shepherci ’Ft Lauderdale,’

nd Ao

18. CAUSE OF DEATH (Enter only one
PART |. DEATH WAS CAUSED

Conditiens, if eny,
which gave tise 1o
gbove cause f{a),
stating the under-

}

DUE TO {

IMMEDIATE CAUSE (a)

DUE TO (&)

cavse pagide for (a}, (b), and {¢).)

BY:

INTERVAL ETWEEN
ET EATH

s

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF PQSSIBLE

ctor, coroner, aic, must use only stondard nomencloture in item 18. No symptoms will be listed.

z lying cause lost. c) ¥ . Z £
3 g FART 1. OTHER-SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATHES! b raloted 1o the rerminal disease cenditien given In PART | {c) 19 géﬁpggggg‘;
3 3 331X YES[] NO[]
- = | 20a. ACCIDENT BSUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
= w
% v O O O
] F -
4 Q| 20e¢. TIME OF .Hour Month, Day, Year
2 =) INJURY  o.m.
§ "E p.m.
E 20d. INJURY OCCURRED 200, PLACE OF INJURY (e.g., inor abouthome,| 208 CITY, TOWN, OR LOCATION  COUNTY STATE
% WHILE ATL—J NOT WHILE D farm, factory, street, ull’lca}cldg , ofc.) 7 <¢
-4 WORK AT WORK L V- I = h T et SK
E 21. | ottended the deceased from U r . to —‘l‘ I ?und last 'snvf‘:'"-alivc on ZQ/M SV
B »
H Death occurred ot on the date stated ve; and to the best of my kmwledgu, from ﬂu ceuses stated.
§ 220. SIGN. RE {Degrao gr title /] HDDRESS . DATE SIGNED
i3
2 /e ca, /F -~ 0 Z

ol
23a. BURIAL, CREMATION,

éj:c ify}

I3b. DATE

5/2h/58

o,

<

O

23c. NAME OF CEMETERY OR CREMATORY

Malta Bend Cemetery

23d. LOCATION (Clty, town, or county) {Srare)

Malta Bend, Missouri

/8

ADDRESS

edalia, Mo.
{Licensed Embalmer’s Sta

on Reverde 5i

25. DATE RECD. BY LOCAL REG.

2. BAGASTRAR'S SIGNATURE




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is_recorded on the reverse side of this certificate was embalmed

DY M@, OF BY oottt eee et e e e er e et et aeraare et rar et aaaaaranes .» Student Embalmer No. ...................

working under my personal supervision.

SEUAENL wrirereiiiiiicesice et e veeeeiereees s seesneesssssnas Signed /ffiﬁa’@@\’ ..............................

Signature of Student Embalmer

Licensed Embalmer Noqui
P. O. Address <$-@&-0fc2 e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).’ _ . )
‘If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
" If this body is not embalmed, fact should be so stated above.




