No. 300
10.48

WRITE PLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

| 1. PLACE OF DEATH

FILED MAY 17 1350

BIRTH NO.

THE DIVISION OF REALIR UF MISolAJRI
STANDARD CERTIFICATE OF DEATH

REG. DIST. nuB 18 PRIMARY REG. DIST. DEYLY __ Registears Na.........M%. .

State File No 18 060

a. COUNTY

|| 2. USUAL, RESIDEN-CE—(W" decessed lived. If Logtitution: remidence befors
adioiosfon).

a. STATE Illi;no_is‘f' i b. COUNTY I"Jad iS On

b. CITY (I oatelds corporate limits, writs RURAL and give ¢. LENGTH OF
STAY (in this place)

Town  St. Louis, MissousfT™"|%'8j davs

¢, CITY (If outalde corporate limits, weite RURAL asd give township}
o) . . g
TOWN Woodpiver /2 ©

d. FULL NMAME OF (If not 1n heapltal or laatitution, give streat addroe or loowtlon)

d. STREET
ADDRESS

s TarIon BARNES HOSPITAL

(I rural, give location) 8‘ .
L

3. NAME OF b. (Middle)

5. (Flrst)
DECEASED
Roy

¢. (Last)

441 Proavect
4. DATE {Month) (Duay) {Year)
1950

Rees

{ Twpe or Print) Elmer
5. SEX - | 6. COLOR CR RACE | 7. MARRIED, NEVER MARRIED,
o WIDOWED, DIVORCED (8pacily)

Male White Married

oA May 6

8. DATE OF BIRTH 9. AGE (In years| i toee 1 YEAR
k tast birthday} Hoaﬂhl Days H.ml Min,

Avga14, 1907 | 42

10a. USUAL OCCUPATION (Cive kindof work | 10b. KIND OF BUSINESS OR IN-
dope during mowt of working life, even If retired) { DUSTRY

perating engindek Shell 011 Co,

1. BIRTHPLACE (Btate or forelgn eountry)

Ellsville, T1linois”

12, CITIZEN OF WHAT
COUNTRY?

138, FATHER'S NAME 13b. MOTHER'S MAIDEN
Bon Rees Sarah Ludwi

I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECUR;TOY

|

NAME 14. NAME OF HUSBAND OR WIFE

o farig R
17. INFORMANT 5 S]GNATURE OR NAME . APDRESS
Marie Rees, Woodriver, Illinols

(Yes, 0o, or gnknown) yeou, xive war or dates of service)
o iy Unknovin

18. CAUSE OF DEATH MEDICAL C

. Enter otify one caulse per
Hae for {8}, (b), and (c)

1. DISEASE OR CONDITION

*This dots not mean ANTECEDENT CAUSES

DIRECTLY LEADING TODEATH ) __ Tymphosgarcoma

ERTIFICATION INTERVAL BETWEEN
ONSET AND DEATH

lyr

Morbtd conditiona, if any, girtng DUE TO (b)

riee to the above cause (o) stating LI

the underiging cause last. ¢
DUE TO (¢)

the mode of dying, such
as heort fallure, asthenta,
de. It means the dis-

ease, infury, or complica-
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contribauling to the death but not
related to the disease or condition cousing death.

18a. DATE OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION e -]~ 20 AUTOPSY?
TION .
_ yes {2} w0 [J
21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY (¢4, Ineraboat | 21, (CITY. TOWN, OR TOWNSHIP) (COUNTY) | <1 (STATE)§.”
SUICIDE borna, farm, fastory, strest, office bidy..ete.) f .
HOMICIDE 7 \
219. TIME  + (Mooth) (Das) (Tesr) (Houn | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? I ’ [T
S L. L WHILEAT NOT WHILE
TNJURY- m | woRrK AT WORK

alive on

2.7 heseby emzi:y 'chgz I atiended the deceased from __F€be T

, 19 50, and thot death occurred ai
2. SIGNATURE }

iyl te 0 T

: m., from the causes and on the dale slated above.
23b. ADDRESS Zc. DATE SIGHED
. BAiNES HOSPITAL 5/6/50

19504 _May 6 1550 that 1 tast saw the deceased

24a, BURIAL. CREMA-,| 24b. DATE [ l

24c. NAME OF CEMETERY OR CREMATORY -

24d. LOCATION (Olty, town, or county) (Btats)

TION, REMOVYAL (Bpaalty’ . N . s

Romnnnl  lf-f-50 Kimmnl Cometery YWoodriver, Illinois

DATE REC'D BY LOCAL ISTRAR'S Sl TURE - 25, FUNERAL DIRECTOR'S SIGNATURE ADDRESS

neay RES. ﬁ g‘m Albert H. Hoppe 4700 Viashington
#ﬁl 7 (L3 d Exdbalowr’s S mRmSidtT__—_——_m



Ed

& : STATEMENT BY I3CENSED EMBALMER

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

-J

- nt Embalmer NoOvvsoswsoeaooon rerssa seasre
working unc&_-.r my personal supervision.

S1906d el eeereseane e, 3 247
¢ © Student Emhalmr Licensed Embalmer 7

P. O. Address__A& 0"‘"/‘-“-—9 );

Note. The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply wi
the sbove comututes grounds for revocation of license,)

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




