THE DIVISION OF HEALTH OF MISSOURI .
STANDARD CERTIFICATE OF DEATH 43435

::a'r. N 1 5 1957 "STATE FILE NUMBE
lie HED JA Registration District Ne, . 3 1 8 Primary Registration District Nl 003 .- Registrar 5116_6_..6

1. PLACE CF DEATH _ 2. USUAL RESIDENCE (¥hare deceased lived. If institution: Rnsid.:;;ih::i::)
. STATE b. COUNTY
o a. COUNTY i I11inois Livingston
506 b. C(l)':;‘f (If outside corporate limits, give TOWNSHIP only) | Inside Limits c. cg;‘r ’ & Inside Limits
. TOWN 5t. Louis, Mo. YosiX MNoO TOWN Pontiac g{;z @ Yo MNoD
€. FULL NAME OF (lf NOT inhaspital, give locotion}|L ength of stay in 1b 1 d 1 Resid F
HOSPITAL OR d. STREET {4f outside, give locatian) eside on Farm
i wstirution BARNES HOSPITAL L9 days aopress 315 Polk St, Yos0 NooX
E 3. NAWME OF Firng Middle Last 4. DATE Month Day g
v T 1t) James Lester Hyrup & Dec. 19, 195
= .
5 5 sEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR hF uNDER 24 HRS.
2 ‘0 marriep [} never Marrien ] l ot birthdar) FreomieT poor 1 Foe T o
c Male White wioweo (¥ oworceo[] June 18,188l g
; 10a. USUAL OCCUPATION (Give kind of werk done 110b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (City and atate or country) / 12. CITIZEM OF WHAT COUNTRY?
3w uring mosl pf working life, even if retired} .
® g etire Pharmacist Odell,I11, UeS,
'E ?, 13. FATHER'S NAME 1. MOTHER'S MAIDEN NAME
& un . P
9 Peter Hyrup . Isabel Johnson
P 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY RO.|I7. INFORMANT Address
& - (Yer. uorr unknswn) | {11 yer. give war ov dates of service) U Ella U t ad P t . Ill
5> W HNo nknwon mstead, Pontiac,Ill.
=
t = 18. CAUSKE OF DEATH |Enter only one cause per line for (a}, (0}, and (c}.] ] INTERVAL BETWEEN
¢ x PART I. DEATH WAS CAUSED BY: . Laenn#c's Cirrhosis ONSET AMDREATH
5 ‘:*L‘ IMMEDIATE CAUSE (g)
g >
3 |
Z Conditions, if any,
38 wb e rfu i OUE TO () - _ _
2 caure . - :
2 o stating the under- . % 5/ /
g = z lying cause losl. BUE TO (¢)
g [=} PART i, OTHER SIGNIFICANT CORDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 1. :EAS 6\3;2257\’
- [~ ?
& w 3 YES é vo O]
Z ¢
—: ; E 200. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED, (Enfer nature of injury in Part I or Part 11 of item 18.)
> O ] a. O 0
- (]
2 4 1220 TIME Of Hour Month, Day, Year
a @-I1% INJURY® ’ m,
18y |3 i -
235 Z [ 204. INJURY OCCURRED 0e. PLACE OF INJURY {e. g., in or about Aome, |20f. CITY. TOWN, OR LOCATION COUNTY STATE
- WHILE AT (] NOT WHILE 7] Jarm, factary, street, office Oidg., elc.)
s u WORK AT WORK L - My m e
E.D s LTI, 190
22T 21. I artended the dmeaaedW , to __D.E_c_.._Lg.’__}:g.s.6nd Jant saw :er alive on
A '-6' Death occurred at l .M ? &m on the date stated above; and td the best of my knowledge, from the causes stated.
Cl o -
£ 22 M Degree or tHt &-| 225, ADDRES! 22¢. DATE SIGHED
¥ v %’%/ v 1 BARNES HOSPITAL 12/20//56
U ow / 2 o ’ ; : .
5 E 23%a. BURIAL. cngm\u}m‘ 23%. DATE 23¢. HAME OF CEMETERY OR CREMATORY 3. LOCATION (City, loton. or couniy) {State)
2 EMOVAL ( Specify : . .
g8 Removal 12-20-56 - South Side Cemetery Pontiac,I1l.
ol 24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG, | 26. KFGISTRAR'S SIGNATURE

Albert H.Hoppe,L 700 Washington 3lvd, DEC 201356

{Licensed Embalmor’s Statemant on Reverse Side) °




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was en
By Me, OF By o i e et et is et , Student Embalmer No........

working under my personal supervision..

Student ... e Signed....
Signature of Student Embalmer

Licensed Embalmer No..f.f-

P. O. Address g}‘ccw

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

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

If this bod\{ is ‘not embalmed, fact should be so stated above.

- - r




