$. No,300
v, 10.48

&

PERMANENT RECORD

WRITE PLAINLY—TUSING UNFADING BLACK INKE—MAKE A

L

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. No.ﬂpnmmv REG. DIST.

FILED 6CT 8 1956

32’?66
.@ Repgisirar’s No. ....dz /OJ

I 8IRTH NO,
1. PLACE OF DEATH UAL RESIDENCE (Whers decossed fived. If lnstitatlon: residence befors
a. COUNTY a. SFATE b. COUNTY adinimlon),
St, Louis 5 Missouri
b, CITY (If cutcids corpursts limits, write RURAL and give ¢. LENGTH O g 4. Is Residenee withls lmits of
township) STAY (in this l{'lty rated town?
TOWN Rur ston TOWNN gt, Louls “
d. FHLL NAMEOOF (Il not in hospital or institution, give street nddress or locatlion) .‘A%rgREESTS (If rural, gpive location)
INSTITUTION St Vincent's Hospital 6138 Kingsbury
3. NAME OF 8. (First b. (Middle) ¢. (Last) -
DECEASED (First) 4, Dg"l:'E (Month)  (Day)  (Year)
{Typeor Printy WIJliam® Elbert McKee oEATH ~ Sept. 5, 1956
5, SEX 7P 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, “}| 8. DATE OF BIRTH 9. AGE (In years| IF UNDER | TEAR | ¥ UNGER 3 HES.
WI%WED. DW&RCED (Hpeci ; Last Bipthday} | M l!lhl' Days | Hourn | Miao,
Male White Aug, 5, 1878 78 |

10a. USUAL OCCUPATION (Give kind of wurk
done during moat of worur Uiy, sven if

Cattle buyer{retired

10b. KIND OF BUSINESS OR IN-
John Clay & Co.

M. BIRTHPLACE |1\ us Seate or Farsige Comstry) (o 12, CITIZEN OF WHAT

Fairfax, Missouri ﬂ YA,

113a. FATHER'S NAME

William McKee .

13b. MOTHER'S MAIDEN

Alice CGraham = |

|I. Enter enly onecause per

15. WAS DECEASED EVER IN U.S. ARMED FORCEST

{¥Yes, no, or ynknown) l (1! yos, rive war or dates of gervice}

no no

16. SOCIAL SECURITY

32701-77/%

NAME 14. NAME OF HUSBAND'OR WIFE
Emma McKee Deceased
INFORMANT .u'un ADDRESS
g:r ames Hig % ?ﬁ#‘er. ‘
burv

18. CAUSE OF DEATH
line for {a), (b), and (c)

*This does not mean
the mode of dving, such
ar hearl fellure, asthenio,
etc. It means the dis-
eaze, infury, or complica-

’ MEDICAL CERTIFICATION

INTERVAL BETWEEN

1. DISEASE OR CONDITION . - | .ONSET AND DEATH
DIRECTLY LEADING TO DEATH® (5) Coronary Thrombosis
ANTECEDENT CAUSES Myogardia.l Damage gear s
DUE To (b Auricular Fibrillation Years
Morbid conditions, if any, giving 1)
{f.‘,‘,f:éffzp‘iﬁ‘é”iaﬁ’i"faif ) shating
buE To (v Qeneralized - Artericsclerosis Years

il. OTHER SIGNIFICANT CONDITIONS

tion which consed death,

Conditions contribuling to the death bud not
reloted to Lhe disease or condition causing deafh.
19a. DATE OF OP'F[ROAl‘i 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
- _ : 6/,20/ ves L1 wo
21a. ACCIDENT (Bpedity) 21b. PLACEOF INJURY (o.z.. tnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE ' N .bome, larm, [aatory, streat, office bldg.,et0.}
- _HOMICIDE - , oo
21d. TIME (Moath} (Day) (Year) (Hour) 2le. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
oF WHILEAT[ ] NOTWHILE
INJURY WORK AT WORK

alive on == , 19, and that death occurred al

2. I hereby certify that I allended the deceased from _..3__21._._. 19_5_6_ to _9_"5.'_'..__ 19_5.6 that I last saw the deceased

&, from the causes and on the dale stated above,

23a. SI1G E {Degrea or title)

D 4 L

Z3b. ADDRESS ' 23c. DATE SIGNED
22, Mm/%/se

24 URIAL,

REMOV

REMA-
¥)

DATE REC'D BY LOCAL
REG.

¥ NAME OF CEMETERY OR CREMATORY

Cemetery

25, FUNERA nn:cton' 2
' )
A______

240 LOCATION (Oity, town, oF county) (State)
S5t.Louis Missouri
S| GHATURE ADDRESS

840 Lindell Blvd.

A

o§_Heverse Side)




My

s STATEMENT BY LICENSED EMBALMER

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

DY INE, OF DY . triiiiire it ciaiitinetcrcncan s traasamtnsanmraasseannsenaaas ceerans ' Student Embalmer No...............

working under my personal supervision..

Student....c.cooriiiirinciecenircrreimttrrrrnramnnaaen
Signature of Student Embalmer

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

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

T4 this body is not embalined, fact should be so stated above. o . -




