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WRITE_ PLAINI;;I:——I?SING UNFADING BLACK INK—MAKE A PERMANENT RECORD

" PILED FEB

BIRTH NO.

2 1951

T1. PLACE OF DEATH
2. oouurvst . Louis

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 3_1_7_ PRIMARY REG. DIST. méﬂ& Registrar's No. ...552'.’:{*'1....-..._..

3361

State File No...

2. USUAL RESIDENCE (Where deceasd lived. If inatitution:. resilence befors
a. STATE I!’Ii s OuI'i Shtcouﬁéui g ad:sision).

b, %};‘r (If outelde corpurste limits, write RURAL and give
TOWN Carsonville

c. LENGTH OF
townghip)

c. C‘TY (If outaide oorporsts limits, write RURAL and give townahip)

STAY, (in c.hh pluce)
2

W

26w Overland 223X

HOSPITAL
INSTITUT]ON

d. FULL NAME OF (If 20t in boapltal or Institution, give street addres or loudlm)

Penn Nursing Home

d. STREET (H rural, give location) f

ACDRESS 9720 Tennyson Ave,

line for (), (b), and (c)

*This does not mean
the mode of dying, such
.as heart fatlure, esthenia,
ee. It means the dis-
case, infury, or complica-

3. DNEAME ori': 8. (Firsty b. (Middle) ¢ (Last} 4. Dé}-g (Month)  (Day)  (Year)
(Typror Pz} BAWATd Dodge oeatH  1)B8) 51
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIiRTH 9. AGE (In years| * O0e2 1 YO | O woiR 75 W,
. gIEO DIVORCED (Bmd-lﬂ v lsst birthday) |Monthe ' Days | Hours | Min.
Male White ngle March 6, 1858 | 92 l
0a. USUAL OCCUPATION (Giwekind of work | 10b. KIND OF Busmm OR IN- | 11. BIRTHPLACE (State or foreisn country} 12, CITIZEN OF WHAT
dnndﬂrhxmwldfﬂuula.wnﬂml DUSTRY IR _&)Ug%h?
Retired Llaborer Labor St. Louis Mo, WO WA,
“I:h. FATHER™ S NAME 13b. MOTHER' S MAIDEN NAME It_t. NAME OF HUSBAND OR WIFE
Unknown | Unknown Single
15, WAS DECEASED EVER TN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | V7. INFORMANT' S SIGNATURE OR NAME AO.DRESS
Yeu. Ngnknowa) (I yos, ive war or dates of servios} NO. - N
o Npne Dr, H, G, Coe 2903 Allan Ave,
18, CAUSE OF DEATH MEDICAL CERTIFICATION %“TEnsng.:I;‘gHWEEH
I. DISEASE OR CONDITION - TH
- Enter only onecauseper | 1yoe =7y [FADING TO DEATH® (4 WM 2

ANTECEDENT CAUSES

Motrbid conditions, if eny, giving
rise to the abote cause (o) dtating .,
the underiping cause last.

-

_ DUE TO (c)

BUE T0 () mﬁé@m Q/MJ [

Hon tohich caused death,

1. OTHER SIGNIFICANT CONDITIONS ~

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

2. AUTOPSY?

19a. DATE OF OPERA- | 19b; MAJOR FINDINGS OF OPERATION- ! ’ o
TION ,
- 339‘)( =l YESD uo
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (a.e..lnorabout | 2lc. (CITY, TOWN, OR TOWNSHIP} (COUNTY) . (STATE)
-~ SUICIDE bome, farm, lstery, street, office bldg. o0 - c
HOMICIDE
214. T(!,I'J:lE_ (Month} (Day) (Year) (Houn | 2fe, INJURY OCCURRED | 2if. HOW DID [NJURY OCCUR?
WHILE AT NOT WHILE
INJURY WORK D AT WORK D
2. 1 hereby ceglify that I.atiended the deceased fram P 191; lo f@aﬂ-__i_r, 1957 that T last saw the deceased
alive on 2319.57{ . and that deathlbceurred at _L_LK_Q ., ftom the causes and on the date stated above.
2. SIGNATURE, %mmm/o {Degree or title) Z3b Anom-:ss | Zi. DATE SIGNED
Lren . SAL. MW[}} L9 /s
2da. aU’mAL CREMA: |,Z4b. DATE 24;. NAME OF CEMETERY OR CREMATORY za/ LOCATION (Otty, town.oroount.y)‘ -+ (Gtate)
TION, REMOVAL lﬁud!:l -
N pemation ¥12)1)51 Valhalls Crematary -%!S%, Lowis County - Mal \

DATEREC‘DBYLOCAL

/-29-57

25. FUNERAL DIRECTOI S SIGNATURE ‘AODRESS !

Lo

REGISTRAR'S SIGNATU
hﬁlﬁ/&%@h‘h M:A@@g

> e 3382 s 94,

(Licensed Embaimet’s Statement on Reverse Side) h
A _ L




113

STATEMENT BY LICENSED EMBALMER , B -
4 ’ - .

I hereby' certify that"thc body whose name is recorded on the reverse side of this certificate w;\a.:. ‘embalmed by me, or by—__

, - .. Student Embalmer No..... .
working under my personal supervision.

smd_m:/ Mﬁ'«
. sAt-udelnt Embalmer - Llcensed Embalmer No. 2.3 fgl-—
' P. 0 Address Z22/1. .QE?LAZ‘ “Aééaa ? - 4

Note: The sbove MUST BE SIGNED BY THE LICENSE) EMBALMER in his OWN HANDWRITING. (Faiure to comply with
t.he above constitutes grounds for revocation of license.)

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




