DEPARTMENT OF PUBLIC HEALTH AND WELFARE g ' STATE FILE NUMBER
ation Disicr No. )2, __..__ puimary Regiansion Divvict Noc3d e[ d
DO NOT WRITE NOED Registration Distriet Ne. _l rimary Registration District Ni Q_Q______Ieghfrar s No. _/ _?___---

ON THIS STUB —— .
II. ku‘t’s'orﬁsfw‘ 27 §63 7. USUAL RESIDENCE (Where decessed lived. I inalitation: Residence before

VS 10 a. COUNTY a. STATE b. COUNTY
. 0 Barry Mo, Barry
ev. 4/59 b. c(ljrnv {H outside corporata limits, give TOWNSHIP anly) Tength af stay in 16 c. CIY

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ) M

admisslon)

Inside Limirs
TowN Monett 1 day Town Casgsville Yo ld No D

&, FULL NAME OF {If NOT in hospiral, give location) Inside Limits d. STREET (It eytside, give location) Raside on Farm
HOSPITAL OR ADDRESS
wsnmion 8¢, Vincents' Hosp, | jc7 S Hiway 112 Yor O Nef)

3. NAME OF DECEASED Firat Middle Laat 4. DATE Month Day

(Type or print) RUFUS DEMARIS BOLIN D?:TH Nov., 19, 196}
5. SEX &, COLOR OR RACE 7. Married®]  Never Married [} |86. DATE OF BIRTH | ©- AGE [lsst birthday) |IF UNDER | YEAR | IF UNDER 24 HR
M w- Widowed [ Diverced O 4/3/80 83 Months | Days Houn Min.

104, USUAL OCCUPATION (Give kind of work dono | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
ring most of working life, even if retired)

armper Farm Jenking, Mo USA

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

Alec Bolin Mary Henson |Martha Felkins Bolin

15. WAS DECEASED EVER IN U.5, ARMED FORCES? 14, SOCIAL SECURITY NO. [17. INFORMANT Address

{Yes, no, or unknown) | (If yas, gi tes aof servi
fig | o Fred McPhail, Aurors, Mo,

18. CAUSE OF DEATH (Enter only one cause per Iine INTERVAL BETWEEN
P

ART I. DEATH WAS CAUSED BY: E‘{‘&M&J OIMNSET AND DEATH
IMMEDIATE CAUSE (a] {4 [ aVa VBV W Vs Y /

\\J

Conditions, if any, DUE 1O (b} @_L*s_azu l mﬂu.a_‘
which gave rise m]

tat the under- ﬂ L [__ \

I'y:n';;1B caunu last DUE TO (¢) ‘ ‘

abova <ouse (a)
PART H. QTHER SIGNIFICANT CONDIT]ONS CONTRIBLJ‘HNG 10 DEATH bu'l not related To ths terminel PART (11, M  dscenssd Wb fernsls  was
disease condition given in PART | [») thatre a pregnancy in last $0 days.

l O Yes ' O Mo | O Unknown

_ WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIDE 0b. DESCRIBE HOW INJURY OGCCURRED. [Enfer neture of injury in PART | or PART Il of item 18.)
PERFORMED [m] D [m]
YES O NO

_TIME OF  Hour  Monih; Day, Year
INJURY am.
p.m.
. INJURY QCCURRED 20e. PLACE OF INJURY [8.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, strest, office bldy., stc.}
NOT WHILE AT WORK [J

. | attended the deceased from g ~&57 1o. yids /?-6 I and last eaw :uar; alive on (Rl il A 3

Death occurred at 9 H 30 p- m on the date stated sbove, and 1o the best of my knowledge, from tha couses wated.

! 2 05 5
29H K0

DATE AMENDED

Year

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

- MEDICAL CERTIFICATION

Il

22ef 5 RE ea of_titla) 22b. ADDRESS 22c. DATE SIGNED

\ M ) Cassville, Missouri 11/21/63

1
33a. BURIAL, CREMATION, | 23b. DATE & N T3¢. NAME OF CEMETERY OR CREMATORY 739, LOCATION (Cify. tawn, or county) {Srate)
REMOVAL (Specify) .

24.BttsgiAaL.?ﬁRECTOR 11/21/ qAU RESS C.l 1_0 cp 25. AYE RECD. BY lmlﬁaﬁ_%%w
D.E. Willismson, Cassville, Mo, [4/-2/- 43 /X

[Licensad Embalmar's Statement on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOQULD READ

8Y AFFIDAVIT OF

ITEM NO.




'RE

N
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. / J/OA_W'W—
Student Signed /y C&)

Signature of Student Embalmer

Licensed Embalmer No.L/g 57'3,
P. O: Address QG%—@%, /7"*-"

Nofe: 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 a STUDENT, he also shall sign in his OWN handwrumg
.If this body is not embalmed fact should be so stated above.
t L]




