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THE DIVISION OF HEALTH OF MISSOURI

XC-1 556 3003 25638
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. fﬁ‘]gso STANDARD CERTIFICATE OF DEATH  Jstite File No
= v &) — 7
. ! BIRTH NO. REG. DIST. NO, E_L PRIMARY REG. DIST. MO. @_l_ Rm{'}lmr’l No.._lgp 5—&........
D&- *i 1_PLACE OF DEATH j 2. USUAL RESIDENCE (wnm-.m-..d lved. If institution: remidence befors
COUNTY STATE .. COUNT ad:isslon).
} & ST,LOUIS # * STATENTSSOURT YST,LOUIS “=
") b. ClTY {If outedde corpurate limits, write RURAL sod cive ¢, LENGTH OF . CITY (If outelde oorporate limits, write RURAL snd give township)
B townahipt| STAY (ln this place) OR - L/ é /
s 750N MO. 2 {.7°" _FERGUSON /
‘“*" "d. FULL_NAME OF hoapital or § i . Adrees ar locatlon) . STR .
8 HLEoNAME Of (If aot in or 3, elve strect or d A%roleEESE (If rural, give ocxtion} A
RS INSTITUTION M qag_%mnn Road
a S.DNE‘%!EESOEFD a, (First) b, (Middle) ¢ (Last) 4. DATE (Month) (Day) (Year)
2 {Twpeor Prine}) ERNEST L, JOBENSON pEATH  JOLY 3,]1950
E 5. SEX 0 s COLOR OR RACE | 7. w&RIED.NEVER MARRIE;)!.) 8. DATE OF BIRTH 1 9. AGE (o yes| & coen ¢ YR | ¥ mom u k.
(Bpecify. - H Mis.
N W 12-12-97 B T |
10a, USUAL OCCUPATION - 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE n ,
% dona during most of worklag Lt (?l::::l:‘::d:dk) N U DUSTRY (Bate or torelen scunter) d 2 CITl%EP#TOFWAT
> machinist for self Mt.Vernon,Mo,
< 132, FATHER'S NAME 13b. MOTHER® S MAIDEN NAME 5 14. NAME OF HUSBAND OR WIFE
. .5
. ROBERT JOHISON AMELTA 7. o ANNTE
b IS. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
) (Yed, 0o, &r gnknown) | (If yew, give war or datos of servios): [3ude NO. W
:l! Yes 3 - V.AHEGSPITAL RECCRDS, JEFF, BRKS,MO.
18, CAUSE OF DEATH :xz’“{ MEDICAL {CERTIFICATION INTERVAL BETWEEN
& || Enter onlyonecouseper | !, DISEASE OR CONDITION*Y . H ONSET AND DEATH
Zi || e for (a), (b, and ( | DIRECTLY LEADING TO DEATHS ) LAENNEC S CIRRHOSIS
i « T2 does mot mean | ANTECEDENT CAUSES g
Q|| the enode of dving, such | Adorbi conditions, if any, giring OUE To (b _ CHRONIC ALC
) j _ || a8 keart failure, asthenia, | rise to the above cause (a) stating
) de. It means the dis- the underlying cause laxt.
o ease, injury, or ! DUE TO (e}
= || tom whlch coused death, | 11. OTHER SIGNIFICANT CONDITIONS
- Conditions contributing to the death dut not N g‘/!
3 related to the dizense or condition causing death. - |
[ 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION e - - i | 20. AUTOPSYT
LW TION Fetnand . M
Yis "} . R LAY YES E NO D
v v || 2 ACCIDENT (Specity) 215, PLACE OF INJURY {s.s.. Eaorabom | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
1 h SUICIDE boma, farm, fastory. strest, offios bidg., sue.) .
& HOMICIDE
g 21d. TIME (Month) (Day) (Yean), (Houwn | 21a] INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
: =‘,§; WHILEAT NOT WHILE
J' INJURY Ay o WORK AT WORK
E z1 hereby certify thatﬁ/auended the deceased from _b=1/4=50 | 19 to . f=3=50 19 __  ooChOGOIRONStEa
gliveon ooacoreorn@-ter, and that death occurred at _'Ll..Q5Am., from the causes and om the date slated above.
.E Ba. s“;GNA 7L reitle) | 23b. ADDRESS Z. DATE SIGNED
gl CHIEF., PRO ONAL SVGS. - | V.A,HOSPITAL, JEFF .BRKS,MO. 7=3=50
E %a‘IBURI'AL CREMA 24b..DATE : g_i |‘245_£NAME OF cr.MErERY OR CREMATORY .| 24d. LOCATION (Ofty, town, or county) (Btate)
. E Arigti O | 7-6=50 - |AUEMCRIAL P ST,LOUIS, . MISSOURT
c DATE RECD BY L%CEGAL REGISTRAR'S G% g ruu:um.. DIRECTOR'S S1GNATURK ADDRESS
7 - "I =59 \ND C.HOFFMEISTER U&L COMPANY!St!Louis!MOE
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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, ofr by .
....... Student Enbalmer No. '

working under my persona! supervision,
7
Signed.. . L4, . C€TEF

Student .ivisrrvasiseseassacstnsieanns sana
Student Embalmer )
' 27 . "%
I zz:zﬁ
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER l: l'us OWN HANDWRITING. (leu_re to compl
the shove constitutes grounds for revocation of license.) * " R _
If this body is not embalmed, factshould be so stated above. a i ' T R
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