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Coroner cannot certify 1o a death due to natural causes.

Joctor, coronear, atc. must use anly standard nomeanciarure In item (§. No sympfoms will be listed, All
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

jisgazes in Part | must be casuclly related.

~
)

THE DIVISION OF HE
STANDARD CERTIF

HLED FE B 1 9 lggaam stration District Na. __/Jpprlmury Registration District No.*{

ALTH OF MISSOURI
ICATE OF DEATH

58-006184
STATE FILE NUMBER ./{‘/’

........................... Registrar’s No. ..

1. PLACE OF DEATH
> CONTY ITEFFERSON

2. USUAL RESIDENCE (Whare decscsed lived. If institution: Residence before

Insiidq Limits

Yes ) N-X]

b. CITY {If cutside corporate limits, give TOWNSHIP only)
OR

voww R,R, HOUSE SPRINGS

a. STATE admission)
MO
. CITY

b O FFFERSON
vow R.R. HOUSE SPRINGS | Yev

ch

Length of stay in b

e. FULL NAME OF (If NOT inhespital, givelacation)
HOSPITAL OR I I'ikE

Inside Limits
(I outside, give location) Raside on Farm

d. STREET

INSTITUTIONTATTOD SRR INGS 7_YRS ApoResst . R. HOUSE SFRINGS | Yeso nonX
3 ng&&rﬂ First Middle Laat [ 4. DATE Month Day Year
. - OF

(T'gpe or prinf) Joseph H. %EF% AT FEBR, & 1958
5. SEX 6. COLOR OR RACE 7. mnmso:@ NEVER MARRIED ]| B- DATE OF BIRTH ls. ,A;[#rr.hﬂﬁ)a ::I::(H lz:f ﬂr::‘l:fn z;»::s?.

MAIE WHITE wiooweo [J ovorceo (] DEC. 20 1879 78 I

-] 10a. USUAL OCCUPATION (Give kind afwork done |106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and miato or country) 12, CITIZEN OF WHAT COUNIRY?
during most ofworkinq lﬁe u;:e[% retired)

RETTRED CARPENTER GENERAL FLORISSANT MO US A

13, FATHER'S NAME

TINKNQ R

14. MOTHER'S MAIDEN NAME

UNKNOWN

15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.

17. INFORMANT Address

{ Yes, no, or unknewn) I {If yes, pive war or dalet of servics)

N

NONE

NETLIE NORDE HOUSE SPRINGS

18. CAUSE OF DEATH [Enter only one cause per line for (a), (0). and (0).]

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a} Coronary Oceu

INTERVAL BETWEEN
ONSET AND DEATH

lslon None

Conditions, if any, DUE TO (&)
which gace risg to
above cauze (o}
stating the under- .
- Iping cause last. DUE TO (¢)
o PART Il. ©THER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TC THE TERMINAL DISEASE CONDITION GIVEN IK PART I{a} 13. '\’\é»:li;_ 6\:;2;?
=
ul Y40 ves 1 nald
E 20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part I or Part M of item 18.)
& O 0 g
S 1 20¢. TIME OF Hour Mongh eor
] INJURY @, m. 278%8”
a . m.
8L _1:00 °?
E [ 204. INJURY OCCURRED 2e. PLACE OF INJURY (¢. ¢., in or chout home, | 27. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, street, office bidg., elc.)
WORK AT WORK

2i. ] attended the deceased from . to

and fast saw ,f‘:_:' afive on

1:00 A

Death occurred at

m on the date atated above; and to the beat of my knawledge, from the causas stated.

22a. SYGNATURE {Degree or title) 3 22b. ADDRESS 22¢c, DATE S)GNED
@ _a Festus, Missouril 2/9 58
L’tn%uam. CREMATION, [230 /OATE 23%. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, totrn. or county) {Sta’e)
REMOVAL { Specifp)
FEB. 11 1958 ANTONIA CEMETERY AN
24. FUNERAL (HRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. . AR
HEILIGTAG FUNERAL HOME ANTONIA ko Z-%-S% § .

{Licensad Embalmer’s Stctement on Reverse Side)




r;'.‘ a DEPT
o ooy HEALE
JEFFERS?::SEgRO' \ISSOUR)
M h HECEWED - -

FEB 1 0 1958

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
BY e, OF By Lt i eetaeteeeiesianneeatiaraaarsasianas , Student Embalmer No.........

working under my personal supervision..
—
7 7 é/
40 . - -
130 L P T i d. /. oS ././ L gy "
Studen Signature of Student Embslmer Signe W M _5—

P. O. Addre

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).

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.




