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8. CALISE OF DEATH .
. Enter only onecause per
lne for (a), {b), and (c}

*This does not mean
the mode of dring, such
o4 heart fallure, asthenta,
ete. It means the dia-
ease, Infury, or complico-
tion which cavsed death,

ANTECEDENT CAUSES

Morbid conditions, if ang, gioing DUE TO {b)
rise fo the alove caude (o) stating
the underlying cause lasl.

MEDICAL CERTIFICATION

DISEASE OR CONDITION
DlRECTLY LEADING TO or-:.emi-(,, mm

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbsre decsased lived. If lostitation: rasidenos before
a. COUNTY a, STATE _ | b. COUNTY sdbmlon).
Phelps Misasguri
b. CITY (¥ oqtude corpurate Hméty, write RURAL and give ¢. LENGTH OF c. CITY In Residence within lhrdts
townghip)| STAY (In tbhis place)] OR . '{-‘3 ubl.pewp;nud townt
TOWN Rolla 7 ronths TOWN S5t, Louis ¥ 0
d. FULL NAME OF (If not in hospital or Institution, glve strest address or locatlos) STREET (1 rars!, give looation)
HOSPITAL OR o or owoiesl o7 frsctiution. v orfosse® | *"AbDrESS e ‘720{ U]
INSTITUTION MoFarland Nursine Home 205 Crown Drive /
B-DNEACME O% a. (First) b. {Middle) ¢, (Lnst) | 4. DATE (Month) (Dsy) (Yean
(Twpeor Print)  DAVID JOEN DEATH  July 9, 1654
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED 8. DATE OF BIRTH 9, AGE {n years| ¥ 00ER 1 YEAR | & UeoaR 2 ums,
. L s WIDOWED, DIVORCED (& Last birthday) | Months ] Days | Hours | Min.
Male White ~ Widower Noverber 4, 18661 87 |
Iﬂa USUAL OCCUPATION (Qlvekind of work* |#10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . &4} 12. CITIZEN
of workiag e, wven it "",J Y (City and State or Forsiga Country) CQUNTRY?FWHAT
, Shar/ 7 Swansea, Wales, England S
13a. FATHER'S nAHE' 13b. MOTHER'S MALDEN NAME 14. NAME OF HUSBANDG'OR WIFE
I David John. ]l Marparet Llovd Marv E. .
15. WAS DECEASED EVER IN U.5, ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME 58 .
{Yes, 00, or unknown) | (If yes, ive war or dates of servies} NO. .
jile] : None Mrs. Edith Bethel 205 Crown Drive ,}‘
INTERVAL BETWEEN

| omser zn Em

AN

DUE TO () -

Il OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death buf not
_ related to the disease o condition cauring death.

M—}-W

19a. DATE OF OP_F%A’; 15b. MAJOR FINDINGS OF OPERATION L 20. AUTOPSY? |
_ 20 / ves (] wo 4
2ta. ACCIDENT (Bpeciiy) 21b, PLACE OF INJURY (eg-. Inoraboat | 2Tc. {CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)

SUICIDE boma, farma, tastory, strvet. ofSes bids.. ste)

HOMICIDE .
21d. TIME (Menth) (Day) {(Year) (Hour) 21e, INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?

WHILEAT NOTWH]LE
INJURY o | e

2. 1 heréby certify that I attended the deceased from &=

18 -"3 to W 10____, that I last saw the deceased

m. fro‘n the causes and on the date staled above.

WRITE PLA_INLY—USING UNFADING BLACK INK-;-MAKE A PERMANENT RECORD

alive on , 19, and i jq.t death occurred at G A,
Z3a. SIGNATURE (Dogrm or titlw Z3b. ADDRESS M ) 23c. DATE SIGNED
ELi ) e R N L g
24n. BURIAL. CREMA- | 24b. DATE . NAME OF CEMEFERY OR CREMATORY 24d. LOCATION (Qity, town, or county) {Btats)
TION, REMOVAL (Bpeclfy) .
farial Julv 12, lc54 St. Louis, Fiasany§

DATE REC'D BY LOCAL
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

working under my personal supervision..

Student...... B Y S TLITIRTNY Signed....ccceueueennnn. .-@ Q(‘v@ . g)‘ .- QZAH.‘-

Signature of Student Ezhslmer
Licensed Embalmer No...#.“.iﬂ‘

P. O. Address.:._ ................ g

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




