All diseases in Fort | must be cousally related.

S,

D

USE ONLY BLACK INX OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

/

H gistration District No.

58-020768

STATE FILE NUMBER

Primary Ragistration District NB..,,_J__Q__Q___Q _______ Registrar's No. ___

s?ocgt

1. PLACE OF DEAT
a. COUNIY

Adair

2. tlSUserl.A_?gﬂg‘EgEF %1deceusod

CounTE LT

Rus:den%orc
admissj

b. CITY (If outside corporate limits, give TOWNSHIP enly) fnside Limits c. CE)TY - 0 2 3 2 Inside Limits
R Kirksville Yes (X No [ %, Wyaconda 0 | sl No[]
c. Engl;l NAC&%OF {If NOT in hospital, give Iocuﬁon) Lené!h of stay in 1b d. STR%E?S {If outside, give location) Reside on Farm
SPITA R = B ADDRE
o A fMursing Home # 1 1o, Yes (] No[]
3. NAME OF [‘)ECEASED First Middle Lagst 4. DATE Month Day ar
{Type or print) Minerva Plerce Ralne DSAF ™ June 9, 195@
5. SBEQ | 6. C?J.OR OR RACE T'MARRIEDDNEVER mARRIED[T] Iﬁ.a%éi,fFéléT’l-l 186‘!{ 9. AGE {In years Jz;}:ﬁen L YEAR| IF UNDER 24 HRS.

wioowen[  2__oivorceo[]

|=9a4rhday)

Days

Hours l Win.

10a. USUAL OCCUPATION {Give kind of work done

durinHvaevfﬁ.lTéun if retired)

10b. KIND OF BUSINESS OR
ENDUSTRY

n. ;&Té?Lﬁ&%tyrun oun'ra I

12 ClﬁZEN g WHATA_COUNTRY?
L a .

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

Henry Pierce unknow, John W, Raine
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17T)INFORMANT ’ Address :
Tes, ne, or u n . . a . . -
¢ "R Dr, ¥, O, Raine, Kansas City, Moy o-iy

18. CAUSE OF DEATH (Enter only one cause per
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

i

Conditions, if any,
which gave rise 1o
above couse {a),
stating the wnder-
lying cowse lasrn

DUE TO (b}

DUE TO (c)

jne for {a),

b), and (c).}

-

X a4 .

»

INTRRVAL BETWEEN
OMEET AND DEATH

PART II.-O? SIGNIFIGRNT COND| j?TRIBUﬂNG TO TH but notfslatedfro the t ingl disease cal
e leiel’ i

Qetet)

nditien given in PART | {a}

)

19. WAS AUTOPSY

PERFORMED? &

YES[] NODR

20a. ACCIDENT  SUICIDE HOMICIDE
O O O

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

20¢. TIME OF Hour Month, Day, Year

INJURY  a.m.

p.m.

MEDICAL CERTIFICATION

20d. INJURY OCCURRED
WHILE ATD NOT WHILE

WORK AT WORK =

20e. PLACE OF INJURY (e.g., inor abouthome,
farm, factory, street, office bldg., etc.)

204, CITY, TOWN, OR LOCATION

COUNTY

STATE

2. 1 attendad the deceased fron 22— & “5—7

7 35

Death occurred ot

, to M_Z_m and last saw
on the daté stated abave; and to the b

est of my kn

" alive on
edge, from the'couses stated.

220, S‘I%URE 4 ; / S (Deg e or title) Q l
L

MML

22¢. DATE SIGNED

5K

23a. BURIAL, CREMATION,

L

3b. DATE

23¢. NAME OF CEMETERY OR CREMATORY

June 11, 58 Wyaconda Cemetery

23, LOC

kih

ATION {Clty, town, -or county)

yaconda,

(State)

Misgouri

24. FUNER cI19 ADDRESS

25. DATE RECD. BY LOCAL REG.

b-13-8)

{Lic

Embalmer's Statement on Revaerse Side)

GISTEAR'S SIGNATURE
Donea 7¢). Rt AL
» STl



STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the teverse side of this cettificate was embalmed

by me, 0rby ... et eeeteereoen .» Student Embalmer No. ....... Pyl
working under my personal supervision. b
g yp P >
— l /////:_/W/ / -
Student "o Signed ..........ccoovenn LT &7 AR ARV £ S1 2 ";.‘

Signature of Student Embalmer /

Licensed Embalmer No...Z7,

P. O. Address.............. /fm

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

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.




