Health,
Walfare
, Public
Setvice

Coronar cannot certify to a death due to natural causes.

Doctor, coroner, etc. must use only standard nomenclature in item 18. No symptoms will be listed. All
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

disoases in Part | must be cosuelly related.

- secuUring

THE DIVISION OF HEALTH OF MIS30URI
STANDARD CERTIFICATE OF DEATH

F".EB APR 1 2 19519iserution District No. ....3}8.._ Primary Ragistrotion Disfrilooia

..................... Reglstruf' s Nea, -

e R O

2404

DECEASED
(Type or print}

Dr, Charles R, Hawker

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceasad lived. If institution: Residence before
. STATE b. COUNTY admissian)
a. COUNTY e a Mrk.
b. Cgl};‘f (1 cutzide corporate limits, give :_I'DWNSHIP only) | inside Limits c. Cgl"z‘f 3 Inside Limits
oo St. Louls, Mo, Yeso Nou row Paragould, Ark 7 YesO NoD

< Eg%hym%;{i); {If NOT in hospital, give lacation} L-‘nglh of stay in |b STREET {If outside, g". Jocation) Reside on Farm
_Q,f wstirutionDeaconess Hosp. 3 % Aporess 106 N, 7th St., YosD NoO
=4 =
3. NAME OoF Fira Middle Laat 4, DATE Month Day Year

DEATH March 10,1957

5. SEX

male o

8. DATE OF BIRTH

Mar,3,1881

6. coLor OR RACE  |7. marrieD fg} NEVER MaRRiED [

white

wipowep [] / pivorceo [l

9. AGE (fn years

IF UNDER 1 YEAR )IF UNDER 24 HRS,

laxt bi‘?g”

Months I Daws

Houra | Min.

“110a. USUAL OCCUPATION (Give kind of work done

104. XIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and atats or country)

2. CITIZEN OF WHAT COUNTRY?! .

dur:ng mosl o_f toorking life, even (j retired)
Physician(10 jrs) Illinois / UsSA
13. FATHER S NAME 14. MOTHER'S MAIDEN NAME
William Hawker Sarah Ross
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY NO,[17. INFOIIMANT Address
{Yes, no. or unknown) (2f pes. give war or dates of service}
1o | unk Dr. W,D.Hawker 4096 Holly Hills |

18. CAUSE OF DEATH [Enier only one cause per line for (), (b). and (c}.]
PART 1. DEATH WAS CAUSED BY:

INTERVAL BETWEEN

ONSET AND DEATH |

IMMEDIATE cause (o _ - Cerebral Thrombosis one week
Conditlonts, ifany, | DUE To (b) _ Arteriogsclerotic Heart Disease one vear
above cause fc).
Hating the under- .
- lring couse lawt. ) OUETO () ___ Generalized arteriosclerosis or
o PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT rr.:um) TO THE TERMINAL DISEASE CONDITION GIVEN N PART |(a) T3 WAS AUTOPSY
= 6“2 a PERFORMED?Y
g lira O ves[J no K 2
:i_' 20¢. ACCIDENT SUICIDE ROMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part Ior Part 11 of item 18.)
ﬁ O 0O O
3 20c. TIME OF Hour Month, Day, Year
INJURY  a.m. )
E pom.
X | 204. INJURY OCCURRED 20¢. PLACE OF INJURY (¢. ¢., in or abou! Aome, | 201, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, foctory, streel, affice bldg., ete.)
WORK AT WORK
21. J attended the docanudll Jan’ ] 1957 ., ta rCh 103 lgsvand last saw W}ﬁa on _521&51__._____
Death occurred at 58 p Mo m on the date stated above; and to the beat of my kriowledge, from the causes atated.

23 um%ﬂ OR CREMATORY

Parklawn

Lemay 23, Mo,

ee g7 { O |- rooress 22, DATE SIGNED
—634 North Grand Blvd. B8ell=57
234. LOCATION {City, lown. or county) (State)

24, FUNERAL DIRECTOR

QUSHeE Bumeral HORS || o

DRESS

F3) thnzio. f‘f'g?l. REG,

16, REGISTRAR'S SIGNATURE
EE '

.G

{Licensed Embaolmet’s Statemen? on Reverse Side)

4

7~ 5 3.

Ns- D

rd




e e Dp. James Murphy |
. . University Glub Bldg, . |
_ . 1030 to 1.2 . 1lnmbo L )
—. S _' . N ' . . :
e . ’ -
e STATEMENT BY LICENSED EMBALMER
B ol ot tor R 4

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

- - - e N ) - B c- ~
g3 0 - A oo -

¥ - by me, or by ............. S e s

working under my personal supervision..

Student ...
Signature of Student Embalmer
-‘.|. e . V .r r . ;._ T'-
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. tFa
7-10 comply with the.above constitutes grounds for revocation of licgnse). . .,  » - ;¢

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body i.s not embal{ned. fact should be so stated above. Doee =




