Health, THE DIVISION OF HEALTH OF MISSOURI 58_044888

&Pwﬁl-fu" STANDARD CERTIFICATE OF DEATH . . 'STATE FILE NUMBER
wblic ) .
 Service F”_ED n EC 1 8 Igﬁistmﬁoq District No. 0‘2 o q Primary Re_gis!roﬁan Dist_rid Nn.gf) ,(!.j Regisfmr', N°-u~k¥~0~~£f{—---
|71 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. Mf institution: Residence bdfore
300 & o. COUNTY ot a. STATE _ | . b. COUNTY admissi
Harion M1i ssonri Msarion
1-57 k. CITY (If outside corporate limits, give TOWNSHIP only) lnside Limits c. CITY é : Inside Limits
o | Yes [k No [] o OLHt | yuz noD]
TOWN Hannibal e TOWN _{annibal e el
c. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR . ADDRESS Yes [] N
INsTITUTION St Tl zabeth Hogpital Z211 Brookside = of]
3. MAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) (o]
FMMA F. RAMGARTNTR DEATH December 9,19r8
5. SEX 6. COLOR OR RACE| 7. wARRIED [ NEVER MARRIEDL ] 8. DATE OF BIRTH 9. AGE {In years {IF UNDER 1 YEAR 1IF UNDER 24 HRS.
l R WIDOWED |VORCED|:| last birthday) [ Months | Doys Hours ] Min,
< Female fhite - @20 July 26,1884 74 4 |17
fz 10a. USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stote or country} 12. CITIZEN OF WHAT COUNTRY?
= I_rurﬂ.gg\é‘;‘_{ foéking life, oven if ratired) INDUSTRY s 4}
‘,, & 2 St.Louis Missouri U S A
- t3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME QF H'UéBAND OR WIFE
3 !
2. Hermsn Wamho ff Bot known w 1
& Z [ 15- WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
;E._ 5_3) {Yes, no, or unknawn)| (If yes, give war or dates of service)
N 4 Ny Williem Raumgartner Hannihal Mi ==pnird ,
o 18. CAUSE OF DEATH (Enter only one couse per line for {a), (b), ond (c}.) INTERVAL BETWEEN
w FART |. DEATH WAS CAUSED BY: - ONSET AND DEATH
P IMMEDIATE CAUSE (a) P Ilege -
13 [
: = .. .
. E Conditions, if eny, DUE TO (b) . - L
5 > which gave rise to
o EEE ol v A
tati -
% g g l‘y?ﬂgﬂn::u.slml‘n:: DUE TO (c) _%M [AL‘_M M
g - ZfF PART IL 'OTHER SIGNIFICANT coumnons/m:%murmc TO DEATH but not related to the termincl dissase condition given in PART | {a) 19. WAS AUTOPSY
B K O / PERFOR
I S50/ YES (£ NO[]
5 _; >z¢ | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.}
ST =
5 & <N3[ 20c TIMEOF .Hour Month, Day, Year
58 DED INJURY  a.m.
= § 5 'E p.m.
2E 3 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
" e 1w WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.}
55 3 WORK AT WORK
;';‘ E 21. | attended the deceased from .t and last 3“"‘: alive on
5 Daath eccurred at 9;' /J“p M - . m on the date stated above; ond to the best of my knowledge, from the causes stated.
- & W (Degree o% 22b. ADDRESS 22c. DATE $IGNED
Z 7 AL
< y = ¢ - /@0 M é f'n]
232. BURIAL, CREMATION, | 23b. DATE 23¢. HAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, toawn, or cou (St_N ]
REMOVYAL (Specily)
19 Buri L2/17%/1958 pakn Grove Mausoleum St.Louis M1issouri
0 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. | 24. REGISTRAR'S SIGNAT

A

DL ek Ly C D dr

w,Crawferd Smith Hannlbal Missouri YIS AN 4

(Li 4 Embal ’s §

on Reverse Side)
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- qujg{:' 161958

CO. HEALTH DEPT,
©EC 1 6 165

RECE
MARIGN

DATE FILED

STATEMENT BY LICENSED EMBALMER

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

BY M@, OF DY ittt st s e s e e ra rr e e raaee g s e e ns b sn e ana s ., Student Embalmer No. ...................

working under my personal supervision.

Signature of Student Embalmer

Licensed Embalmer No......78%4........
- P. O. Address. Hannibal Missouri

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 2 STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




