MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _‘;63_015565

DEPARTMENT OF PUBLIC HEALTH AND WELFARK é 3 a2
Registration District No. -__-..__...__ﬂ_ e - Primary Registration District No. ___ 77 """ **" __Registrar's No. __Zé’________-

STATE FILE NUMBER

DO NOT WRITE
ON IS STUS AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resldence befare

a. COUNTY FRANKL IN ) a. STATE MO . b. COUNTY FRA NKLIN admission)

b. CITY (If outside corporate limits, give TOWNSHIP only) Length.of stay-in 1b c. CITY Inside Limits

owN  WASHING TON o R,R. NEIER Yo O No E

¢. FULL NAME OF (If NOT in hospltal, give location) tnsida Limits d. STREET {If cutside, give location) Reside on Farm

1
2348
25300 iNetnunion. ST, FRANCIS HOSPITAL [vem meo APRES UNION, MO, Yes (X No OO

3 3. NAME OF DECEASED First Middla Last 4. DA;IE Month Day Year
(rpe or print HENRIETTA M. ROUSSEAU oeaw  AFRIL 13 1963

5. SEX 4. COLOR OR RACE 7. Married []  Never Married d 8. DATE QF BIRTH | ¥- AGE {(ast birthday] | IF UNODER 1 YEAR IF UNDER 24.HL
FEMALE | WHITE . Widowed 0 Divoreed 0 JULY 27, 1585' 77 Moghs [ pags [ Hours T Min.

10a; USUAL OCCUPATION (Give kind of work done lOb KIND OF BUSINE5SS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during most of working life, even if retired) HOUSEWORK PERRYVILLE MO . IT. S . A .

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE

JOSEPH A. ROUSSEAU CLEMENTINE FIRIOUX NONE

15, WAS DECEASED EVER IN 1.5, ARMED FO% FlTY NQ. | 17. INFORMANT Address

(Yes, no, orﬁbkmwn) (If yes, pive war or da ISABEL ROUSSEAU R R R . #1 UNION MO

18. CAUSE OFPBEA‘IH |Entar only gne :ousB%e‘; lina for (a), llb). ond (c). INTERVAL BETWEEN

RT 1. DEATH WAS CAUSE e ONSET AND DEATH
(MMEDIATE CAUSE (-) L7, .
_Conditiona, if sny,]  DUE TO (b} MMWL “—i;"i
which'gave rite to

above, cause (a),

stating tha under-
lying. cause last. DUE TO (¢}

PART Il. OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO DEATH but not releted 1o the terminal PART 111: 1f - deceased was female was
disease condition given In PART | (a) ‘thera 'a pregnancy in last 90 days.

lDYes | [ Neo | O Unknown

19. WAS AUTCPSY | 20s. ATCIGENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW IMJURY OCCURRED. [Enler nature of injury in PART | or PART It of itam 18.)
PERFORMED? ] O O
YES{] NO[D

T TIME OF  Houl  Month, Day, Yeor |
ANJURY a.m,
p-m.

20d. -INJURY OCCURRED 20e. PLACE OF INJURY (e.g.,-in or about home, | 20, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, sireet, office bidg., etc.}
- NOT WHILE AT WORK (O

21. 1 attended the deceasad fro .—/ - / ‘o m_L/_LéL_;nd last saw ‘h.ulwe on_LZL:éni__—

Death occurred at. 12. 30 a ® _m on the date stated sbove, and to the best of my knowledge, from the causes stated.

VS 300
Rev. 4/59

DATE AMENDED

4

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

225, SIGNATURE {Degree or title) 22b. ADDRESS ~ 22¢. DATE S5IGNED
/JJ 7o 4=/353
273a. BURIAL, CREMATION, | 23b, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATIGN (City, town, or county) {State)

FRYyEe  apR, 16 1963 ST. JOSEPH CEM, NEIER MO.
24 FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL JEG. 25, B A
OL TMANN FUNERAL HOME UNION, MO ' %/;3

[Licaonsed Embalmier's Statement on Rmru Si ;

BY AFFIDAVIT OF

. ITEM NO.




pd6l 6 T Yd¥

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificste was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer
T Licensed Embalmer No. ﬁ f-‘-’i
i
: . 0. Address_Cfrt it %A,
L 4

Note: The above MUST BE SIGNED BY.THE UCENSED 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 azbove.

oy —-

LR SR




