Health THE DIVISION OF HEALTH OF MISSOURI 58_040 5 56

. Welfare . STANDARD CERTIFICATE OF DEATH : STATE FILE NUMBER
Publi o
S:rv::c I F L N D j 2 6 Tqaﬁ istration District No. AZO, — 1 Reglsfrahon Distriet No. T Rgglsf[gr 's No. N _/.é._g_;’_,
| | Fa
l . PLACE OF DEATH 2. USUAL RESIDENCE (Whernfe:nasud Lived. If ln]:lfulloi Regidence b)e%e
-
300 COUNTY LaClede a STATEMI ggou b. COUNTY € g ssion
CITY {If cutside corporate limits, give TOWNSHIP only) Inside Limirs c. CE'JTRY P “30 Inside Limits
18% Washington T.8, Yos (] MoK 2R Russ o Yes[J No[X
FULL NAME OF (If NOT in hospital, give locatien) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
ﬁﬁﬁﬁ&f Russ 25 Years ADDRESS P ato Star Rt. Yes (X No (]
K
3. NAME OF DECEASED First - 4, DATE Month Year
earim  FLORENCE ~ ELIZABETH RICHART 6 Nov. 12 1958
. SEX 6. COLOR OR RACE| 7. MARRIED[erEvER MARRIEDD 8. DATE OF BIRTH 9. AGE (in years JE UNDER i YEAR] IF UNDER 24 HRS.
4 birthdoy) | Months | Doys Houwr. Min,
" emale I |White wIDOWED [ ] pivorcep[ ] June ]_9’ 1892 Gst irthday ¥ I y * l
"E 10e- USUAL OCCUPATION (Give kind of work done | 10b. KIND CF BUSINESS OR 11. BIRTHPLACE {(City ond state or country) ¢ 2. CITIZEN OF WHAT COUNTRY?
= during most of working life, even if retired} INDUSTRY - H 1
- Housewite. Domesgtic Earnard, Mo. U.8.A.
% 13a. FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14. NAME OF H_U—SBAND OR WIFE
B Lewig Hocker ° Sara Jackson John Richart
£
g
°

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CALUSE (a)

| 2 Anka,

Conditions, if any,

DUE TO ()
which gave rise 1o }

chove rause [a),
stating the under-
lying cawse lost.

DUE TO (d) ﬁw ~ M o ut 78 . 2/8t
PART Il. OTHER SIGNIFICANT CONDITIONS COWTD REATH t Za' r-‘s‘ﬁd to tht s&a' dizsass l::mdllinn glven in ang(b 19. gégpggﬁgg;

YeEs[] NnO[W .2

Wa. AC(ENT SUICIDE HOMICIDE m injuge in PA T | or PART I| of em 18.}
O C] - IR WO N, o

AKX Rk 3 4 T .
20:. TIME OF .Hour Month, Day, Year .
INJURY  am. %2 \{ [+ M St

Pm 1= 28-
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor cboutheme,| 20f. CITY, TOWN, OR LOCATIO COUNTY STATE

WHILE AT NOT WHILE rm, octory, street, ofiice bldg., etc.) g Iz ? i G
WORK AT WORK D M \h*m_‘_, ‘M‘_o .

7
21. | attended the deceased from l —u l"‘ — g .t l * - I "‘S-i and last &aw! alive on —
Death occurred at 100 P, m on the date stated above; and to the bast of my knowledge, from the couses stated.

nomenciafure In item

All diseases in Part | must be causally reloted.

MEBICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

22a. SIGNATURE l iDegn r title), g 22b. ADDRESS Z2c. DATE SIGNED

1
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or caunty) {State)

BURLE" |11/15/58 Hew Hope Cemetery Lzclede County Migsouri

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG, | 26. REGISTRAR'S SIGNATURE

S, R. Palmer Lebanon, Mo. Y- 151958 | 4leZa A . Aleass
s IV

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16- SOCIAL SECURETY WO.| 17. INFORMANT Address
Y ve w d f serv T
{ .‘MWW give war or dates of service) r&one. }1r. John Richart, Russ, MO.
18. CAUSE OF DEATH {Enter only one cause per line for (a), (b}, and (c}.) I%L§§¥AL [B)EJWETEHN

{Llconsed Embalmer’'s Statemant on Reverss Side)




OB 5 AON PoTrd oaea

¢ < ‘ STATEMENT BY LICENSED EMBALMER ‘

I nereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY M8, OF DY oiiiieiiiiiees ettt e eee e e et eesesieeseeresasssesass s ssaasseesaesrannnsaesereans .» Student Embalmer No. .....coooveuivniens

working under my personal supervision.

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.




