leaith,
Welfars
'ublic
Servics

g

Caroner cannet certify to a death due to natural couses.

¥

_USE/ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE,

be cdsually related.

Doctor, coroner, atc. must'uses,only standard nomencl|aoture in item 18, MNo symptoms will be listed. All

diseasas in Part _!_ml!ut

-~

&

@)

/9:“

FILED SE

P 26 1958

Registration District No, —

THE DIYISION OF HE

ALTH OF MISS0URI

STANDARD CERTIFICATE OF DEATH

1 8rrmury Registration District No. 1 OO

3T

STATE FILE NUMBER

- Regisnar' N8191

a. COUNTY

1. PLACE OF DEATH

a. STATE

2. USUAL RESIDENCE (Whate deceased lived.

Illinols

IF institwtion: Rosidence before

AdE

b. COUNTY

odmission)

g

TOWR

b. CITY {If outside corporate limits, give TOWNSHIP only)
OR

St. Iouis, Missouri

Inside Limits

Yas) NoD

c. CITY

OoR
Towmd  Quincy

a\?‘

Inside Limits

-.I'. 'l’osx Ne D

e. FULL NAME OF (If NOT inhaspital, givelocation)

Length of stay in 1b

{Il cutside, give locullon)

Roside on Farm

Male

White

wiooweo [

pivorceo )

Octs? 1906

49

HOSPITAL OR ko . d. STREET
mstitution. BARNES HOSPITAI sooress 2450 College YesO NooX
1 :Mll: or Firat Middle Last 4, oggs MontA Day Year
Typeorprint) * James A. Henderslon , M. D. otatn September 2, 1956
5. L 7. 8. DATE OF BIRTH 9. AGE (In years | IF UNDER | YEAR hF UKDER 24 HRS.
SEX 6. COLOR OR RACE marrigb K never Marriep (] | I ey il B

ysicdann

10z USUAL DCCUPATION (Giee kind of work dane

orking fife, eren if retired)

10b. XIND OF BUSINESS OR INDUSTRY

T aun by efardmdly
gy ety

¥en

Brooklvn,

11. BIRTHPLACE (City and stato or country)

/

New York

2. CITIZEN OF WHAT COUNTRY?

J.S.A.

13. FATHER'S NAME

Richard Hendsrsaon

14. MOTHER'S MAIDEN NAME

Anne Cauthers

{Yea, or unknown)

o8

15, WAS DECEASED EVER [N U, S. ARMED FORCES?

] {ir wwauf da.lénf seraicel

16. SOCIAL SECURITY NO.
Unknown

i7. INFORMANT

Addreas

Tillie Henderson, Quincy, Illinois

18. CAUSE OF DEATH [Enler only one cause per line for (a), (b). and (c).]
PART I. DEATH WAS CAUSED BY:

‘| INTERVAL BETWEEN
OMNSET AND DEATH

IMMEDIATE cause (&) &Spiration of stomach cpn‘bents immediate
C‘xm}lmm, if any, DUE TO (&) drug addiction : unknown
which pare rize to .
abore “case (o), (acute. brain. -syndrone ) e 2 é 2%
etati 1 N -
- Bine” cawse 1oy, | DUETO (0 _disbetes unknowm
of- *PART Jl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT MOT RELATED YO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) fg F\!VEAS;:‘J;EEY
§ YES g NO D
:—: 20a. ACCIDENT SUICIDE HOMICIOE | 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part ! of item 18.) : L
g 58] O 4
-‘J 20c, TIME OF  Hour * Month, Doy, Year
] r INJURY a. m. - LI S .
N,
& Pim » ,
& | 20d. INJURY OCCURRED . 20¢. PLACE OF INJURY (e, ¢., in or about home, | 20f. CITY, TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE ] farm, factory, street, office bidg., elc.)
WORK AT WORK
21, f attended the deceased from __9=1— 56 , to 9-2- 56 and last saw ff;;‘ alive on 3=2= 56
Death occurred at 5: ho p._m m on the date statad above; and to the bast of my knowladge, from the causes stated.

fﬂru or title)

4 Mu Dn

e

?_Zb ADDHE;%BARNES HOSPITAL

22¢, DATE SIGNED

-9-3-56

23d. LOCATION (City, towrn. or counly)

{Licensed Embalmar’s Statement on Reverse Side) /

234, BURIAL, cugnnpn\. 23c. NAME OF CEMETERY OR CREMATORY (State)
REMOVAL { Spestf] .
Remova .l Brooklyn, New York,
24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD, BY LOCAL REG. 26, KEGISIRAR'S SIGNATUR . s
Albert H. Hoppe 4700 Washington,| SEPA4 13% c’j;é IS~



% O T R T

STATEMENT BY LICENSED EMBALMER

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

Student ..c.ooireuiieemiaiieiioiiaas e sanaes
Signature of Student Enbaloer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (1
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

|
|
I
|
|
|
|
working under my personal supervision..
. . If this body is not embalmed, fact should be so stated above,

.-




