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WRITE PLA]NLY-eUSINGl UNFADING BLACK INE—MAEKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

rec. orst. wo.(Ff 7 PRIMARY REG. DiST. ue._(g_ﬂ_Zé_ R,,,-,m,',hr, LS"?P

FILED AUG 2 1949

2569'7

State Frlt No...

BIRTH NO.
1. PLACE OF DEATH t 2. USUAL. RESIDENCE (Where deceased livad, If loatitation: residence before
a. COUNTY . . STATE . . b. COUNT adwigeion).
St. louis : I1linois - Y 7"
b, CITY (If outeide corpurte limits, wtite RURAL and give ¢t. LENGTH OF ¢. CITY (i -outside oorporate limits, write AURAL and give townshin) Y
mhlp] STAY (in this place) R J
TOWN Jefferson Barracks, Mo, §§ days TOWN Quincy .
d. FULL NAME OF (If not ia hoepital or institution, give streot address or location) d. STREET (I rura!, give loestion) 2
HOSPITAL CR ADDRESS
INSTITUTION VET, ADM. HOSPITAL - I11. 5 & S Home
3. gslﬂchgﬁs%li; a. (Fjlrst) b. (Middle) c. (Last) 3, DSI:E (Month)  (Day)  (Year)
(Type or Print) JOSEPH MORRTS DEATH 7/3/49
5. SEX i 6. COLOR OR RACE { 7. MIJ]\)%F‘I"I"EB l‘[!)lE\\;ggclélSRRlEz 8. DATE OF BIRTH 8, I.A.GElr&:;;“ b: UNDER | YEAR | [ ONDER u uma.
(Bpecliy) ontha | Days | Hours | Min.
M W Never married- 9/15/88 60 ’ |
10a. USUAL OCCUPATION (Cive kind of work 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or foreign country) ’ 12. CITIZEN OF WHAT
done during moat of working life, even if retired) DUSTRY . COUNTRY?
Laborer Mexico ? o USA
13a. FATHER'S NAME 13b. MOTHER' S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Unknowmn - Unknown None
I5. WAS DECEASED EVER 1IN {).5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT '
(Yes, Bo, or unknown} I (xwuﬁmw.r or dates of servics) ro. | RUGENE F. N()Lpf]\l[mﬁﬁ?f w ADDRESS
YES orlb 1 - Unk URT__ATM. HOSP,” TRFFERSON RARRACKS. MQO.

18, CAUSE OF DEATH

. Enter only onecauseper | 1. DISEASE OR CONDITION

MEDICAL CERTIFICATION
Pulmonary Erbolism

INTERVAL BETWEEN
ONSET AND DEATH

line for (a), (b, and {c} DIRECTLY LEADING TO [?EATH'(n)

“This docs not mean | ANTECEDENT CAUSES -

Morbid conditions, if any, giring DUE TO (B)
rise fo the pbove cause (o) stating
the underlying cauae last.. - - .

the mode of dying, such
a# heart fallure, asthenia,
ete, It means-the dis-'
care, infury, er complica-

DUE TO (c)

Diaphragmatic Hernia

-

I1. OTHER SIGNIFICANT CONDITIONS -~

Conditions eontributing to the death but not
related to the disease or condition causing death.

tion which cavaed death,

Stey

195 DATE OF OPERA. | 130, MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
6/29/1,9 Hiatus Hernia ves K1 wo [
2la. ACCIDENT " (Boecity) 216. PLACEOF INJURY (e.5..inoraboat | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, fantory, streat, office bldy.. eto.) . .
HOMICIDE None R —
21d. TIME (Moot} (Day) {Year) (Hown) | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
iy - | M —

2, I hereby

that I attendcithe deceased from _Elll,a.@y_ol )
_2, and that death occurred gt 72V 3 0 a

, o 7/ 3 . 191“9' , that I lost saw the deceased
m., from the couses and on the date stated above.

2 “alive on
IGNA %'u’_ (Degros of tiyle}
M.D. 0.D,

23b, ADDRESS Z3c. DATE SIGNED
V.AHOSP. JEFF. BRKS. MO. 7/3/49

oo

BURIAL, CREMA-
(Bpesify)

IAA(L'

b. DATE

ity 7- 47

Z4c. NAME OF CEMETER

Y OR CREMATORY

 NATTONAL

24d. LOCATION (City, town, or county) (State)

DATE REC'D BY LOCAL
REG,

WD

W&MIGNWE ‘Z@—

JEFf EI(JS’ Mo
25. FUNERAL DIRECYOR' S 51 GMATURE nsss
C.HOFFMEISTER U & L CO. ST. IDUIS

P (5~ £
7

“(licensed Embaimer's Statemeot on Reverse Side)
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STATEMENT BY LICENSED EMBALMER
I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by 0.,

S5tudent Embalmer No. "

working under my persona! supervision.

Student sacaenea ianmacsaesssamnnnTns naaas
Student Embalmer

P. O. Address 7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI (Fa:lure to comply wi ;
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.

- . . . N




