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WRITE PLAINLY—USING UNFADING BLACK INE-—MAKE A PERMANEK'T RECORD

[y

“

THE DIVISION OF HEALTH OF MISSOURI

HLEDOCT 23 195

STANDARD CERTIFICATE OF DEATH

REG. DISY. NO, 318 PRIMARY REG. DIST. N°1003 Reg::rrar.rNo....

State File No...

35076
86’75

' BIRTH NO. e s srmsessssssasseresn
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived. If § 3 befora
a. COUNTY a, STATE Mo b, COUNTY ndinimion),
‘ . L)
b, CITY m &‘. eortmu limita, write RURAL and give ol €. LI!::NGTH " QF c. cgg’ {If outslds sorporate limits, write RURAL aod eive township)
ouig townabivy ;3
TOWN ’ &fi?,‘l LEY: ? y3Town St. Loudls. 272 ?
d. FULL NAME OF [ 2 g institution, give sirect address or locatlon) d. STREET rursl, give location) J
HOSPITAL OR T TR AT ADDRESS 5800 Arsenal St.
3. NAME OF a. (Flrst) b. (Mtiddie) ¢. (Lest) 4. DATE Month
DECEASED g B11 CTeaso l 5 o 1(:’ onth)  (Day) (Year)
{ Type or Print) Y on ason DEATH UCT. 1951
5. SE.IX‘1 le/ 6. COWR O€ RACE | 7. NFE;R(J%ED' NEVERC%SRR[ED.) 8. DATE OF BIRTH 9:35 {In mu l: D&m 1 TEAR | O UNDER M was,
ema 3 ) (Bpeciiy) on Hours | Min.
hi LA " 100t.15,1864 86 [72]5]
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn oountry) 12. CITIZEN OF WHAT
done during most of working Life, sven If retired) DUSTRY N * 1 / COUNTRY?
Honsewite ew York City. N.Y. Sy
3a. FATHER'S NAME _ | 13b. Mmzq's MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
eorge Gill Julia Kiernan John Gleason
Er. WAS DECEASED EVER IN U.5 ARMED FORCES? | 16. SOCIAL SECURINTOY 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
N or ynknown) [#1] , wlwe war or dates of )] . = .
g you. eive servios None City Infirmary -5800 Arsemal St.
18. CAUSE OF DEATH MEDICAL CERTIFICATION ‘,Q'ES}‘“A';, gfggETEHN
| Enter only onotanseper | | DISEASE OR CONDITION _ .
ltoo for (a), (b3, snd (e | DIRECTLY LEADING TO DEATH® (5) Cerebral Thrombosis 72 hours
ANTECEDENT CAUSES . ) ) .
*This does not mean reb nd i orseédeosi
{he mode of dying, such | Morbid conditions, if ang, g{dug DUE TO (b) Ce ral a general zed arteriorsddeosis
ax heart foilure, asthenda, | rise lo the above cauae (a) stating
A ete. 1t meons the dis- the underlying cause lost. - . - - - .
ease, infury, or complica- DUE TO (°)
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS - .- N
. Conditions contributing to the death but net
i related €0 the diseass or condition causing death.
19a:" DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2, AUFOPSY?
TION : - .1
YES D NO D

[fad

21e. ACCIDENT Bpecity) 1 21b. PLACE OF INJURY te.¢..inoribeat | 2lc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) {STATE) -
SUICIDE bome, farm, inctory, street. ofics bldg., a%0.} . -
HOMICIDE : . e
|| 21d. TIME [(Moith) . (Day), (Year)  (Houwn. . | 2le. INJURY. OCCURRED | 2if. HOW DID INJURY OCCUR? £
TELOF s e LSRN T e i g AT NOT wHLE "&/x
INJURY - = | “work AT WORK it

22. I hereby certify that I atiended the deceased from _dan,25 |
aliveon __Qot, 1, 19 L5and ihat death occurred at 1,554 m., from the causes and on the date stated above.

1955 10 Octe 1o 19 51 that I last saw the deceased

: vk

IGNATU . " )(nm‘ibmle) Z3b. ADDRESS Z3c, DATE SIGNED
1 Nipecgicet IW W 5800 Arsenal St, . 10-1-51
2, BUR] g‘}.&cm); 24b. DATE | Z4c. RAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Gity, town, of county) (5tate)
« - o - . - i .. '
ampyal &) 10:3=51 Cape Girardeau,Mo,
VDATE REC'D BY LOCAL |\REGJSTRAR'S SIGNATUREy '}IE,, FUNERAL DIRECTOR'S SiGNATURE ADDRESS .~
REG, |\ 2 )
inn X dgz&m& oseph A,Howard,1619 So.Grand Bilvd,
“oy (licensed Embalmer’s Ststement on Reverse Side)




R .

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by—mz,—ur'hy____./}..{:g“____.

Student Embalmer No.

working under my persona! supervision.

Studant Stthnbl Signed.
ugaen almar
) ' i Licensed Embalmer Nn 5 21 Y\}

P. O. Address 0{0 o, %((
Note: The ebove 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.
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