Fa

THE DIVISION OF HEALTH OF MISSOURI

 58-023702

Health, )
& Welfare g T STANDARD gkl'l éI(AT! OF DEATH STATE FILE NUMBEE5
Publi aTer o g
. s:ni:. H LED :JU N 2 7 ‘%istrmion‘ p-i‘s!_riy No. Primary Ragistroﬁon District Nn-__l.a...._.._....ﬁ Regisrrur's No.____,__",,,_,_l;,:z,ﬁ___
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
.. 200 a. COUNTY STATE  ma g sonpd & 0N admi =7ff'
1-57 b. CITY (lf outside corporate limits, give TOWNSHIP only} Inside Limits c. CgRY tnside Limits
0 TOWN St, Louls Yes (] No[] o St. Louis Yes A No [J
! c. FULL NAME OF {If NOT in hespital, give location) [ Length of stay in 1b STREET ({f outside, give locgticn} Reside on Farm
HOSPITAL OR DDRESS
// st Firmin Desloge Hospital j/ - 74‘ 2621 Arkansas-Ave; Y« NE
3. NAME OF DECEASED First Middle — Taw 4. DATE Menth Day Year
{Type or print} OF
HARVEY . J. RUSH peatn June 16, 19 58
5. SEX §. COLOR OR RA&:E 7. MAR.RIEDNEVER MARRIEDE[ 8. DATE OF BIRTH 9. AGE S—ﬂ E:m :UN}?ER;YEAR |: UNDER 2:AAHR5.
. vt hirthda: 1 ou in,
Male O White wooweo[] £ pivorcen( )|  3=27 1897 61 v} [Moniha  Dowt " [

10a. USUAL OCCUPATION (Glu kind of work done

durin Bu.s Dri L2 -vmnfunr-d)

10b. KIND OF BUSIRESS OR

pubii¢ Service

11. BIRTHPLACE [City ond state or country)

Miller: Couhty,' Mo. O

12. CITIZEN OF WHAT COUNTRY?

U.S.A.

13a. FATHER'S NAME

126, MOTHER®S MAIDEN NAME

14. NAME OF HUSBAND QR WIFE

Ephriam_Rush

Alice

.Bittle

Alpha Rush

15. WAS DECEASED EVER IN U 5. ARMED FORCES?
[Y--,Nbur unkmwn)l(lf yes, give war or dates of service)

16. SOCIAL SECURITY NO.

17. INFORMANT

Address

Unknown

AlphanRush, 2621 Afkansas, St. Louis

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

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

line 2# {a), (b), and (c}.) 9 ;

INTERVAL BETWEEN

IMMEDIATE CAUSE (o)

Conditions, if any,
which gove rise to
sbove couse (a),
stating the under-

} DUE TO (b)

ONSE! AND DEATH

.

Death occurred ot

o # % 3%
migh the date stated above;

yd/b the bnyf! my Imp@},

from the causes stated.

220. SIGNATURE W 9\“’5&22- &y ,& )

S Porgrbeagtminy

22¢. PATE

/&%

g Iying covse last DUE TO (<)

: = PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal disease condition given in PART | (a) 19. WAS AUTOPSY
ki s 3 PERF. RMED?
< E 3 /A YES
- %1 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)
= 77}

2 u O O O
: o2
bt Ul e, TlME OF Hour Month, Doy, Year
2 'Q NJURY  a.m.

] o po
E - 20d. INJURY OCCURRED Ae. PLACE QF INJURY {e.g., inorabouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
B ; WHILE ATD NOT WHILE D farm, foctory, street, office bldg., etc.)
& WORK AT WORK _
£ 21. | aitanded the decsased from J and last Saw o clive on Booe 5757

:

-]

H
2
<

23a. BURIAL, CREMATION, § 23b. DATE 23c. NAME OF CEMETERY OR CREMATORI [
REMOYAL ($pecify} - o .
oxal 6-18<58 Jim Henry. Cemetery

ar county)

# Locfr)dn (City, 1o

MiIler “Co., Mis souri

ADDRESS

25- DATE RECD. BY LOCAL REG.

AR'S SIGNATURE

24. FUNERAL DIRECTOR

McLAUGHLIN'S, 2301 Lafayette

JUN 1758

d Embolmer’s 5

(L4

on Reverra Side)
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STATEMENT BY LICENSED EMBALMER

-

~ i,
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

By M, OF DY ittt ee e vttt e tnatssae e s s ane e aeaararesranaas it s Student Embalmer No. .........ccoeueee.

working under my. personal supervision.

Student oo s e n s Signed ,,
Signature of Student Embalmer

Licensed Embalmer N > \S
P. O. Address .- ...... g

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 hCense)
*" " If embalfiéd by a STUDENT, he also shall’ sign in his OWN'handwriting. *
If this-body is not embalmed, fact should be so stated above.

- ) 2T




