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Health,

All diseases in Part ! must be cousally reloted.

XC-~37 63

THE DIVISION OF HEALTH OF MISSQUR|

- ...58-011 898

GEORGE J. GROOTHUIS

EUGIA NEAL

e THED MAR 19 1955 syaNDARD CERTIFICATE OF DEATH T
SL 15842 TE FILE N
Public 1003 63
Service Registeation District No. e oo S P Primary Registrotion District No. Sx MWW Registrar's TwASLIAD
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsosed lived. If institution: Residence befoie
. 300 a. COUNTY a, STATE ILLINOIS b. COUNTY BW"’?‘
1-57 b CiTY {If autside corporate limits, give TOWNSHIP only) Inside Limits e. CITY Inside Limits
o OR g
Tom 915 N,GRAND,ST.LOUTS, MO, "% %O Town MT, VERNON (12% | YO nX
c. FgL;.I NAM%OF (If NOT in hospital, give location) | Length of stay in 1b STREET (if outside, give f;:nﬁon)o Reside on Farm
HOSPITAL OR A ADDRESS
3 INSTITUTION 3l days .32_. ROUTE #3 . Yes[J Ne X
3. NMAME OF DECEASED First Middle Lost 4. DATE Month Day Y ear
{Type or print) OF
FLOYD Je. GROOTHUIS DEATH MARCH 3, 19
5. S5EX O] ¢ coLor OrR RACE] 7. MAR}IEDENEVER maRRIED[ ] 8. DATE OF BIRTH 9, AFE. E_,,,:;.,: ;:‘I:IP?EQ ;LEAR l:ou:bm 2;:&5.
al ir a L i N
MALE WHITE winoweo[] pivercen[ ] 2/16/08 50 ' I
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) 12 CITIZEN OF WHAT COUNTRY?
durm mon of working life, evan if """ﬁ INDUSTRY N
RVICE GF DIETERICH, ILLINQIS USA
13a. FATHER 5 NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

CLARA GROCTHUIS

15,

(Y--.Ei §r unknown)

WAS DECEASED EVER IN U. 5. ARMED FORCES?
(I yas, give wor or dates of service)

18, $OCIAL SECURITY NO.

=2 334~01-8325

17. INFORMANT

Address

VA HOSP. RECORDS _ST. LOUIS, MO,

18. CAUSE OF DEATH (Enter only ane cause per line for {a), (%), ond ().}

PART I. DEATH WAS CAUSED BY

IMMEDIATE CAUSE {c}

CARCINOMA OF RIGHT -LUNG

INTERVAL BETWEEN
ONSET AND DEATH

MERICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

WORK
2. ;aﬂtnded the doceased from

Conditions, if any, DUE TO {b)
whieh gave rlse to
above causs (a),
stating the under- } / é 3 L %
lying couse last. DUE TO (<}
PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | (0} 19, WAS AUTOPSY
PERFORMED?
YES| | NDK]
200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART Il of item 18.)
C | 3
We. TIME OF  Hour  Month, Day, Yeor
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {o.g., inor ebouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE | farm, factory, street, office bldg., etc.)
AT WORK

x/28/58

, 1o

3/3/58

Death occurred ot

12:30_ALM,

m on the date stated above;

and last ”% alive on
and to the best of my knowledge, from the causes stated.

3/3/58

23a.

220, SIGNATI
g

(Dogres or title)
%//(7 VAl D/’L/jd

o

22b. ADDRESS

BURIAL, CREMATION, | 23b. DATE

ﬁeuov.u_ (Sepeify) 3-3-58

VAH, ST. LQJIS, MO,

22c. DATE SIGNED

3/3/58

23¢. NAME OF CEMETERY OR CREMATORY

23d. LOCATION (City, tawn, or caunty)

Moxn

{State)

t .Vernon, Illdnoise.

24.

FUNERAL DIRECTOR ADDRESS

Albert He Hoppe 4700 “ashington, Blwd.

25. DATE RECD. BY LOCAL REG.

{Licensed Embalmer’s Statement on Reverse Sids}




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 orriririiiiiiienveirirreeeererenrerereersravarsrrneraniesarsnnnsensarss T T , Student Embaimer No. ........cccceenenen-

working under my personal supervision.

SEUAENE wevnverreeeeerseesiereeeeesesseeeereeeeeeeeeseaseneans i 2 M'% ........ .

Signature of Student Embalmer

Llcensed Embalmer No'

. P. O. Addres

P

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). R -
* - If embaliied by a STUDENT, he also shall sign in his OWN handwriting. -

If this body is not embalmed, fact should be so stated above. . = | ch oL g U




