FHILEDSEP RS 19655 THE DIVISION OF HEALTH OF MISSOURI 9815 5

o, 300

o a8 STANDARD CERTIFICATE OF DEATH State File Moo [
BIRTH NO. REG. DIST. KO, :3 IBI_’RHIMY REG. DIST. W.Jm. Kegistrar's No 69 ol
(D 1. PLACE OF DEATH . 2. USUAL. RESIDENCE (Where deconsed lived. If institution: residence befare
a. COUNTY a. STATE . b. COUNTY. sdunissiond,
Illinois Franklin _
b. CITY [4¢4 uuu:,id.. eorpurate Umits, writes RURAL and give ¢. LENGTH OF ¢. CITY - d. I Residence within Limity of

townabip)| STAY (in this place) # elty or incorporated town?
Yea ~ No

oMM Et, Louis TOWN Z2iegler

d. FHS%PT'IBME OF (I not ia hospital or institution. give streot addrose or location) A%r[?REEESFS (Lf rursl, give location} 5 /ﬂ’* v )
INSHTOTIoN Firmin Desloge Hospiltal 210 Beaumont
3. NAME OF . (First b. (Midd! . (Last
DECEASED BD( By (atiadiy o (et SRR Ulenth), | (D) (Yean
(Twpe or Print) oris Sharp oearw 8/10/55
, 5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (Tu years| IF UNBER | YEAR | IF UNDER M Wxs,
| WIDOWED, DIVORCED (Epeci¢ last hirthday)} Mom]u, Dsys | Hours | Mia.
Female /| White  [Married 46_ |

108. USUAL OCCUPATION (Give ¥ind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . L "1z cl
during mutofwurkln;ufo.lzonni! :;:?r:;) DUSTRY [City and Scace cr Forvign Cauntrv)/ I COU‘H%E.‘"”?OF WHAT

ougewife Own Home I1iinois
13a. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John C, Keith Mae Ashben Fred Sharp

15. WAS DECEASED EVER IN U.5. ARMED FORCES? [ 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes. no, or unknowa) | (If yes, kive war ot dates of esrvies) NO. .

no — Frad Sharp Zie
18. CAUSE OF DEATH . . MEDICAL CERTIFICATION ] INTERVAL SETWEEN

Enter only cnecanseper | !. DISEASE OR CONDITION ONSET AND DEATH

“line for (g), (b, and (¢y | DYRECTLY LEADING TO DEATH'(&) &-"'-' e ) s ] M pa | AT v
. ANTECEDENT CAUSES ' *
*This doea not mean * p <, M .
the mode of dying, tuch Morbid eonditione, if any, giving DUE TO (b} —4‘—/’ 6;,’4’.'/- Y J,h /‘ > "ﬁ- 5

as heart failure, asthenia, rise to the ebove cause (e} stating
the underiying cause last, X .

PLAINLY—USING UNFADING ELACI{ INE—MAEKE A PERMANENT RECORD

ete. It means the dis- . N
cate, infury, or complica- DUE 10 ()
tion tohich cansed death. | 11, OTHER SIGNIFICANT CONDITIONS ]
: - Conditions contributing to the death but ol . . / 7 / X
rejoted to the direare or condition causing death.
19a. DATE OF OPERA. | 150. MAJOR FINDINGS OF OPERATION o . 20, AUTOPSY?
5 | g DYl T 0 e Y Ce e ves L1 wo
2ia. ACCIDENT (Bpecily) . 21b. PLACEOF INJURY te.g.. inorabout | 21c. (CITY. TOWN. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma, farm, fastory. atrost, 0ffice bldg..ete.)
HOMICIDE - A )
21d. TIME (Moxnth) (Day) (Year) {(Houn 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
o WHILEAT[™] KOT WHILE
INJURY = | WoRK AT WORK
2. ] hereby certif] that I allended the deceased from{&L, 19.5 10 %, 1989 "ihat T last saw the deceased
{ alive on M, 19_#3"and that deatf occurred at _62008n., from the causes and on the date stated above.
| 2. St TURE _ (Degroo or tiglery | 23b. ADDRESS zac DATE SIGNED
e S > e Ak .27 /a..f'.f
: E # Il?JEnmlg\}- CREMA- | 24b. DATE - 24z, I\AVE OF CEMETERY OR CREMATORY 24d. LOCA ON (Otty. tOWIl. or L‘Dl;!nl.y) (Btate) L4
. Speciiy) -
£ emov 8/10/55 _'idiegler _Zie Illj.;gois
DATE RECD BY LOCAL REGISTRAR'S SIGNATURE 25, FUNERAL DI RECTOR'S $1ENATUR ADDRESS )
UG™)  jysa D' | E,J.Schnur 3125 Lafavette Ave,
(licensed Embaliner’s Stateinent on Reverse Side) >
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’ STATEMENT BY LICENSED EMBALMER
- - - . -\. ™, - " .. RN

bY Me, OF BY .o ittt T

working under my, personal supervision,.
[ . Lt R

. i

TR TTs =3 1L 2R --
Signature of Student Epbalmer -

Note The above MUST BE SIGNED BY THE L[CENSED EMBALMER in his OWN HANDWRITING. (F

to comply with the above constitutes grounds for revocation of license}, ~\
If embalmed by a STUDENT, he alsc shall sign in his OWN handwntmg W
¢ this body is ot embalmed, fact should be so stated above. o .“ ‘\
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.
L R - - s



