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FILED MAR 31 71953

Registration Disteict No. e et

THE DIVISION OF HEALTH OF MISSOURI1

STANDARD CER}%FICATI OF DEATH

Q,..Primory Registration District No.

8011559

“STATE FILE NUMB

s, D822

Iu.

PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a. STATE Mi N b. COUNTY nd%wa) rg
S50Uuril. 3
b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY tn£ide Limits )
OR v No [ OR v Nof}’
TOWN St. Louis. Mo. es gl No TOWN St. Louis, os)1 No[
€. FgLé NAM%OF (M NOT in hospitel, give lacation) | Length of stay in 1b d. STREET {If outside, give location) Reside oyfurm
HOSPITAL DDRESS
) § ishiovioEnroute City Hospit4l DOA 25" # 10 No. 10th St, | ve[] ne[X
3. NTA.ME OF DECEASED First Middle Last 4. DATE Month Doy Year
(Type or print} ) OF
Frank L. Duvall pears March 6, 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE 1 FUNDER 1 YEAR| IF UNDER 24 HRS.
O w MARRlEDD NEVER “ARR‘ED[X las ( -".ﬁ::;; Months | Days Hours Min.
Male hite woowen[]  Aoivorceo[ ]| Dec, 11, 1891 6‘6 I

100. USUAL OCCUPATION {Give kind of work done | 10b.

KIND OF BUSINESS OR

11. BIRTHPLACE {City and state or country)

12. CITIZEN OF WHAT COUNTRY?

‘Book Resthurant INDUSTRY Homer, Illinois. U.S.A.
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H,UéBAND OR WIFE
James M. Duvall Ida Towner Nil.
15. WAS DECEASED EYER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY No.| 17. INFORMANT Address
(Yot no. oqpapganr] (H yoypive gy o gproqef sovice) | | 98.03=1280A | Dwight Duvall, lll; George St. Kirkwood,Mo.

18, CAUSE OF DEATH (Enter only one cavse pepline for fa), (b), ond (c).)
PART |. DEATH Wa5 CAUSED BY: * ! z M
IMMEDIATE CAUSE (o)

INTERVAL BETWEEN
“ONSET AND DEATH

Conditions, if ony,

above cause {a).
stating the undee

which gave rise 1o }

-
DUE TO {b) @'MJA.M &~ < W

a

z lying ceuse lost. DUE TO ()
- PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related i the terminel disease condition given in PART | {a) 19. WAS AUTOPSY
s 240 H PERFORMED
w YES[] NO
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
1w
8 O o D v}
5[ 20c. TIMEOF Hour Month, Day, Yeor
e INJURY  am.
‘2 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, foctory, strees, office bldg., etc.)
WORK AT WORK

21. | attended the deceased from

Death occurred o

o
_/o/-iﬂ m on the date stoted above;

and last 3ow :;; glive on
and to the best of my‘knowhdga, from the causes stated.

23a. BURIAL, CREMATION, HEQTE
REMOVYAL (Specify)
Hemo

ENATURE /Q (Degrae or tit) 72b. ADDRESS 22¢. DATE SIGNED,
~ U 2 ;
M . /A_.-,,ZU T rectd/. oo T S SE
d 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) {State)

National Cemetery

111 .08
L T g

24. FUNERAL DIRECTOR ADD

RESS .
Alvert H. Hoppe L,700 Washington, Blvd.

25 DATE RECP. BY LOCAL REG.

MR 10°58

{Licensed Embolmer’s S1atement an Ruverss 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 embalmed

DY M, OF DY i e rai e rn sta e s e a e s e g taanrae «» Student Embalmer No. ...........c...ues

working under my personal supervision.

(. Ur

StUdent eovineiii e s e r e Signed ........... 2 o S L LT S ;
Signature of Student Embalmer o

———

Licensed Embalmer No.... 8. 3. ../
P. 0. Address..c%¥. 5 ""f-f—-,m

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).
~ 1f embalmed by-a-STUDENT, he also shall sign in his OWN handwntmg L -

1f this body is not embalmed, fact should be so stated above,
S ety e e




