ss0 1 XCm109661L THE DIVISION OF HEALTH OF MISSOURI 5438
{ Hﬁ’ﬂlﬁﬁ}ﬁ 27 1956 STANDARD CERTIFICATE OF DEATH R 1= |

0-48 voveras samnpmes vom

BERTH NO. REG. DIST. nerLerumv REG. DIST. mlj-a - R,g.,,,,,,,m,,__?f S

9 || " PEACE OF DEATH i 2. USUAL RESIDENCE (Where decossed lived. If institation: yeeidence before
a. COUNTY 8T, LOUIS a. STATE  MISSOURI b. COUNTY [Z Z agnimion).
b. CITY at outeide corpurate llmits, write RURAL and give I‘!’ENGTH oF || e.cITY HA7Y D i within Domite of
town JEFFERSON BARRACKS, MOZ™|; 5’ SERYS™l  vown RICHMOND HEIGHIS /| ' e T
. FULL NAME OF (If oot in hospital or {nstitution, give strect eddrem or location) ADDRESS (If rural, give location)
ST SV ETERANS. ADMINISTRATLON HOSPITAL 7734 WISE
3.315%%5 sf:él;': a. {First) b. (Middle) c. (Last) | a4 DSP,; (Mouth)  (Day)  (Year
(Typeor Printy WILLIAM c. HATNES DEATH -
5. SEX C 6, COLOR OR RACE | 7. MARRIED, N!E‘\%SCPEISRRIED 8. DATE OF BIRTH 9, AGE&;&Z.")“ o SR | YEAR | @ OwoER u was.
the | Dy
MALE WHITE MARRYRT N 2-1-87 N e el e
10a. USUAL OCCUPATION u(g(:f:-:x;l?a-m; 10b. KIND OF BUSINESS OR m.yi:-l IL BIRTHPLACE (5.0 0y Seate or Foreign “""“’y Iztgl'la%Eb\u"oFWHAT
WEATHER FORECKgf G REINERSVILIE, OHIO a0 Ao
[ISa. FATHER'S NAME i3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WiFE
* _JOSEPH HAINES : L : S -
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(ngrunlmowal I (Hm{i war of dates of asrvice) NO.
H = NONE VA HOSPITAL RECORDS, JEFF, BRKS., MO.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
. DISEASE OR CONDITION TH
'fi:::::‘:‘g b and & ! DRECTLY LEADING TO DEATH*;,, CHRONIC BRAIN SYNDROME WITH CEREBRAL YRARS
- ARTERIOSCLEROSIS

ANTECEDENT CAUSES

*Thi» does not mean
the mode of diing, such Morbld conditions, if any, giving DUE TO (b) _.ABIEIRIO.SCLEB‘O.SIS_,__GENEML—._._._ .ms__

ar hearl fotlure, asthendo, | rite o the above canse (a) stating

WRITE PLAINLY—USING TUNFADING BLACK INK—MAEKE A PERMANENT RECORD

‘ele. It meana the dis- the underlying cause iast. R -
ease, injury, or compliea- DUE TO ()
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death bud siof ce :
related to Mcdiuculn’:'aeondﬂm caulin:dcatk. BRG\ICHIAL PNEUMONIA 3 WEEKS
i9a. DATE OF OPERA- | 190. MAJOR FINDINGS OF OPERATION ., 20, AUTOPSY?
7YX | O iy

21, ACCIDENT {Bpacity) 21b. PLACE OF INJURY (e.g.,in orabout | 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIBE o o o o o o J bupselpmfecigry.greeofissbldpged L - -

T I
21d. TIME  (Monh) (Day) (Yean {Houn | 2te. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

. - - = om oo = ax L - - . - m - - e = m-e-.---- -
INJURY - Movork LI ATwonk [ 1 -
- Y.

2. I hereby certify that/l/atiended the deceased from =19 1829 1o _H=T | 15 56, INRGOSSS RedeteE

R C0O00OOOOIIONNX and that death occurred at 04 m., from the causes and on the date siated above.
(233 BIGNATHR (¢ or tirley| 23b, ADDRESS _ . DATE SIGNED

- - M,D. |VET. ADM,  HOSPITAL, JEFF, BRKS.| MO. -
z »
24s, BURIAL, CREMA- | 24b, DATE Z4c. RAME OF CEMETERY OR CREMATORY | 243, LOCATION (Olty, town, of county) (Btate)
TION, REMOVAL (Bpeelly) i , . s _
Removal Apr. 10, 195 Arlington National Cem. trlington, Va.
DATE REC'D BY LxEAGL R S SIGNA >ﬁ Ffl;lﬂﬁﬂli. DIRECTOR'S SIGMATURE ADDRESS
~ 44,?.5’(“ . % offmeister Colanial . Hortuary Mo.

[+ Sutement on Reverse Side} & 6/ Chippewa St., St. Louls




~ STATEMENT BY LICENSED EMBALMER

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

byme, orby ............... eeeerenerreaia ey et ieeienaiiaaeas crrimerenan , Student Embalmer No.........-

working under my personal supervision..

/7
—gk“ s A

Signature of Student Enbalmer .
e R Licensed Embalmer No._j.ﬁ./_

- ) N : i P. O. Address,z,gjry

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

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

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



