THE DIVISION OF HEALTH OF MISSOURI

3 .
- Mo 300 .
o FLED DEC 6- 1956  STANDARD CERTIFICATE OF DEATH State Fite No
BIRTH NO. REG. OIST. NO, ‘j 2 2 PRIMARY ‘R[G. DIST. mﬂé. Registrars No., ....J 7 ! 4
1. PLACE OF DEATH N 2. USUAL RESIDENCE (Where decossed lived. I institution: residence before
a. COUNTY ..n. STATE b. COURTY adintmion).
j Ste_ Louis Missouri - St. Louis
b. CITY id, imita, v . LENGTH OF . CITY s Rexidence w o
(1 outside corpurate timits, write RURAL lndm‘;::nhip) %TAY R thn plaset < oR ?O . d 1. ﬁ.;‘? ineoql:;‘:hliln;’otn.’l
04 Clayton 0.4, TOAN A IEE - I
d. F#éls_Pflq_I{\AMLEOOF (If not in hospital or institution, give streot address or location) e ASDTEE!'E& (ll rural, give loﬂtlon) - 7. T
nstirution Ste Louls County Hoapital 729 lemay Ferry Road
‘ 3. gECEEs%FI:'.) 8. (First) b. (Middie) e (Last) 4. 93;1: _ (MoPlh_) {Dsy) (Year
(Type or Print) Jacob c. Hains pEa_ Nove 21, 1956
IF UNDER | YEAR | o beDER o mms,

Ma]_e White W%E%EORCED (Bpec N v 18 1 gs Laat birthday}

10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. niiﬁHPLAcs 12, CITI
done duriny crost of working life, sven i retlred) | DUSTRY (Citr aad State or Forsiga Coustry) D COUTN%EI:?FWHAT

5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,f | 8. DATE OF BIRTH . | 9. AGE (Io year

Mnnlhn' Days Bounl Min,

Carpenter St. Lonis County, Missourl U.S.A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George Hains . | Sabing (Onk,) | Anra M, Haing :
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 18. SOCIAL SECURITY | 17, INFORMANT'S S|IGMATURE OR NAME ADDRESS ™ ¢
{Yes. no, or unknowa} | (If yes, Kive war or dates of service} NO

No None None | iver Hains :@9 I_pgmax Ferry Rd, lemay,Mo.
18. CAUSE OF DEATH e - . MEDICAL - CERTIFICATION . INTERVAL BETWEEN

ONSET AND DEATH
_Enter only onecouse per 1. DISEASE OR CONDITION ]
line for (a), (b, aod {¢y | DIRECTLY LEADING TO DEATH® 4 Unknown neatural. qauses

INE—MARKE A PERMANENT RECORD

[y

*This does nol mean ANTECEDENT CAUSES

ihe mode of dying, auch | Aforbid conditions, if any, giring DUE TO (B)
a# beart faflure, asthenia, | Tise fo the abooe cause (a) slating
ete. It means the dis. | the underlying cause last. .

case, injury, or compiica-
fion tohich caused death. | 1. OTHER SIGNIFICANT CONDITIONS

Conditions contribuding to the death dul not
reluted to the disease or condition causing death,

DUE TO (c)

+.
2
<
=
[
&
5
=
a
;; i%a. DATE OF OP'FI%A[‘J— lQb. MAJQR FINDINGS OF OPERATION o 20. AUTOPSY?,
z 9 4 :
| = 7 5_,’_ YES D NO
i 2ia. ACCIDENT (Bpecily) 215. PLACE OF INJURY (es..inorabont | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) {STATE)
p SUICIDE bome, lerm, fastory, streot. offce bidg..en0.)
= HOMICIDE . - .- A
g 21d. TIME (Month) (Day) (Year) (Hour) 21, INJURY QCCURRED | 2tf. HOW DID INJURY OQCCUR? '
' ¥ o WHILE AT NOT WHILE

‘l INJURY ™ | WORK AT WORK
b
g 2, I hereby certify that I aucnded the deceased from , 19 , Lo 19 , that I last saw the deceased
= alive on e and thal death occurredat ________ m., from the causes and on the date stated above.

5 2. SIGNATU m rtitlﬂ 23b, ADDRESS |?3c ATE SIGNED
o || Herbert R? 651 S_ Brentwood Blwde “f20/56
_f': 2%, BURIAL, CREMA- | 2db. DATE 24c. J\AME OF CEMETERY OR CREMATORY 244. LOCATION (Oity, town, or county) {State)
I TION, RE.MOVAL (Bpeelfy) : -
= foy: Fa : gsourd

DATE REC'D BY LOCAL | B A 25 FUNEHAL Dllt:tl'on 5 SI ADDRESS
BEG. u. L Co

M




/STATEMENT BY LICENSED EMBALMER

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

by me, OF DY ..ot iiea i et teeietssasevaserenammnaas ceeees

working under my personal supervision..

Student...c.ocoieiermusnriramsimaiiassiacaaaaarasaen
Signsture of Student Exbalmer

P. O. Address..?.._gz / ré

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

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

¥ this body is riot embalmed, fact should be so stated above,

* v
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. A . . ]




