palth, THE DIVISION OF HEALTH OF MISSOURI 58:‘011!2 JO

Velfare E\LF_D APR 9 1958 STANDARD CERT IFICATE OF DEATH ST STATE FILE NUMB
sblic i 4 ?' ?
yvice | R:giltruﬁnn_ District Now e 3 ... 1&nmqry Rngufruhon Dls'vlcf NO 1m3._-_-_-_ Reguhar s No.,wa. _______ g A
| | 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. If institution: Residencs before
ission
00 » COUNTY St Touls - o STATE Miggourl b COUNTY Jggpe¥ l,L A%
b. CITY (If outside corporate limits, give TOWNSHIP onfy}~ | Inside Limits c. CITY Inside L v
OR a i Y No [ ORrR Y
0 town ST. LOUIS, MISSOURI os 3] Mo tom Joplin =00
I <. FULL NAME OFBH‘ NOT in hospit: ive locgtion Le;lg_th of stay in 1b d. STREET {1f outside, give location) Reside on Farm
p e B ARKES HOSBRL " / *RE500 N, Jackson ver [ NX]
3. NAME OF DECEASED First Middla Last 4. DATE Month Doy Year
{Type or print) ot oF
HOWARD w. FIRESTONE oEATH MARCH 31, 1958
5. SEX 6. COLOR OR RACE| 7. MARRIED ] NEVER uARRIEDD 8. DATE OF BIRTH 9. AGE (In ysars §F UNDER i YEAR| IF UNDER 24 HRS.
a: n: ays urs in,
Male 0 White wWipowen{T] ) mvorcep JRUE 31 1918 lsgluhd v} [Menths | Dy He J '
105, USUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR 1" BI THPLﬁC‘E c.ry nnd state of country} 12. CITIZEN OF WHAT COUNTRY?
| during most of working life, aven il ratired) INDUSTRY | D
er. of:firm Dffice Equipment M ssouri 1sa
132 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME J4. NAME OF HUSBAND OR WIFE
Felix Firestone Carrie Spencer Ruth Firestone
}5. WAS DECEASED EVER IM U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, no, or unkngwn)| (1§ . give or dates of servics)
Yes I W W2 491-03-5160 Ruth Firestone Jonlin Mo
18. CAI;SA%_?I; DEEI‘%'I'%EVK? EnAIﬁSoEnD. E?u per line for (a), (b), end {c}.} - INTESE¥JD:&INEEJEV:;ETEHN
mesTE e 1 NEPHRITES & “MONTHS

L YRARS

above couse ([a),
stoting the under-
lying cause last.

Conditions, if any, } DUE TO (B)

which gave rise 1o
DUE 7O (c) 4 J-é A

USE ONLY BLACK INK OR RIBBON TYPEWRITE |F POSSIBLE

z
_E- ,g PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but nat related to the terming! disecse condition glven in PART i () 19. gégpggggs‘(
x T YES[] NO
N 2| 20a. ACCIDENT ',SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
= w
] ]
: gz = = - a
© Ul 20c. TIME OF .Hour -Month, Day, Year
2 & INJURY  am,
§ k] p.m.
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome, [ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T WHILE ATD NOT WHILE 0 farm, factory, street, office bidg., etc.) .
5 WORK AT WORK )
i

E 21. | attended the decsased from m 2&, 19% mca' 31 L) lmd last sow h. afive on MARCH 31. m
a Death occun.d u| E..Id'. m on the date stated above; and 1o the bes! of my knowledge, from the couses stated.
8
= 2. p MT orﬁ ‘)/ 226 ADDRESS 22¢. PATE SIGNED
z ES HUSPIIAL
: / 1. D. BARN 3/31/58

23a. BURIAL CREMATION, | 23b. DATE 23c. NAME OF CEMETERY QR CREMATORY d, LOCATION [City, town, of cowmty) (Seate)

REMOYAL {Specify) J
Removsal April 4 1958 Mt Hone Cemeteny Oplin Mo,

24._FUNERAL DIRECTOR ADDRESS T 25. DATE RECD. BY LOCAL REG. AR'S SIGNATURE
@ L Gure Ny Chustenomo AR 358, 1,02

{Licensed Embolawer"s Statement on Reverse Side) / -~ v
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STATEMENT BY LICENSED EMBALMER

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

DY M€, OF DY ovivvirueeieurereseniesemssresresensressnsssassnssssestasssnnsennsiscssissarsnnsnsanans ., Student Embalmer No. JJ"Z

working under my personal supervision.

Student W / % ........... s:gned% @«/M ........................

ngnature of Student Embalmer
i Lxcensed Embalmer No. 3’-/ ¥ ‘/

P 0. Address,.é‘. ..... Lot . ?2’

¢ "'-"""‘j"q

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.




