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WRITE PLAINLY—USING UNFADING BLACK INE—MAERE A PERMANENT RECORD

Ser-# 1570 ,-I»Bl

BIRTH NO.

THE DiVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

ﬁ{; DIST. MO, _3’_L_PRIIIARY REG. DIST. NO. _@_Lb Regiﬂmr’.l No......./...Q............ rroman

" State File No.

1. PLACE OF DEATH ;.
a. COUNTY g T.0UIS <X

kﬁt, ]

2. USUAL RESIDENCE (Whers d
2 STATE  T11,TNOIS

d lived, inet idotica before

b COUNTYV’II;LI.A.MS N.dmhnlon).

b. CITY (If outside corpursie limits, wﬂl- nmuL and give e. LENGTH OF

€. CITY (1 outside norporate limits, write RURAL asd give township)

OR nahipt| STAY ¢ placa) OR

o JEFFERSON BARRAGKS,MST™| *™ 4§4%74 6w HERRIN ; §7129
d. FULL NAME OF (If not in boapital or institution, give strest address or locstlon) d. ASDT&EET {11 varal, give Jocatiom) + ‘ﬁ g

NeTTONETERANS ADMINISTRATION HOSP. ®021 N. Park Ave., "

3. NAME OF 8. (First) b. {Middle) ¢ (Last) 4. DATE (Month) (Day) (Year)
DECEASED

(Typear Py CHARIES 0 MEADOR DEATH 1 2 51

8. SEX 0 6. COLCR OR RACE | 7.'MARRIED, NEVER '"MARRIED, 8. DATE OF BIRTH 9. AGE (In year] o UNGER | YEAR | P UkDER 18 mas,

WIDO D (Specify) gt birthday) Mouthl Days | Hoams | Min
M W /) 2-12-92 I

102, USUAL OCCUPATION (Give kind of work

éuﬂ.m mont of workicg lifs, aven if retired)

10k, iKIND OF BUSINESS-OR [IN-
B DUSTRY

1. BIRTHPLACE (State or forelgn sountry)

'SHARON GROVE, KENTUCKY

12. CITIZEN OF WHAT
COUNTRY1

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

JOHN MEADOR

ABGELINE THOMASIENER

NAME 14. NAME OF HUSBAND OR WIiFE

"Enter anly opecanssper

‘o heart faflure, asthenda,

I5. WAS DECEASED EVER IN U,5 ARMED FORCES? /| 16. -SOCIAL SECURITY | I7. INFORMANT'S S|IGNATURE OR NAME ADDRESS
3¢ or unknown} | (If ¥ war or dates of service) NO
¥58 [UNKNOWN VAHOSP .RECORDS, JEFF. BRKS , MO, .
MEDICAL CERTIFICATION INTERVAL BETWEEN

18" CAUSE OF DEATH
i. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

Y nomehs”

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

*This does not mean | ANTECEDENT CAUSES

CARCINOMA OF RIGHT BUCCAL MUCOSA

Morbid conditions, if any, giving DUE TO (b}
rize to the above cause (a) slating
the underlying cause last.

the mode of dying, such

. It means the dis- )
ee. It the dis BUE O (©

case, infury, ar compli
tion tohich coused death. | 11. OTHER SIGNIFICANT CONDITIONS ¢

Conditions contribuding o the deaih gl not
related to the dlaease or condition causing death.

§.\

19a, DATE OF OP_FFSN 196. MAJOR FINDINGS OF OPERATION . A, AUTOPSY?
12~15-50 CARCINOMA BUCCAL MUCOSA, INVASION MA.XILLARY SINUS ! lf-"" X ves X wo O
2la. ACCIDENT {Bpecily) 21b. PLACE OF INJURY (-.;..hm;l::n 21c. (CITY, TOWN, OR TOWNSHIP) ({COUNTY) (STATE)
A\:SU!CIDE bome, farm, Ixgtory. strest, olfior bide. 410} .o '
HOMICIDE e
21d. TIME (Month} (Day) (Year) (Houn 21e. INJURY OCCURRED 2. HOW DID INJURY OCCUR?
OF WHILEAT no-rwun.:
INSURY sea = | “work AT WORK 1-_|

e

2. I hereby certify tha!/l/ attended the deceased from .11_255.0_
ALAL AL i . ¥, M

to 1—2—';1 4 X %
Am from the causes ami on the date stated abave

18

{Degres or title)
M. .D.

4

23c. DATE SIGNED

1-3-51

23b. ADDRESS
VA HOSPITAL,JEFF.BRKS,HO.

%%NBRER@KLCRE‘MA-
. {Bperity)

24b. DATE

dan 8 1951

NATIONAL

24c. NAME OF CEMETERY OR CREMATORY

24d. LOCATION (Olty, town, of county) . (Gtate)

JEFE,.ERKS MO,

DATE REC'D BY LOCAL REGISTRAR'S glGNATURE

25. FUNERAL DIRECTOR'S S)GMATURE ADDRESS

| C.HOFFMEISTER U&L COMPANY,St.Louis,Mo.

£ Bopckhs 18

Embalmer’s Statement on Reverse Side)




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, of by

Student Embalmer Mo, rrsssnm—
working under my personal supervision. L

SEUABNT o ovressnnananserensronsosss cerrenes Signe@;(a.-;im ...... .5./...

Student Embalmer

- ' 0

- - Licensed Embahne\r\'\No 3 4 7/

P. 0. Address__ 28 L. S // M

Note: — The zbove -MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of licenss.)

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

hd 3 . L . : -




