SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~ 64 Q ! %gsz
| yg ’ Primary Registration District No 30‘2 M STA J

"3 Registration Dimif} No. H i i . Registrar's No.
awenors e P MAY— 11568
- L J 14004

1. PLACE OF DEATH 2, USUAL RESIDENCE {Where decezsed lived. If institution: Residence before
a a. COUNTY a. STATE . b. COUNTY admission)
2 BUTLER MISSOURT TEXAS
=z b. Ccl)'ll'!\" (If outside corporate limits, give TOWNSHIP only} Length of stay in 1b . Ccl;l"!'( Inside Limits
w .
4 ©own  POPLAR BLWFF 2 DAYS oW (¢ ABOOL Yol NoD
< c. FULL NAME OF {If NOT in hospital, give location) Inside Limirs d. STREET {If cutslde, give location) Reside en Farm
.“_-' HOSPITAL OR # ADDRESS
= INSTITUTION VETERANS ADMINISTRATION. |Ye& MO BOX 167 Ya O Nog
a .
3. NAME OF DECEASED First . v Middle Lest 4. DATE Menth Day Year
{Type or print) OF
HARRISON MCKINIEY RUPE veari  APRIL 11, 1961
5. $EX 6. COLOR OR RACE 7. Married [0  Never Married (X [0. DATE OF BIRTH | ¥ AGE (fast birthday} [iF UNDER § YEAR | IF UNDER 24 HR
MALE WHITE wdowed D OveedD ) 12/12/89 | T Monha | Davr [ Houns | Min
10s. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Clty and state or country} | 12. CITIZENM OF WHAT COUNTRY
" ! o L i N
RELTREY APORABITE WOHRER|  AUTOMOBILE KIRKSVILLE, MO. US4
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
GEORGE W, RUFB NANCY BUTCHER NONE
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Y or unknown) | {If yes, giya war or dates of service)
YiS s UNKNOWN VA HOSPITAL RECORDS,POPLAR BLUFF MO,
- 18. CALUSE OF DEATH (Enter only one cause per line for (a), (b), and {c). INTERVAL BETWEEN
E PART I. DEATH WAS CAUSED BY: QONSET AND DEATH
. z mmeniaTe cause () CEREBRAL HEMORRHAGE, 5 DAYS
| L&)
2 o}
] Q Conditions, if any, DUE TO {b)
b‘; which gave rise to
Zz sbove cause (a),
— stating the under- r
! lying cause last. DUE TO (c) }
=z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsied 1o the terminal PART NI, If decessed was female was
. g disease condition given in PART | (a) there a pregnancy in last 90 dayl.f
' § IDYellDNnIDUnkmwn‘
E 19, WAS AUTOPSY 20a. ACCIDENT SUICDIDE HOM[I]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.)
QRMED?
. o o No I 1O
' -~
i 6 20c. TIME OF Howr Month, Day, Year |
a INJURY am. i
' g P,
' 20d. INJURY OCCURRED 20e, PLACE OF INJURY {o.g., In or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bidg., atc.)
NQY JVHILE AT WORK o
-] ¥ b
5 2. Mnendad the deceased from_Apﬂl_g_,_lg.ﬁl_ n_Anm_u,_l%lmnH—ﬁﬂn-m
o
s Death occurred a!._.3_|.02 m on the date stated above, and to the best of my knowledge, from the causes stated.
—
8 S ,‘22a SIGNATURE /\'/ . 6" r ,or title} 22b. ADDRESS 22c. DATE SIGNED
L
5 =| | ROBERT 8, conm M. D. . hief Medical Sve, | VA Hospital, Poplar Bluff, Mo. |4/14/61
o 23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county) (State)
G a REMOVAL (Spacify) . !
z s Burie L4=-13- 61 Citv Cem, Poplar Bluff, Mo.
= < 24. FUNERAL DIRECTOR 25. DATE RECD. BY LOCAL REG. |26, REGISTRAR'S S5IGNATU
= % Frank-Cotrell Ponlar B] uff, Mo. F-2F- /TG0, Mq A
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STATEMENT BY LICENSED EMBALMER
| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
ot by Student Embalmer No.
.
working under my personal supervision. M ‘
Student, ; '
Signature of Stydent Embaimer
SAN e - e - F oA T e e ! .ret Tt . R . AT e
v v * Néfe: The abovetMUST' BE-SIGNED BY THE LICENSED BMBALMER:ih Ris' 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.
3 . b ., v .. - <




