THE DIVISION OF HEALTH OF MISSOURI .
- to-se ﬂﬁmpf? 8 1954 STANDARD CERTIFICATE OF DEATH crnn. 1187
BIR?H NO.___ - REG. DIST. NO. 2/2 PRIMARY REG. DIST. M.M Registirar's Na...gf/.é._.. ......

I PLACE OF DEATH . 2. USUAL RESIDENCE (Whars d od lived. [ dd befors
a. COUNTY & STATE _ ., . ad:nimion).
St. Lmns Missouri 5, f‘ouls
,3: b. CITY (If outside corpurats Limits, writs RURAL and xive ¢, LENGTH OF ¢. CITY (M sutaide corpotate llmits, write BURAL sod give townahip)
51 township| STAY (in this place) OR C
H ToOWN_@ehater Graves A0 UA 2] Wehgter Groves 3‘4
d. FULL NAME OF (if not in boapital or instivation. give etroot address or 1.Q.um d. STREET (It roral, xtve location) ' 4 -
HOSPITAL OR ADDRESS e s .
INSTITUTION 4 5 Fairlawn Ave. 345 F al_r]_aWn Ave,
3, gE%NEIEsoEiE ‘n (First) b. (Mlddle) o (Lew) s, DSIT-'E (Moath)  (Dsy)  (Year)
(Typeor Prin)  JOFN _ ROY  HIGGTNS bEATH Mar 28th, 1952
5, SEX 0 6. COLOR OR RACE | 7. M#D%ﬂgg EF\\:’SECRESRRIED 8. DATE OF BIRTH a 9. AGE (lx;:;)an n: vz:l 'Dﬂ ¥ GRDER 2 HRS.
(Bpecify) - on Houm | Min.
Male _|Unite _Married _ /| June 8th, 188 88" l l

10a, USUAL OCCUPATION (Give kind of work D OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forslen aountry} / 12. CITIZEN OF WHAT
done during most of working life, sven if ratired) a 1ona eg gu s COUNTRY?

nEZer s gessaaa, i an Ua. S. A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John A. Higging l_®1len Barr iggid

15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY [ 17. INFORMANT' S 5IGNATURE OR NAME Weh RRESS

{Ysa.p. or unknown) | (If £ive war or dates of service)’ - NO
o A ¥9%-05-¢g¢y| Marry Frances Newman III Groves
8. CAUSE OF DEATH MEDICAL CERTIFICAT)QN .- INTERVAL

. ONSET AND DEATH
. Enter omly oneceuse per . DISEASE OR CONDITION :}"
line for (8), (b), and (o) | DIRECTLY LEADING TO DEATH® (4 A w:ll b oy Twen -
« T2 docs wot mwcan | ANTECEDENT CAUSES “ntlalaass

the mode of dying, such | Aforbid conditions, if any, gizing DUE TO (b)

as heart failure, asthenia, | rite to the chove extse (o) stating .

ete. It means the dis- the underlying cause last. CL e . 5‘7 x
h

cate, injury, or complica- : DUE TO {c) a N .
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS ~ ’ W 5
ﬂl La A{ .‘ 29 hwon.

Conditions contributing to the death but not
related to he disease or condmm cauting death.

19a. DA or-' OPERA- | 13b. MAJOR FINDINGS OF OPERATI i P . WQJJM . | % autoesvz
‘2 :‘ J RO LAD wld

INLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD @S- ?
L=y

2la, ACCIDENT (Bpecily) 21b, PLACE OF INJURY (s.4..In orabogt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTTY) (STATE)
SUICIDE bome, tarm, factory, sireat, offoe blds.. ete) .
HOMICIDE . : ’
219. TIME (Month} (Day) {(Year) (Hour) 2le. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
OF . - WHILE AT NOT WHILE o .-
INJURY - = | wWoRK AT WORK : : S
2171 hereby certify that I attended the deceased from , 18 , o , 18 7, that I last saw the déceased
= alive on , and thal death oceurred at [ﬂi;‘:é m., from the causes and on the date stated above.
4 f‘?;‘:-g 2. SIGNATURE g(Degreeor titley | 23b. ADDR Zi. DATE SIGNED
b
e /g-' % ALge 120 & #""fh"’; -3/'5#-\
E 24a. BURIAL, CREMA- | 24b, DATE 24c. NAME OF CEMEI'ERY OR CREMATORY 24d, LOCATION (Cfty, town, or county) M (State) "
TION, REMOVAL (Bpacify) . .
3 7+ | Mar.31 195 Calvary Cem, l_ St Louwis Mo.,
DATE "D B L. | REGISTRAR'S SIGNATURE . FUMERAL DIRECYOR*§ S| GNATURE ) DDRESS
REG,"
L3 - A9-52 : . Lfbeed 7.
7 w( icensed Embalmer’s Statemnent 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 No.

working under my personal supervision. L/

SEUDENE vavenenansastssssansssrssncancennes Sigmed.....£_... Aer...

Student Embalmr
Licensed Embalmer 3
. Address 4

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

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




