THE DIVISION OF HEALTH OF MISSOURI
S e Y

Heslth, STANDARD CERTIFICATE OF DEATH @ v
STATE F|LE NUMBER
PR 127Q 318 100
Public HLED A tration Distriet No. e 22707 2o Primary Registration Distriet N AL 3 Ragistrar's No. -
Sarvice
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If institution: Residence belore
o. COURTY ) o STATE Missouri b. COUNTY admisaian)
" ‘?006 b. CITY (If cutside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY Inside Limits
-5 ‘ OR OR
! ToWN Ste.louis Yes@X NoO TOWN St.Louis Yes® Nom
c. Egls_é_'_?:tﬂEogF {If NOT inhospital, givelocotion)|L ength of stay in 1b . STREET B(" nu!sur.lc give lacation) Resids an Farm
33 / INSTITUTION 531 Bartmer ) 5'? aooress  BU31 YesO NeE
" -
- 2 3. NAME OF First Middle LLut 4. DATE Month Day Year
£ DECEASED OF
b (Type or prin) Harry Ee Boyle o March 19, 1957
5 5 SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR NIF LIRDER 14 HRS.
8 § 0 marrieo [ wever margfc 8 I I?u birthday) [afentha | Do | Houra | Min.
=, Male White winowen [J oivorceo [ AUge21,1 8L 2 - ]
H : 10a. gsu}AL occuw}TloNk(.Giu?[kind ofu;;rk gm;g 105. XIND OF BUSINESS OR INDUSTRY [ 11, 'BIRTHPLACE (City and state o¢ counny) / 12. CITIZEN OF WHAT COUNTRY?
3 W uring most of working life, even if retire )
§° 2 fired lleshanic Real Estate Peoria,Ill, U.S.
E‘ 5 = 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
»e o
e Richard Boyle Mary Boyle
Z o u 1(5}; WAS DEC‘EEASED EVE? iN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.|I7. INFORMANT Address
- - er, na, or unknown} | (IS yes. give wor or dales of service)
sz w No | 4,88-09-6815 | Richard E.Duncan,1437 Coolidga Dr.
£ ‘{; x 18, CAUSE OF DEATH [Enter only one cnuae P INTERVAL BETWEEN
gu = PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
cs o IMMEDIATE CAUSE {a)
—_ € >
°5 ‘ f z
2 W
.z Conditiona, if any, p I
.E e QO which gare rise to DUE TO (5)
usz g above cause (o)
6= - stating the under- \
Ed o - lying couse last. DUE TO (¢) i
3 -4 o PART 1i, QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART H{a) T3 WAS AUTOPSY
g =] - PERFORMED? J\
g2 ¥ 3 ; < ] vesDd oM
s ; :—: 20a. ACCIDENT SUCIDE HOMICIDE | 200. DESCRIBE HOW INJURY GCCURRED. (Enler nature of injury in Part I or Part 11 of item 18.)
2£ E .
1xQ |§_ O O o 4200
ts 2 [®c. TIME OF  Hour  Month, Day, Year
2 J INJURY e. m,
| § 2 : E p.m. .
| - _g g X | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e, g., in or about home, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
E R WHILE AT (] NOT WHILE farm, factory, street, office bidg., elc.)
E2 WORK AT WORK -
v E 2 h =
o .
N 2L. J attended the deceased from , to and last saw ™ alive on
- him
.6‘ % Death occurred at é e m F) m on the date stated above; and th the best of my knowledge, from the causes stated.
£ o - 2q. S1G f ores e [#) 225- ADDRESS 22c. DATE SIGNED
c 7 - -
= £ ? . . . -
§p /AKE 3]0 M@L@M
5 H 23g. BURIAL, CREMATION, | 23b. DATE ) P T23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, lpfin. or county) (State)
S 2 ﬁzuav.u. (Sgecifm : ‘a, :
33 emoval Local Murphyaboro ,I],,)..
i 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. .
Albert H.Hoppe,L700 Washington Blvd, MAR 2057 g

{Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

1

[}

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

obyme, or by ...l eeiiieeeens Needeeaaeans P R TE P P ETTTR , Student Embalmer No.,...........

working under my personal supervision..

Student oo i i cisicanaaes
Signature of Student Embalmer

icensed Ernbal-rner Noé(/ﬁ
TR . P.O. A'ddress%%é

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

If this body is not embalmed, fact should be so stated above, o
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