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WRITE PLAINLY—USING UNFA

D
DING BLACK INE—MAKE A PERMANENT RECORD ﬁi

ity MAR 19 1903
" BIRTH KO. /2 %

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

State File o

41

“1. PLACE OF_DEATH
a. COUNTY.
St .Francois

ST
e 5™ ssouri

REG. DIST. m-afé > I"'n‘llu.RY REG. DIST. m@Zﬁ: Rmulrcr.lNa.....l ......... -

2. USUAL, RESIDENCE (Whers Jdecossed lived.

b, COUNTYSt

It institution: residencs befors
Lou ]._ s adiniaslon),

b. CITY LENGTH OF
(!lﬂq\:am?nﬁg ll;nlu write RURAL and give €.

township) | STAY (ﬁzh I.l e

ral St.Francois

c. Cg’g (If outside sorporate limits, write RURAL and cive towaship}
lre JOWN Unkmnown

d. FH(I)-SLPFAME OF (If not in bospital ar Enstituticn. give streot address or loestion) GA%TI;‘EET - (1t rarsl, give location) /,
INSTITUTION Missouri State Hospital No.4 Unknown

3. NAME OF 8. (First) b. (Middie) : ©. (Last) 4. DATE (Montb)  (Dsy)  (Year)

DEC

{Type or Print) JACOB FEFEEEN J. VAUGEN oA March 1, 1953
5. SEX 6. COLOR OR RACE | 7. #I.ngguso NEVER MARRIED. = | 8. DATE OF BIRTH 9. AGE o yean| i moce ) yun ¥ mook u

. ours | Min.

Male White WIDOWED, DIVRCES, Oct. 31,1878 l i e el

10a. USUAL OCCUPATION (Clbve kind of work
done during most of working lifs, svan if retired)

Common labor

10b. KIND OF BUSINESS OR IN-
DUSTRY

11. BIRTHPLACE

(City and Stete or Forsigs Comatry)

Cubs, Missouri

12, CITIZEN OF WHAT
u Y1

LS v Y .

13a. FATHER™S NAME 13b. MOTHER" S MAIDEN

William  Vaughn

Elizabeth O'Neill

14. NAME OF HUSDAND OR WIFE

Unkn oWl

does not mean | ANTECEDENT CAUSES

15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 18. SOCIAL SECURITY | I7. INF RMANT‘ 1
(Yes, no, or unknown) I {11 yas, xive war or dates of servies} N NO. J‘oh_g § hns %A&ugo ? %mét LOUlASD%ESS
No one an ecorH & Hospital No.Z
15, CAUISE OF DEATH MEDICAL CERTIFICATION mﬁm
DISEASE OR CONDITION
| Enter only onecaussper | 1, DISEASE, LEADING TODEATH oy _Pulmonary tuberculosig, bilatersl- - . S[ince
, (b), and (¢} paptIose

Morbld conditions, | 3 DUE TO {b)
m:'m the above ﬂnufc m;y Ml:g
the underlying catuse M

DUE TO () ~

I1. OTHER SIGNIFICANT CONDITIONS

Psychosis with cerebral arteriosclero

bis.

Conditions contributing to the death but nof
related Lo ths disease or condition canszing death. :
1%b. MAJQR FINDINGS OF OPERATION s . 20, AUTOPSY?T
o . 00,4 X S aal
ACCADENT (Bpecity) 215. PLACEQF INJURY (es..lncrabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATH
SUICIDE bome, farm, fastory, strest, offiee bidg.. sts.) - .
OMICIDE ) : ‘
21d. TIME dents} (Day) (Yeur) {(Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
T ' ’ wun.u'r NOT WHILE
'NJURY m. AT WORK

2. 1 hereby certify that I attended the deceased from S€Pt. 8,

189 52 lo

March 1, g 5 3that I last saw the deceased

alive on _MQ.I'_GJ&.L.. 19_573, and that death occurred ot _8...2.5}1.”1., Sfrom the causes and on ths da!e stated above.

23b. ADDRESS

ate Hospital No.4,Farmington,M

23c. DATE SIGNED

l,3 3-53

24c, NAME OF CEMETERY OR CREMATORY
| New St Marcus Cematery

244. LOCATION (Oity, town, or county)
St. Louis County, Missouri

(Biate)

Lzs

FUMERAL DIRECTOR'S S1GNATURE

ADDRESS




STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse si‘dc of this certificate was embalmed by me, or by

Student Embalaer Ho.

v-orking under my personal supervision. . .
“"\":. — Z : ‘8 ﬁ 2 /
SEUdENt wovasnarsnansnsens tesssssavs P Signed : i N @ %
. /

Student Embalmer
Licensed Embalmer No

P. O Addrcss_jtl;im%m-m,_

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.
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T Ve O
Ny

Affidavits containing erasures will not be accepted; draw one line through error and write above it.

form V. S. 13%
S0M-—-4-43

-1 X 36667

THE STATE BOARD OF HEALTH OF MISSQURI

BUREAU OF VITAL STATISTICS

for

On this.... l ...... Z .............. day of. MM
27 Wmﬂ'z’- , who, upon ..

Labot O UVacghsd

ltem No

-3

X U -
Missourigand which Yas filed ar»#- Anamest, e, Me....

died %qa,uj /

should read

r on. 0. 2
lacet O Vaushe.

Instead of

............... should read

Instead of...........Y Ay 9‘4&’40 DM’&%’\ v

Ttem NO..ooooooo

Item No

should read

Instead of ...

Item No................

Instead of

should read

Instead of

Item Now.ooooooooo.. S should read

item No..............

Instead of

............... should read

should read

Item No

Instead of

Item No

should read

Instead of

The above is true fo the best of my knowledge, information and belief,

(SEAL)

Subscribed and sworn to before me this

MY COMMISSIO

My Commission expires

N EXPIRES NOVEMBER 24, 1

Affianth. VB rvwn. JI s [/ -







