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ALED MAR 5 - 1958 STANDARD CERTIFICATE OF DEATH STATE FiLE i,
I Registration District No. e ._.3.1.8rimary Reg_is'roﬁ_on District ND..1.3 n— Registmr's- No. 41
| |
I . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased tived. If institution: Residence befors
a. COUNTY o. STATE b. COUNTY odmi s sion
Illinois Madison
...57 b, CITY (H outside corporate limits, give TOWNSHIP only) Inside Limits c. CETY b Inside Limits
R
TOWN ST. LOUIS MISSOURI Ye‘i] No [] TOWN AltgL ‘(B Eo.Yesq No []
c. FULL] NAME OF (If NOT in hospiral, give location) | Length of stay in 1b d. STREET (It outside, give locuhon} ? Reside on Farm
0SPITAL O ADDRESS
| C?AsnTunopBARNES HOSPI AL 3 3512 Thomas Yes[J Mo (X
3. NAME OF DECEASED First Middle Lost 4. DATE Manth Day Year
{Type or print) OF
ADMIRAL DEWEY MILAM PEATH FRBRUARY 21. 1958
5. SEX Y] 4. COLOR OR RACE| 7. MAR?(EDmNEVER marR(ED[] 8. DATE OF BIRTH 9. AGE {In yeors IF UNDER 1 YEAR| IF UNDER 24 HRS,
la: rthday) | Menths | Days Hours Min,
White wooweo]  onvorceo[]|  May 3, 1898 Y |
100, USUAL DCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) / 12. CITIZEN OF WHAT COUNTRY?
d [ waork lif ven if d JNDUST.RY
“"Carpenter- """ Construction Ward, Arkansas U.S.A,

130, FATHER'S MAME

§3b. MOTHER®S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

| Uinknowmn Uniknown Helen
15. WAS DECEASED EVER IN t), 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, ne, or unl:nqwn) {Il yey, give war or dates of servics)
i Peacetime = Helen Milam, Alton, Tllinois.
18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and {c).) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (o) STAPHYLOCOCCAL LOBAR PNEUMONIA ? WERK
b o ‘
Conditions, if any, DUE TO (b} G}INT FOI-LIC[]LAR LY}MOMA. , 3—).[. YEARS
which gave rlse to
above couse {a),
taring tha under-
N IR YT 2020
E PART il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease condition glven In PART | {a} 19. WAS Aggggg:
E ?
E )és% NO [
% | 20a. ACCIDENT SWICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART L or PART Il of item 18.)
w
o O | ] '
Q 20c. TIME OF  Hour  Month, Day, Year
S INJURY  a.m,
z p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY @ STATE
WHILE ATD NOT WHILE 0 farm, factory, streat, ofice bldg., ste.) J/
WORK AT WORK &E@v
21. | attended the deconseid from FEB ] o 1%8 o _FER. 21, 1958and last saw e aliveon _FEB. 21, 1058
Death accurred at M m on the dote stated above; and to the best of my knowledge, from the cavses stated.
220. SIGN « o1 title) ;)/ ] 22 ADDRESH A RNES HO 22¢. DATE SIGNED
M M. D. SPITAL 2/22/58
230, BURIAL EREMATION, | Z3b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) [Svate)
REMDVAL (Specify)
2.23-58 Apple Hill Cemetery Begpe, Arkansas/)
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG

Albert H. Hoppe 4700 Washington, Blvd.
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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 embalmed

T DY M@, OF DY ireiiiiiiiiiieieerierieiiet st e st rrr st aar e an et stasarans st ararnnriasaners .r Student Embalmer No, ...........coeuvees

working under my personal supervision.

SEUDENL «orviiiiiiiiiinnrerrrer e e eree e e e aaesees Signed =7 MWM-&—//

Signature of Student Embalmer

P. 0. Address-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
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. i
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