THE DIYISION OF HEALTH OF MISSOUR!
019333619 28769
alth, TANDA'RD CERTIFICATE OF DEATH e
o BL8OTL SLIOTSLEILED SEP 19 3 TEFILE NUMBER)?19. _
Hi'! Registration District No. ererrecerar ool 1 8nmury Ragisiration Distrier Nn1003 ............... Ragistrars Na, _4
{14]
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceassd lived. if inutitution: Residance bafors
L o COUNTY o sTATE J11inois e counTvS8angamorf'™*"
0506' b. Ccl’LY (If sutside corporate limits, give TOWNSHIP only) | Inside Limirs c. CtI)TRY ] . }'U Inside Limits
rowe915 NeGrand,St. Louis,Mo. |YerX reo |l = oF, Springfield 2176 | vk oo
c. FULL HAME OF (If NOT inhospital, give location){Length of stey in 1b 1 d ;i
HOSPITAL O ; d. STREET (If ourside, give location) Reside on Farm
i INeT1TUTION VA Hospital 2 days ADDRESSBO&% So, Grand YesD ol
"
; 2 3. NAME OF First M ast 4, DATE Month Day Year
H DECEASED ila oF
; (Type or print) S i “E. fovan DEATH 8'-'3-'56
-.-:,i 3. SEX (] 6. cotor or Race 7. uannle&ﬁ NEVER MARRIED LJ] & OATE OF BIRTH |9, ACE (T yenra |7 UNGER | VAR [ o 11 I
o Male white wioweo (J oivoreen [ 8-8-93 g
: 10a. USUAL OCCUPATION (Gioe kind of work done [10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City nnd atato or country) i 12. CITIZEN OF WHAT COUNTRY?T
3w during most of working life, even if retired} R . . :
® 4 |Sergeant at Arms State Of I1linois| Delafield, Iliinois U.5.A.
'% > 13. FATHER'S NAME 14 MOTHER'S MAIDEN NAME
L wn
D Jasper Lovan Julia Maulding
o 15. WAS DECEASED EVER IN U. S, ARMED FORCES? 16. SOCIAL SECURITY NO.|17. ENFORMANT Address
L (¥es. o, or unknowen) U yea, pive war or dales of serviee)
8 > W Yes WWI Unknown VA HOSPITAL RECORDS BT. LOUIS, MO.
E ] 18. CAUSE OF DEATH {Enter only one cause per tine'for (a), {(8). and {(c).] lghr!ER\'ALN%E;\E\V:;E:
v o= PART I. DEATH WAS CAUSED BY: , = -
5 X MMEDIATE caust (o) __ Thrombophlébitis left lower extremities . ﬂn.f{.
E >
8 -
v z Conditions, if any, | puE To () Carcinoma of r:l.ght. lung with metastases Unk,
H which gave rise fo
£ @ above cauge (G) .
] stating the undes- - } 3
f3 o z !ll'n;w cm:uunhu;. DUE TO (¢} b 7!\
g o PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NUT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN [N PART L(n) 1. xﬁs’: 3:;2;?
- e R
£ x IS Chronic brain syndramne due to cerebral arteriosclerosis ves ([ wo [
—! ; E 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enfer nalure of injury in Part 1 or Part 11 of ltem 18.) ’
» U & O a (]
= d w0
[ a' 2|2 TIME OF  Hour_ Month, Day, Year
e o ) INJURY e.m’ ' .
; P 5 a P.m.
- _8 E E [ 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. 2., in or aboul home, 20f. CITY, TOWHN, OR LOCATION COUNTY STATE
2 - WHILE AT a NOT WHILE Jarm, factory, street, office didg., efe.)
E s W WORK AT WORK P
; E D
'E - 2 vArrnnd-d the deceased f1 8-1"56 , to 8"3"56 and last saw ﬁ alive on 8-3-56
™ E Degth occurped at 4 _m on the date stated above; and to the best of my knowiledge. from the causes stated.
;g a . J ~tDegree or title) X D 225, ADDRESS - 3 - | Z2c. DATE SIGNED
« E 7 e
|3 -: ’ . H.D‘ VAH’ ST. ImIS’ Mo. - ) 8-3-56
'6‘ 5 4 "E' 1 C.S 2 3 AME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
- N L (Spedifp
§: _ ove ' - Springfield;Tlls -
- 24. FUNERAL DIRECTOR ADDRESS 25, Ah&“w BY Loc.u. REG. 26. REGISTRAR'S SIGNATU -
lkivert H.Hoppe,4700 Washington {, 7.5

v

{Licensed Embolmer’s Statement on Revarse Side)
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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 e

working under my personal superv:slon

LT S T

- “- B T o P. O. Address -
. Note: The above MUST BE SIGNED BY THE LICENSED .EMBALMER in his OWN HANDWRITING {
.to'tomply with the .above constitutes grounds fon revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting,
. 1f this body is not embalmed, fact should be so stated above, v -




