AL UIVISGUIN UF REALTR WUr MIsolUR - 18 4 68

. No.300 ’ FILED MAY 17 1951 STANDARD CERTIFICATE OF DEA%O Stte Eile N

. 10.43 .
' 4282
'BIRTH NOD. REG. DIST. NO. PRIMARY REG. ONST. MO. o Regittrar's Nowiic o s
d 1. PLACE OF DEATH 2 USUAL RESIDENCE (Whers d d Uved. If Institation: residence befors
a. F:OUNTY a, STATE mssom b. COUNTY adwimion),
o C(I)’EY (If outeide corpurats limits, writs RURAL and give & ALXI’ENEEE £F c. cg‘&( (1f outaide corparate limits, write RURAL and give townahip)
. township) { 1]
oWy St. Louis ° “l/p104  Sikeston W
g FH%PF‘I&AT.EOORF {II mot in hosplial of institution, give street nddress or location) dAsDrgl-'\gEESTS (If rural, glve loeatlon) @ -
8 wsrrorion BARNES HOSPITAL 711 N. Kingshighway
ﬁ 3, gE%ME OEIB 8. (First) b. (Middle) ¢. (Last) ) 3 Ds-p.: (Montt) (Day)  (Yean
- ( Twpe or Print) William A. Heyde - DEATH May L4 1951
& 5. SEX d 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In ysars| = UNDER 1| TZAR | ©F GNDER 3 o
= . WIDOWED, DIVORCED  (Specity) : taat birtbdar) | Monshs [ e | o) o
Male White | Ywarwied _Jp-28—jge2| 68 |
5 10a. USUAL OCCUPATION (Giwekindof work- | 100, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stats or forelen soustiy) 12, CITIZEN OF WHAT
done duting most of worldng lifs, aven if retired) DUSTRY COUNTRY?
K FARmm_fd Plantatip o {9Fa|\o-n. _ll [
< 13b. MOTHER'S MAIDEN NAME 14. NAME oF MUSBAND OR wIFE
a : Cyiiann. |
i E ™ EVER IN U.S/ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT S SIGNATURE © HPNAME ¥ ADDRESS
| < (Yea, 8o, orunknowh) | (If ysa, give war or dates of service) H . )
2 AW
| 18, CAUSE OF DEATH AN MEDICAL CERTIFICATION - e '3“,25“"“‘,. BETWEEN
=] _Entgron]yongmw 1. DISEASE OR CONDITION " : : - K
E liae for (a), (b), and () | PIRECTLY LEADING TO DEATH® 5y Thrombosis of middle cerebral art.ery ¢ ? 38}’3
it This does ot mean | ANTECEDENT CAUSES .
© || the mode of dping, such | Mdorbic conditions, i eny.gin DUE TO (&) Arteriocsclerosis
3 as heart failure, asthenfa, | Tide to the above cause (n}) ddating
= de. It meens the dis- | ‘the underlying canse last.
o ease, injury, or complica- DUE TO (a}
% [} téon tohich caueed death. | 11. OTHER SIGNIFICANT GONDITIONS
[~ Conditions contributing (o the deaih but not
z Fevated b the divecns e combicin ut oot . Subtotal gastrectomy for ulcers, 7 days
E 19a. DATE OF OPERﬁN 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
g L/27/5% ves 8 wo [
o [ 21e. ACCIDENT (Bpecity) 21b. PLACEOF INJURY te.g.toorabowt | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) ., . (STATE)
. SUICIDE honse, tare, factory, street, office bldg.,et0)
] HOMICIDE ) . L
21d. TIME (Moot (Dsy) (Yssr) (Houn | Zie. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? %_fﬁ X
WHILEAT[ ] NOTWHILE i
- INJURY- - WORK AT WORK £ H

[
2. I hereby certify thﬁj I attended the deceased from ll/ 25 , 19 51 , lo 5/ b . Is_ﬂ, that I last saw the deceased

alive on and that death occurred at _O.2 wn., from the causes and on the date slaled above.

232, SIGN {Degree or title) 23b, ADDRESS 23¢c. DATE SIGNED
T m,, O e | ™ "BARNES Hosprtas 5/1/51

BURIAL, CREMA 24b, DATE 24c. NAME OF CEMETERY ©R-EREMAFORY 24d. LOCATION (City, town, or county) (State)

Tll‘?:‘.‘i\a.l 27 magl, \ﬂe! mgmo)’nal /%r!{

DATE REC'D BY LOCAL | REGISTRAR'S SIGNAT —_— 25. FUNERAL DIRECTOR' S 81 GNATURE AoDRESS
MAY 5 e }-ﬁ M - Rowla Maortuary Servicé Inc.

WRITE PLAINLY—USI

=

(Licensed Embalmer’s Statement off iRevecas:SIdéIESTET AVE. oL LOUIsS iU, Mo,




£

>
. zF '
. ks
- &
e <& T

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by.._....

. . . ' Student EMbalmer No..eeesesosnerseecronan .e
working under my personal supervision.
Slmed@wm.@ ......
5Tgned.s.evsa. Cebesraeaeiareeas Crererenn y Yavs
Studcnt Emhalmar .. Licensed Em er No ? f i

P. C. Address__._@r .

ot

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

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




