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ANTECEDENT CAUSES

*Thir doex nof mean _ﬂIE_EIB_'I'EN
the mede of dying, such Morbid conditions, if any, gwing DUE TO (b) - A ,SIHE—CARDIOEASCM—DIM .S_MB__..

as heart fallure, asthenta, | rise to the above couse (a) stating
the underlying cause last.

L PIESSP:-:TYOF DEATH Z, USUAL. RESIDENCE (Whers docoased lived. If lostitution: residence before
a. T a. STATE b. COUNTY adiuission),
TLLINOIS ST,CIATR
b. CITY (I outside corpursto limits, writs RURAL and give . LEN_GTH OF c. CITY he . an Residence within limits of
TOW l d townabip)| STAY &wu place) Tg\ﬁN N my o eorpﬁ_rllnleuwn'
o
a ran 8 g8 |l _.°"" Eagt St.Jouis __ | -
|+ d. FULL NAME OF (1 not in hoapital or institution, give strect address or location} STREET (It rursl, glve location) ?V
o HOSPITAL OR ADDRESS / g
o ST TMONYet.erana Admini strat ion Hosp, 1420 N, 52nd Street )
, g SEI)QEACPEESOEFL:J a. (First) b. {Middle) ¢, (Last} 4, DS}'E (Month) (Dey) ~ (Year)
‘p { Type or Print) RALH'I T . MZ DEATH 6—]3-55
é 5. 5EX . O 6. COLOR OR RACE 7@&%&%% NaﬁgEC%SRR[EP. 8. DATE OF BIRTH 9-%('35‘4&;:?" h:; U:.ﬂ 1 YEAR | OF unDER W mas.
i m1e White rné {8pecify, l,|,-12- h tl ¥, on , Days Hounl Mis.
2 9 w
- i0a. USUAL OCCUPATION (Givekiadof work | 10b. KIND OF BUSINESS OR_IN- | 11, BIRTHPLACE . . 12, CI
v ] doneduring mmto!worklmluc.u:enni! :elrr:;) i DUSTRY (City and State cr Foreign Cnnn:rv/ I COU“%E@?OF WHAT
A Machinist Ridgeway, Illinois
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
- John Bz Alice Smith Nellie Boaz
b i5. WAS DECEASED EVER IN U.5. ARMED FORCBT 16: SOCIAL SECURITY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
-« {Yes. 0o, or unknown) | {If yea, eiva war or dates of service) | - .
% |_yes Wi=T 35 01 1925_Mn.ﬂmwmmmm._
i 18. CAUSE OF DEATH MEDICAL CERTIFICATION I lg:"gghl. BETWEEN
-2 - 'l Enter only opecauseper | I. DISEASE OR CONDITION AND DEATH
Z || 1mefor cay, (o), and (o | DIRECTLY LEADINGTO DEATH'(E) CEREBRAL VASCUIAR ACCTDENT 3 _Weeks
9 .
3
=

ete. I# meany the dis-

o case, infury, or complica- DUE TO @)

& || tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS

= ’ Conditions contributing lo the death but ao

a related to the disease or condition causing death.  MYOCARDTAL INFARCT 2 months

,',:‘ 19a, DATE OF OP_F%N 19b. MAJOR FINDINGS OF QPERATION 20. AUTOPSYT

= n . T i . .

7 . vis ek

o || AcciDEnT (Boecity) 21b. PLACE OF INJURY to.x..lnorsbeut | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)

h SUICID home, farm, {actory, sireet, office bldg., etc.)

-7 HOMICIDE P . -

g 2id. TIME (Month) (Day) {(Year) (Hour) 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

WHILE AT~} NOT WHILE 2

e INURY. . . o @ | WORK AT WORK 4 4

P Yix y

g Heceased from Baa23=55 19, to 61355 | 19, 0OOOOOOCOCHMDCCENKK

:;‘ ebotboes . and that death occurred of 232 Pm., from the causes and on the date staled above.

o ¥ elingennegme or tif)) (])23b. ADDRESS 23c. DATE SIGNED
a M.Dl, VAH, 915 N.Grand,St Jouis,Mo. | 6=13=55

E:: OF CEMETERY OR CREMATORY 24d. LOCATION (Gitﬁtown. Urfi!Tty) - (Btate)

£ 3 Cem, ' . Collinsville, .

~  |I'oaTE RECD BY cocAL ISTR SIGNATURE o 25, FUNERAL DIRECTOR'S SIGNATURE ADDRESS

JUN 141958 Chas. Burke East St.Louis, Il

(Ticensed Embalmer’s Statement on Reverse Side)
a ‘
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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 emt
by me, OF By o i i e e eearaeaiaaaaas , Student Embalmer .No. .........

working under my personal supervision..

Student .. ... Signed..... ST Y W ) DT

Signature of Student Embalmer

-
’

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

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

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



