lealth,
Walfare
'ublic
Service

Coroner cannot cartify to a death due to natural couses.

e LAly srahdard nomenclaiure In item 8. No symptoms will be listed. All
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

asvolly related.’

i

diseases in Part | must be ¢

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

Registration Distriet Now e, 3 18 Primory Registratien District N1003

fALED SEP 17 1087

FILE NUMBER

Regiswors ML A D

1. PLACE OF DEATH
o. COUNTY

2. USUAL RESIDENCE (Where doceased lived.

o STATE . .
Illinois

IT institution: Residunce bafora””

admnissign)
b, COUNTYSt- Clair

b. CITY (If ourside corporate limits, give TOWNSHIP only)
OR
TowN ST, TOUTS, MD,

Inzide Limits

Yesll NoO

c. CITY

OR
Town East St, louis Yoz X NoD

Jfﬂ_ g Inside Limits

¢. FULL NAME OF {If NOT mhospltcl, give location)

Length of stay in 1b

{If outside, give location) Reside an Farm

18. CAUSE OF DEATH [Enter only one caute per fine for (), (b}, and (0).]
PART |, DEATH WAS CAUSED BY:

HOSPITAL QR d. STREET
#¢"{5T|TUT10N BARNES HOSPITA L ADDRESS 837 North 36th Street pgYos0 NorX
3 :A‘::A :!'n First Middle Lon 4. DATE Monrth Day Year
OF
(Type of prin) LESTER A, DODD EATH Septe -1 1957
5 SEX 6. COLOR OR RACE 7. B. DATE OF BIRTH 9. AGE (fn years | IF UNDER | YEAR [tf UNDER 24 KRS,
MARRIED [_] NEVER MARRIED ] I Tast birthday) ParomspeT Dout | ey L 1S
Male White wipowep (] pivorcko B December 24,1899 57 I
10a. USUAL OCCUPATION ((Give kind of werk done | 10b. KIND OF BUSINESS OR INDUSTRY [ 11, BIRTHPLACE (Ciry and atato or couniry) / 12, CITIZEN OF WHAT COUNTRY?
during most of werking life, even if retired)
U Joved Unavailable Llowa U.S. A,
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Joseph Dodd Floxence Stinson
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[17. INFORMANT Addreas
(¥Yes. no. or unknouwn) 1 (IS yes, give war or dates of service)
.No Nil Upkn | Dopald Rider, Newton, Iowa. - -

WMMEDIATE cAust (o) _Bpidermoid Carcinoma of Nasovharynx with

INTERVAL BETWEEN
ONSET AND DEATH

2_years

metastases
Conditions, if any, DUE TO ()
which pave rise to : N -
above cause ;e' ’
staring the under- . ¢ é
z lping cause last, PUE TO (¢) / b, A
=] PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONOITION GIVEN IN PART I(a) L “;J’\‘SF gg;:ng‘f
= ?
-
Sf_ : ves - vo O
E 20a. ACCIDENT SUICIDE HOMICIDE | 204, DESCRIBE HOW INJURY OCCURRED. (Enler nafure of injury in Part I or Part 11 of item 18.)
E O O O
4 20c, TIME OF  Hour  Month, Dey, Year
hi INJURY  e.m,
E B.m.
E | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e, ¢., in or aboul home, | 20f. CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT (] NOT WHILE Jarm, factory, sireet, office bldg., etc.) .
WORK AT WORK

21. I attended the deceased from A/ﬂ;?

. to

9/1/97

and [ast saw ﬁn alive on _QLJ-ZL_.

Death ocourred

v

_pqn tha date atated above; and (o the best of my knawledge, from the causes stated.

T

WA

22c, DATE SIGNED

9/2/57

22b. ADDRESS *

BARNES HOSPITAL

Albert H, Hoppe, 4700 Washington Blvd,

23a. BURIAL, CREMATION. | 23b. DATE 6_3: NAME OF CEMETERY OR CREMATORY - | 23d. LOCATION (City, toten. or county) (State)
REMOVAL (Spetify} A ) T Y
‘ 1 9ad=57 Local B I a
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26 GISTRAR'S SIGNATURE -
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(Licensed Embalmer”s Statement on Reverse Side}
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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 en
C Y ME, OF DY i iieiie et SR P veewreeiio.., Student Embalmer No........

working under my personal supervision..

Student .. ..o e eiae e
Signature of Student Embalmer

S R P. O. Address%

e

Note: The above MUST BE SIGNED BY. THE LICENSED EMBALMER in h:s OWN HANDWRITING. |
to comply with the above const1tutes grounds for revocatxon of” 11cense) AT 1
If embalmed by a STUDENT, he also shall sign in his OWN handwntlng ‘
If this bodyﬁ, not e:_r!!l_)?lmed fact should l}er gg stated above,
. i ' ceoebd s ARE



