5. Mo, sooFﬂEﬂ JUN 7 1952

ey, 10.48

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO, ‘3 (D PRIMARY REG. DIST. NO.

L rOok
Stypte File Nola..7...
M.%inmr’a No..

;”‘
%
QY.

line for (a}, (), and () | CIRECTLY LEADING TO DEATH*¢s)

BIRTH NO. inrssma st ot st rere et
I. PLACE OF DEATH 2. USUAL RESIDENCE (Wbers duecessed lived, [ institotion: residence before
a. COUNTY a. STATE b, COUNTY adcimlon).
Sz C;HIR les Misseuri St. Leouis
b. CITY (If oateide corpurats mlts, writse RURAL and give ¢, LENGTH OF ¢ CITY (If outside corparate limite, write RURAL nnd give township)
OR townahip STAY l.hh I OR
TOWN __3t. Charles TOWN Overland Va2V 4
d. FULL NAME OF (If not in hoapital or fnstisatinn, give strect addrems or Ioeltlon) d. STREET (I remwl, mive location}
HOSPITAL ADDRESS /
INSTITUTION St. Jeseph Hespital 2802 Walten
SDFIEACMEJE\SOEFD a. (First} ! b. (Middie) ¢ (Last) 4. DS}'E (Month) (Day) (Year)
_{(Typeor Print)  William Harvey DEATH 1 952
5, SEX J 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE {In years| r muem } ml ¥ DXDER H KIS
WIDOWED, DIVORCED (Specity)” | . last birthday) |Months Hours | Miy,
Yale ' Thite N July 22, 1878 73 1 10l 11l
102. USUAL OCCUPATION (Qive kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forslgn sountry) 12. CITIZEN OF WHAT
done during most of working [fe, sven if retired) /Vl FG l? . &/ COUNTRY?
Retired Granite Worke _ 1 St. Louis, Missoyuri 1. 8. A,
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME - 14. NAME OF HUSDAND OR WIFE
» will iam Harvey C M&é%@&!z:
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' S5 SIGNATURE OR'NAME ADDRESS
{Yea. no, ot unkoown) | (If yes, wive war of dstes of servios) NO.
. Ne - 1494 03 -2970 Mrs. Robert Yost
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only oneenuseper | |- DISEASE OR CONDITION

M

ANTECEDENT CAUSES

Morbid conditions, if ang, DUE TO (b)
rise to the abore auujr {a) stn:fw
the underiying couse last,

*This does net mean
the mode of dying, such
o2 heart faliure, asthenia,
ete. It means the dis-

eare, Injury, o complica- DUE TO (c)

TEF ZD DEATH

J‘ﬁ_m%d M%&«M% 5;1;4,.

11. OTHER SIGNIFICANT CONDITIONS

" Conditions contributing o the death bul nod
related to the disease or condition eamina death.

tion which caused death,

%Mu

19a, DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
* TION & l/— 4 eZ-,\f 0
- YES NO
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (es..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fuotory, stirest, office bidg., 8. .
HOMICIDE
21d. TIME (Month) (Day) (Year) (Houn | 21e. INJURY OCCURRED | 21t. HOW DID [NJURY OCCUR?
OF WHILE AT NOT WHILE|
INJURY WORK AT WORK :
2. T hereby certify that I attended the deceased Jrom 7 /-3 199 10 __ L [3 , 109 % that I last saw the deceased
alive on , 192¥ and thai deoth occurred at\S'_&.D_Q ., from the causes and on the dale slated above.
2a. SIGNATURZ) [ %uu) 23b. ADDRESS I 23¢. DATE SIGNED
2 5538 WK et Lol Flores 1 20 | Glyfs”

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

BURIAL, CREMA- ¢

TION %uoxgiﬂndﬁ

DATE REC'D BY LOCAL

b __”__bLREG

24b. DATE
Jure 5,1952

Bellefon X

. NAME OF CEMETERY OR CREMATORY

249, LOCATION (Oity, town, or county) (5tale)

ADDRESS

LN ITRaha athil. : DTS 222 cklﬂnd /” /'

{1icensed Embalmet's Statement ot

?rma'ssssuuunz 3/5; ", o :az DIRECTOR' S BIGNATUR

Reveras



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 e

vaony

working under my personal supervision, - S5tudent Embalmer No..... sesnena tevaersrrnanaas
- Sipem..-.é‘é_—g_....%JJ—J
Signedissivecnanaes teserevsurasiannnan ree s j.‘[ f4
Student Embalimer Licenzed Ernbalmer No ,7
P. O Addrest

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in iu.-. OWN HANDWR.ITING (Failure to comply with
the above constitutes grounds for revocation of license.)

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




