MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH " " ‘;ﬁ
PUPARTMENT oF Pu .L‘:eé::::l.r;slr?::owipgz.z.__fnmary Registratian Dlﬂrld No. .‘.5_// ’:,....H._Rtgllh’ar's Na. _-_4g___....__,_

DO NOT WRITE D
'ON THIS STUB AMENDE HoEDH-8—1953

1. PLACE OF DEATH
a. COUNTY Bo_llinger

63-023159 .

STATE FILE NUMBER

tf institution: Residence before

b. COUNTY BOllinger admission)

2, USUAL RESIDENCE (Where deceased lived.

VS 300 a. STATE MO .

Rev. 4/59

DATE AMENDED

‘b, CITY {f sutside cerporate limits, give TOWNSHIP only)

Length of stey in ib

c. CITY

Ingide Limits

19wn Whitewater Twp.

Life

OR
TOWN

Perryville

Yes[J No '

€. FULL NAME OF ([I¥ NQOT in hospital, give tocatian)
IT

HOSPITAL OR
INSTTUTION Paprryville, Rte., 7

Intide Limits

Yes [ Noﬂ

d. STREET
ADDRESS

(If cutsida, giva lacation)

Rte. 7

Retide on Ferm

Yes ﬂ Ne OO0

3. NAME OF DECEASED
(Type or prin1)

First

Doris

Middle
Fern

Last

Ruesler

4. DATE
OF
DEATH

Month Day

Year

June 27, 1963

5. SEX

F W

6. COLOR OR RACE 7.

Marrisd [

Never Married §
Widowed [

Divorced []

8. DATE OF BIRTH

8-22-31

9. AGE (lasr birthdey) | IF UNDER 1 YEAR

{F UNDER 24 HR

Months Days

31

Hours Min.

10a. USUAL OCCUPATION (Give kind of waork done
during most of working life, even if retired)
e

10b. KIND OF BUSINESS OR INDUSTRY!

e ee—.

13a. FATHER'S NAME

Erich Ruesler

13b. MOTHER'S MAIDEN NAME

Nettie Emde

BIRTHPLACE (City and stale or countty)

_B_ollinggLann;ga_

12. CITIZEN OF

14, NAM| HUSBAND OR WIFE

WHAT COUNTRY

15, WAS DECEASED EVER IN U.S. ARMED FORCES?

16. SOCIAL SECURITY NO.

17. INFORMANT

Address

(\’esﬂooor unknown)l {If yes, give war or dates of setvi EriCh_Rue Sler , _Re rn«y_ville"_ _R“._?_r AMO....

INTERVAL BETWEEN
ONSET AND DEATH

4
'

18. CAUSE OF DEATH (Enter only one ceuse per line
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

DUE TO (6] BMJM @a ,@a,a_)
e caa” o3 \,QJAJUAML/&)
lying cause last. DUE TO (<)

PART (1. OTHER SIGNIFICANT CONDITIONS CON]ﬁlBUTING TO DEATH but not related to the terminel
- ‘disesve condition given in PART'! (a), ~

DOCUMENT:

Conditions, if any,
which gave rise to
above cause’ (a),

'
Q
[a]
<
w
[
W)
z

s
PART 1L, ¥ decossed was fo  wa
thare & pregnancy in last 90 days.

rD Yo l M Ne O Unknown
206, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)

19. WAS AUTOPSY | 20a. ACCIDENT
PERFORMED . u]
YES O 'NOM -

20c. TIME OF
INJURY

SUICIDE  HOMICIDE
O [m]

Houl Month, Day, Year
a.m.

pm,

20d. . INJURY, OCCURRED
WHILE: AT WORK
NOT WHILE AT WORK [T

(e}
G
[, ]
<
w
Jtoe-
<
[w]
o
(¥
(YY)
ac
£,
I
—_
- 4
o
44
b
7Y
=
0
F4
2

MEDICAL CERYIFICATION

V “20e. PLACE'OF INJURY (e.g.,.in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY

farm, factory, street, office bldg., atc.)

79 7 o b-A7-143 L -75- 63

#‘ 45 A m on the date stated above, and to the beit of my krowledge, from the causes stated.

DRESS . 22c. DATE SIGNED

. 0 6.2 843
23a. A , | 23b. DAT 23c. NAME OF CEMETERY OR.CREMATORY - (F 23d. LOCATION (ity, town, or county}

I {State)
RE ov L[sp«-fw 6=20-63 Trinity Lutheran Cem., Friedheim, Mo.

VRAL DIRECTOR 5? W 25. D;? REC/D..B‘Y LOCAL REG. . REGISTRARG SIGNATURE

{Licarned Embalmar's Slhmenﬂm Reverse Side)

nd lagt saw mliw on

d from

n,

| ettended the dece
Death occurred  at.

P ——

[Degree or title)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD, READ

o

BY AFFIDAVIT OF

ITEM NO.




el

T e Gaaen il

eudn e Fyvreay

siiol

STATEMENT BY LICENSED EMBALMER

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

or by ) ' ) : ‘ _, Student Embalmer No.
working under my personal supervision.

Student.

Signature of Student Embalmer

Note:. The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN_:HANDWRITING} {Failure 1o comply
with the above constitutes grounds for revocation of license). S

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be 3o stated above

Jﬁ ‘_‘{ "l e l"-:J. 'H_aq‘:‘fl 'UL{ 1'.: f‘ fien ;.‘ 2-" _':.‘n <1 r.'ir ).”n




