Ave

No. 300
10.48

DreP+BeCappel 3284 Ivanhoe.

HL 2502

W’RITE'PLAINLY--—-USING UNFADING BLACK INE—MARKE A PERMANENT RECORD

HLEBOCT 13 939

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

, "8383
PRIMARY REG. DIST. NO. L R QIS S NOu ereseseesessoss s rescsmsenss

State Filz No...

31608

!BIRTH NO. REG. DIST. NO. _ql_jza_
I. PLACE OF DEATH T2 USUAL RESIDENCE (Where decossed lved. 1 lostitadlon: residence before
a. COUNTY a. STATE b, COUNTY 'Y?’/“f sdisimion)
Misgourd: :
b. CITY .(If cutside corpurate limits, write RURAL and give c. LENGTH OF ¢. CITY {lf ouwde corporate limits, write RURAL atd give tawnship)
! OR wownshio) | STAY (ta this slace) {
TOWN TOWN Bt @m .
d. FULL NAME OF (If not in hospital or instltgtion, give streot addrees ¢r location) d. STREET {H rural, give locatlon)
HOSPITAL OR DDRESS g
INSTITUTION o 3 f) / f_ — 4015 Eichelberger Ave.- ¢
3. NAME OF 6. (First) b. (Middie) <. (Last)
DECEASED 4 DATE  (Month)  (Dsy)  (Yea)
{ Twpe or Prini) William Ly Blackard. DEATH 10=3-1949
5. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED. ~| 8. DATE OF BIRTH 5 ACE tzvean) 7 vwer s vn | = wtn
v , {Bpecify) t on! Days | Hours | Min.
Male A/ White . ted 7/ April 11 1880. | “68 .- |
10a. USUAL OCCUPATION (Ghekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State o foreled sountry) | 12._CITIZEN OF WHAT
done during most of working lifs, even if retired) DUSTRY . NTRY
Grocery Clerk Grocery - Illinois sSeAs

138, FATHER'S NAME 13b. MOTHER' 5 MAIDEN

! __John Blackard : Unk

[5. WAS DECEASED EVER N U.S. ARMED FORCES? | 16. SOCIAL SECURITY
(Yea. m.ﬂ'ounkncwn) | (11 you, glve wir or dstes of sorvice) NO.

NAME

8tella Blackard

14, NAME OF HUSBAND OR WIFE

17 JNFORMANT" § SIGNATURE OR NAME
S

berger Ave

ADDRESS

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enteronly onecauseper | f. DISEASE OR CONDITION _ M ONSET AND DEATH
line for (a), (b), and (¢ | DIFECTLY LEADING TO DEATH® (5 oA A 3337 . )n(,n el

*This does not mean
the mode of dying, such
as heart fellure, asthenia,
ee. It means the dig-
ease, infury, or

ANTECEDENT CAUSES

Morbid conditiona, if any, giving DUE TO (&)
rise to the above couse (¢) slating . = .
the underlying causr last.

. DUE TO (e} .

tion which caused dm& I

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but stof
related to the disease or condition causing death.

"13a. DATE OF OPERA ?l

A

19». MAIOR FINDINGS OF OPERATION

On Mm«)

@M e

- ‘ ' 2. AUTOPSY?

ves [ Nﬂ@

21a. ACCIDENT 21t/ PLACE OF INJURY (ox. inorabost | 21z, (CITY, TOWN, OR TOWNSHIP) _.a (COUNTY} B
SU|CIDE, home, farm, lactory, street, offca bidg.,ete) | st IR -
HOMICIDE .
21d. TIME (Mooth) (Day) (Yem) (Hour) 2le. INJURY OCCURRED | 21, HOW DID INJURY OCCUR? ' / ’
OF WHILEAT[—] NOT WHILE < P / .
INJURY WORK AT WORK : R
L4 ¥ e
2. [ hereby certify that I attended the deceased from D— Z1sYFt_ Lo~ = 1957 that T last saw {hc deceazed
alive on - , 1954 ? and that death occurred at L‘E_ﬁﬂn Jrom the causes and on the dale staled above..
Z3a. SIGNATU (Dégres or title) 23b. ADDRESS Zc. DATE SIGNED
W KV | 328+ M( s - | fr—5p

24a. BURIAL. CREMA- | 24b. DATE 7 24c. NAME'OF CEMETERY OR CREMATORY .  24d. LOCATION (Olty. town, or county) (State) -
TION, REMOVAL {Spedfy) .
Remova 10-6=1949 Cmaha cemtory Omaha- Ill:l.nois_ -I11.

DATE REC'D BY

0635

LocAL | R RAR'S SIGNAJHRE
REG. Z? ﬁ 2 ‘
»

75 FUMERAL DIRECTOR™ S SIGMATURE

(Licensed Embalmer’s Stitementedn Reverse Side)

"ADDRESS

1«—(4@«)&«.«'/5/14& 6409 Gravois !_!



STATEMENT BY LICENSED EMBALMER

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

Student Embdbalmer No.

working under my personal supervision.

Student ..ieeereneonnonans reatssseseanrnace . Slgned.......... ;% /L?

Studmt Embalmar

censed Etmbalmer No 20(7

P. Q. Addrus_gé{.ﬁzgm__._m._.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fm'lure to thmply with
the above constitutes grounds for revocation of. license.)

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




