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All diseases in Part | myst be cousally related.

THE DIVISION OF HEALTH OF MISSOURI

STAN DARD  CERTIFICATE OF DEATH

98-044845

STATE FILE NUMBER

hlﬂ, JAN 5 19599|strutmn District Na ? Primary Ragls"aﬂon District No. . _u......_..- Ragstjﬂ{e_:g:fAu;
. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befére
o COUNTY McDonald o STATEMi sgourl b COWHeDona 1@y
b. CITY (If outside carporate limits, give TOWNSHIP anly) Inside Limits c. CITY ] b #o Inside Limirs
TO\T’N Iﬂnagan Yes K] Ne[] TS&N Anderson ° Yestx Ne (7]
<. ;gIS_Fl‘-]'I@AArE OF (If NOT in hospital, give location) | Length of stay in 1b d. i.ll;)RDEEEE‘gS (If outside, give location) Reside on Farm
MeTuiokenagan Rest Homg 2 weeks in Town Yes [} Ne (K
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
(Trpe oo Cassie Belle Ralston o Dec. 27, 1958
5. SEX V| & COLOR OR RACE| 7., cciED NEVER MARRIED[] 8. DATE OF BIRTH 9. AGE (In years JF UNDER 1 YEAR| IF_UNDER 24 HRS,
Female Wnite wooweo[X 3 oworcen[ ]| April 20, 1881 lwiprren Mgt | Pw | Mo | "
10a. LUSUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country} 12. CITIZEN OF WHAT COUNTRY?
H TS ew e e ANt[‘iusgBme Orde, Hebraska : USA

13c. FATHER"S NAME

John Rice

13b. MOTHER®S MAIDEN NAME

Nancy Baker

4. NAME OF HUSBAND OR WIFE

Walter C. Ralston

15. WAS DECEASED EVER IN U.

$. ARMED FORCES?

(Yos,-nﬂ or uaknown}f (I yea ive war or dates of sarvice}
X S )5

17.
Mrs.

14. SOCIAL SECURITY NO.

None

INFORMANT

Address

Tris Lynn, Anderson, Missouri.

PART I.

Conditians, if any, DUE TO (b)
which gaove risa to
ebove covse (o},
stating the under-
lying cause last. DUE TO (<)

18. CAUSE OF DEATH (Enter only ane couse per line for {a), (b}, and {c}.)
DEATH WAS CAIUISED BY:

IMMEDIATE CAUSE (a)

WWW

INTERYAL BETWEEN
ONSET AND DEATH

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relcted to the terminal dlseass condition given In PART | (a)

19. WAS AUTOPSY

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Death occurred at

4!& Z 2 {? and last Saw hallvn an

4
=]
=
5 PERFORMED?
i o 344 YES[] NO
& | 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY GCCURRED. (Enter nature of injury in PART For PART Wl of itam 18.)
W
v O - |
3| 20c. TIME OF Hour Month, Doy, Year
g8 INJURY .
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (.g., inorsbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE tarm, factory, street, office bldg., etc.)
O avwork LJ
21. 1 atrended the decoused from __ Ailte . 20 /‘?3'7 o L. Lo '

m on the dote sfated above; ond to the best of my knowledge, from the causes stated.

220. SIGNATURE

o™ ﬁm@a‘c&{e Frto

22:y SI.G?‘{X>

deer, 28, /158 (

230. BURIAL, CREMATION, | 73b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (5[!!.)
REMOVAL (Specify)
Removal 12/30/58 Schuvler Cemateary Schivlapr, Nebrasks
ADDRESS 25. DAYE RECD‘.‘ BY LOCAL REG, 2 REGISTEAR

{Licensed Embalmer's Statement on

7NATURE Z
Revarse Side) [

it




b \
& )
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed
DY M@, OF DY Loiiiiiiiiiiirierrrre i e rt b rrr e r s raar s it st e s s r s e e ., Student Embalmer No. _........coeenveee

working under my personal supervision.

SUUAEAE  vveereeeemrerrereresaseeeeesestssseriesssnssreesnsaens Signed r@f@ .........................................

Signature of Student Embalmer
Licensed Embalmer No\fj/\f-f

P. O. Address &7 IREAL I oy

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,




