THE DIVISION OF HEALTH OF MISSOUR ) s

. No.300
a8 ALED FEB 18 195] STANDARD CERTIFICATE OF DEATH State Fite Nowo.. 1136
) Y ) A OO0
| BIRTH NO. REG. DIST, NO. __;3_;_}‘_.§rnmmf;a:c. DI1ST. NO. M_Skcgislmr’s No
i. PLACE OF DEATH ' 2. USUAL RESIDENCE (Whare decesssd lived. 1f imstltution: residence befors
a. COUNTY a. STATE b, COUNTY adioiminn).
O Illinois
b. CITY (I outeide corpursts Limits, write RURAL and give e. LENGTH OF &. CITY (I outaddy corporsta limits, write RURAL and give towmahip) M
OR woubip) | STAY Jin thia place) OR /
rown  St. Louls, Mo. ¥ day s TOWN Rosiclare 4 'S
g d. FHé.SLPI;l{_AAMLEO%F (If not in bospitsl or l'nsﬂ;ullog. elve streot eddroas or losstion) d'AFngEET% (If rural, give location)
E Netmurion puriners! Hospital for . . none
3. NAME OF a. (First) b. (Middle) ¢. (Last) 4 DATE (Month)  (Day) (Y.
DECEASED ‘ OF (Year)
= (Twpe or Print) Chester Arlen Hulleman _ DEATH 2 - 3- 5%
& 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8, DATE OF BIRTH 9. AGE (In years| If Uxoew | TIAR | & tvom® 5 pms,
E fD . WiDOWED. DIVQRCED (Bpacity) birthday) uonn-' Days | Hours [ Min.
gmale white single O | 2-7-48 Yrs. < I
E 102. USUAL OCCUPATION (Giekindof werk | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (State or foreign corntry) 12. CITIZEN OF WHAT
IE done during most of workdax kife, even If retired) DUSTRY N N . / Cﬁu Y1,
& none none A Rosiclare, Illinois oA
< 138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
« Harry Hulleman, decJ Verna Mae Davis -
{= || 15 WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 $)GNATURE OR NAME ADDRESS
< (Y, 0o, orunknown) | (If yws, xive war or dates of servioe} I NO, . ' 2
= no - none Shriners! Hospital, St. Louis,Mo.
I 18. CAUSE OF DEATH MEDICAL CERTIFICATION mﬁm
=] 1. DISEASE OR CONDITION . ET,
5  Enterc ox(n:;o(%;::;l;g DIRECTLY LEADING TO DEATH® (5) Hydrocephalus, internal ond ;i
weakd
v This doct mot mean | ANTECEDENT CAUSES . . t
O 1| tne mode of ptng, mmeh | Adorbid conditions, if any, gisimg DUE TO (6) Congen:].tal malformation of sinée
3 || e peorsature, asthenta, rise o the cbooe cauae (o) siting the spine (spina bifida). . “birth
= :‘:‘-“fﬂm':;:"w‘;;‘;:j DUETO (¢ Transverse myelitis since
g tign which etused death. | 11. OTHER SIGNIFICANT CONDITIONS -~ - -~ -.=° . birth
= - Conditions contributing to the death but nol
%- A related to the disease or condition causing death.
“k || 192.-DATE'OF OPERA- | 156. MAJOR FINDINGS OF OPERATION - . ! " .| . AUTOPSY?
2 TION
& none . none - ves [ 1 wo [0
o ||21a AcCIDENT (Bpacity) 21b, PLACEOF INJURY (s.g.. Incrabons | 2le. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
h SUICIDE homa, farm, fastory, sirest, offios bldg., eto.) . - i
& HOMICIDE  none none ; i
. g ’ z‘!q.réga mrnim".\tnm (Yoar). ‘Cﬂm)": *2]6.. INJURY,OCCURRED | 211. HOW DID INJURY OCCUR? ‘ /7 - /
>|' ury - Rdne’ YV T WHmEAT)kaT L nond i sﬁ
E 21 'her\e'by'?eﬁ::f‘\. that I attended the deceased from Jan.3) 185) 0 __Feb.3 19 8], that 14 last saw ths,de}eased
Lo alive on ﬂe_ﬁ.ﬂ_'z‘,‘_, I.‘)i, and that death occurred al é,_.ﬁ_a m., from the causes and on the date slaled above.
} 'JE'*- ] [ P title) ~| 23b. ADDRESS 23c. DATE SIGNED
v . ¢.Shrinerst Hospital 2-3-51
E UL | 24b: DA AME OF CEMETERY OR CREMATORY | 24d, LOCATION (Oity, town, or county), (State) |
§ Romoval™ 2=d=51 _Rosiclgre,lllinois
DATE ﬁ%% Lo'%‘qé‘_ EGISTRAR'S SIG E 25. FUNERAL DIRECTOR'S 5iGNATURE . ADDRESS
R
",fa M Albert H Hoppe 4700 Washington
L= * —

(Licensed Embalmiet’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 bymbi-_ﬁ.:ﬂ-.‘._-..

Student Embalmer do.

working under my persona! supervision.

Student ..... hassdsbusresasesbhnsntes s aans

Student Embalmer
Licensed Embalmer No 6/2 f J

A
o PO Addrcssﬂ;.,f o, M (4]

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITENG. (Failure to comply with
the above constitutes grounds for revocation of license.)
If this body is not émbalmed, fact should be so stated above.

- - i



