MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _B63-023739

DEPARTMENT OF FUBLIC HEALTH AND IlLFAlI? L ‘3 0/] 7 STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. . _____ o Primary Registration District No. —Registrar's No. ______ ¢ AU,

ON THIS $TUB FIED 15 19fy—
1. PLACE OF DEATH 2. USUAIL RESIDENCE (Where deceased lived. ¥ inatitvtion: Residence before

a. COUNTY o ooper ) ». STATE P.Iis sour® COUNTYCO oper admission)
b. CITY (If outside corporate limits, give TOWNSHIP cnly) Length of stay i_n 1b c. CITY . Inside Limj
own Boonville ALl of life e  Boonville Yes O r::%

¢. FULL NAME OF {lf NOT in hospital, giva location) Inside Limits d. STREET (If cutside, give location) Reside on Farm

1
275
’I"NOS“';I":'If.{l.ll;‘I'llhf)ol'wliz t JO eph HOQPltal Yes E Ne [ ADDRESS R » F - . Yesm Ne O

%0270
3. NAME OF DECEASED First Middle Last 47DATE Month Day Year
int
{Type or print} Henry Rapp DEATH July 12 196 3
5. SEX &. COLOR OR RACE 7. Morried [ Nevar Married [ [8. DATE'OF 8IRTH | % AGE {last birthday) | IE'UNDER ) YEAR !F UNDER 24 HR

Male White Widu‘”"m Divorced (O J'an. lO;l 76 87 MothDayl Hours Min,

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY
SSUAL OCCUPATION (Gov Frd of wor , !
e - b Oun Farm $t. Louis, Mo. USA

13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND CR WIFE

Ge orge Rapp' | Augusta Tempfel Mary Gilson Rapp
15. WAS DECEASED EVER IN U_.S.,ARMED FORCES? A—SEOLIRCRe Ll INFORMANT Address
(Yot mo ofgigrnoven) | 1 ve giveaL oL dares of seev Mrs . Louise Williams,Boonville, Mo.

18. CAUSE OF DEATH (Enter only ane cause per line forala), (b}, and [c). j INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: , ONSEF AND DEATH

IMMEDIATE CAUSE (2)

v$ 300
Rev. 4/59

DATE AMENDED
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DOCUMENT

Conditions, if any, DUE TO (b}
which geve rise to
sbove couse (a),
stating the under-
lying cauze last. DUE TO (c)

PART Il. OTHER S1GNIF!CANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART [If. If deceased was female wi
disedse condition given in PART I {a) ere 2 pregnancy in. last 90 days.

. ]DYeleNolDUaknow

19. WAS AUTOPSY a. ACCIDENT® SUICIDE HOMICIDE 20b. DESCRIBE' HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? - - O : @] 8]
YES [0 NO . - -

20, TIME OF _Hoof  Month, Dey, Yeer |
INJURY a.m.
: p.m.

20d. INJURY OCCURRED 208, PLACE OF INJURY {e.g., in or abeut home, | 20f. CITY, TOWN, OR LOCATION COUNTY
-+ WHILE AT WORK [J farm, factory, street, office bidg., etc.)

" NOT WHILE AT WORK O . . n .

21. 1 attended the decessed fro . l last saw REW 4
Desth octurred st on the stated sbove, and to the. beést of my lmowledg\ d
22a. SIGNAT . {Degres or title) 22b. ADDREwd . el !; 3

23s. BURIAL, CREMATION, N NAME OF CEMETERY OR CREMATORY ¥ 23d. LOCATION {City, towWn, or county)

REMOVAL [Spacify) Mo
[ ]

urial July 14, 1Q6. Ualnut Grove Cemeterv Boonville,

24. FUN%AI. DIRECTOR _ DORESS 25. DATE RECD. §Y LOCAL KEG. R§ & NATURE
Goodman & Boller Boonv1lle, Mo, 7//3/ W

{Livensed Embalmer": léatemnm/ Reverse Side)
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MEDICAL CERTIFICATION

y
o

USE BLACK INK
OR
TYPEWRITER RIBEON

SHOULD READ *_

BY AFFIDAVIT-OF

ITEM NO.




: I

\ ;:)_ Frew A STA‘I’EMENT BY;LICENSED EMBALMER -

1%

Y .

3 )
~ i &
| hereby cen‘lfy thaf the body whose name is “récorded 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 !

Licensed Embalmer No._ 4539

. “-L ) ’ " ’ .\ P. O. Address BOOnVllle g MO.
- Lt /j q)“-— Vol \
: " 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). .\5\\ \\) \'g
if embalmed by a STUDENT he also shall stgn in his OWN handwriting.
lf- this body_is not’ embalmed fact should be\so stated above T T Y ‘,\

i \




