Ith,
ifare
lie
vicn

0 3
56

Corones cannot certity to a deoth due to natural couses.

. USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

jinsases in Part | must be casually related.

THE IWVIIUN UF AEAL TR UF MliooUURI

FILED JUL 1957 STANDA% iFéTIFICATE OF DEATH J,OOB 3L F.ge g 12—5 9268 _____

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceosad lived,

If institution: Reasidance b

afl
a STATE Tllinois > SN Mop ud.,.-../,?n)

a. COUNTY

b. CITY {If outside corporate limits, give TOWNSHIP only) | Inside Limits
OR
tomi _ Ste Louis, Yoi Nom

c. CITY
OR

Inside Limirs

jown  Jacksonville, §iA %‘r-esx NoD

¢. FULL NAME OF (f NOT inhospital, givelocation)|Length of stay in 1b

F i
d. STREET (If outside, give location) Reside on Farm

HOSPITAL O 3
éé lNSTlTUTlONE:Irou'be City Hospitql DOA 3.2, aooress 912 So. Mzin St. YosO Nod
1. NAME OF First Middle Lant 4. DATE Month Dey Year
DECEASED OF_
(Tape or pring) William Edward Meyer o™ June 25, 1957
5 “16. 7. 8. DATE OF BIRTH 9. AGE (In yrars | IF UNDER 1 YEAR BF UNDER 24 HRS.
SEX (] 6 coror on Race marriep (1 never Makaleo ) | J?#ﬁfhdg) o LU ‘m-.
Male White wipoweo [] oworcen [ Aungust 15, 1912'
-1 10a. USUAL OCCUPATION (Gite kind of work done [10b. KIND QF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Ciry and ntate or country} 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) . R
Shoe Salesman Shoes Virginia, Illinois, U.S.A.
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
Es F, Meyer Fannle Deck
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECYRITY NO.|17. INFORMANT Addreas
(¥es, no. or unknown) (7 wex. give war or dales of servies) . .
Yes | W, W, # 2 | E. F. Meyer, 912 So. Main, Jacksonville, Il

18. CAUSE OF DEATH [Enier only one cause per linedor (@), (b). and (c).] ~ . J )
PART I. DEATH WAS CAUSED BY: g
IMMEDIATE CAUSE (a)
- L

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, DUE TO (B)

whick gave rise fo - g -
a‘bot;e c:uu :‘)v P - -
stating the under- .

lying cause {losl. DUE TO (¢)

;

=z va

=] . PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T DEATH BUT NOT RELATED TO THE TERMIKAL DISEASE COMDITION GIVEN IN PART I{n) . gﬁ%@gv

=

3 M O A ves [ wo [

:—: 200. ACCIDENT SUICIDE HoMICIDE | 20b. DESCRIBE HOW INJURY QCCURRED. ({Enfer nafure of injury in Part I or Parl 11 of item 183 ’

& O D" d

=] & i

;{ 20c. TIME OF Hour Month, Day, Year

o INJURY a. ta: v

E p.-m.

X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (¢, g., in or aboul home, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT [] NOTWHILE [ Jarm, foctory, street, office bidg., efe.)

«] WORK AT WORK

21. 7 attendsd the d d from , to and last saw D7 alivaon

him

Dg_ukoccurrad at ___LEM m on the date stated above,; and to the best of my knowledge, from the causes stated.

( f |yuat

23c. BURTAL/CREMATION, |235. DATE
AL {Specify)
1

va 6-26-57 Local

. ADDRE? ﬂo 2: ; g

22¢. DATE SIGNED

-2l-T7

7 NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town. or couniy)

Jacksonville, Illinois,

(State)

24. FUNERAL DIRECTOR ADDRESS

Albert Ho Hoppe 4700 Washington,

25, DATE RECD. BY LOCAL REG. 26. MYGISTRAR'S SIGNATURE

JUN 2657 s

{Licensed Embalmar's Statement on Reverse Side) . I
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STATEMENT BY LICENSED EMBALMER

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

by me, .or by feeevarananna -

. Stude n'f Embalmer No.

working under my personal supervision..

Student.. ..o e Signed )
Signature of Student Embalmer

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

1f embalmed by a STUDENT, he also shall sign in his OWN handwntmg
5 If this, body‘ isnot e embalmed fact should be.so stated above.
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