.5, Mo, 300
10.48

.

WRITE PLAINLY—USING UNFADING BLACK INK--MAXKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI |

HLED SEP 25 959

BIRTH NO.

STANDARD CERTIFICATE OF DEATH

REG. DIST. uo.___3_,l_8_rmwv REG. DIST. WO.

State File No

33205

Registrar's No

8302

line for (a), (b), and (c)

—— ANTECEDENT CAUSES

Morttd conditions, i any, DUE
Wy i

to the above cnuze {n)
undcf!m causs laxl

*This doer not mean
ihe mode of dring, ruch
ob heart follure, asthenia,
ete. It means the dis-

L. PLACE OF DEATH : B 2. USUAL RESIDENCE (Whers decsssed llved. If institution: residenes befors,
a. COUNTY gt .Louls~ a2 STATE  Migsouri b COUNTY  St, Loudis--
b. C(;‘EY (11 catelde oorp-unn limits, writs RURAL and give AL‘-!ENGTH OF c. CITY (U cutide mnnuh limits, write EURAL and give township)
town St. Louis roveshio) fr STy 2&’3 St. Louis 2/ é
d. FULL NAME OF (f not in bospital or lnstisution, glve strest sddres or location) [[.] d- {If varsl, give location)
HOSPITAL OR D R .
orinS? City Infirmary Hospital , JT"‘ ORES 3216 Miami St. g’
3. NAME OF a. (First) b. (Middle) ' v, (Last) 4. DATE (Manth)  (Day) )
DECEASED OF
ooy NAT MACHEK o 9 371653
5. SEX d 6. COLOR OR RACE | 7. M%%R]ED NE\\'IgR MARRIED, ) 8. DATE OF BIRTH v 9. AGE (1o n;n LA ] lg O DaDER M NEY.
H: Min
Male White arried . o | Jan.29,1865 o) =
10a. USUAL SEE%P"T'” g(c:mnuawut 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE ;t.“, «nd State or Fareign Gomatry) 12 _CITIZEN OF WHAT
unenmploye % ve4ars - St. Louis - v Se
,!IS.. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSEAND OR WIFE
own ] own Minnie
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SiGNATURE OR NAME ADDRESS
(You. o, or unknown) | (If yes. xive war or dates of service) NO.
No - None \uzust C. Haller-3!i8 Humphrey
18. CAUSE OF DEATH ' MEDICAL CERTIFICATION . INTERVAL BETWEEN
1. DISEASE OR CONDITION ONSET AND DEATH
oreiresmmme | OSOE R GNONG pen a0 ler o Tic. EdomrT Battass|

cast, injury, or complice- DUE TO (o)
fion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
| Condittons contriduting to the death bul nob
related to the disease or condition causing death

19s. DATE OF QP_EROA'i 19b. MAJOR FINDINGS OF OPERATION® ' 1 2. AUTOPSY?
s 0w
218, ACCIDENY {Bpecity) 21b. PLACE OF INJURY (sg..lnorsbomt | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farts, feetory, street, 600n blds..s%e) . E :
HOMICIDE !
21d. TIME (Month) (Day) (Yeur) (Bour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY QOCCUR?
IRJURY "work 'L "A7 woRK $¥lo o

21 nmbquyuwu Mmmmmmﬁér_l,__
18572 ., and that death occurred at

1951 to_S_&n_B_,m_i_ that T last saw the deceased

m., from the causes and on the date staled above.

DATEREL'DBYI.ML

1987

| SEP 3

GIATUII

; : (Dwuaruﬂu) Bh ADDRESS () senal st. =% 757:; GNED
24. BURIALAI. A- | Z4b. DATE _ZETNAME OF CEMETERY OR CREHATORY 4. mTION (Oitr.wwn,o:eount‘:) (Btate)
A 9/3/;2 ‘Joodland Cemetery Quincv, Illinois .

ADDRESS

Llonke -363l Gravois




STATEMENT BY LICENSED EMBALMER

1 hereby cértify that the body whose name is recorded on the reverse sidc of this certificate was embalmed by me, or by

Studont Embalmer No.

SEUIONE verernosoneeanersarnrannnnns Signed %&"".-,.m s

Student Embalmer .
- v : Licensed Embalmer 1)!_0 Q [ 2 P ‘

working under my personal supervision,

» 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.




