THE DIVISION OF HEALTH OF MISSOURI
ST TN M LB 58=011756
welire - FILED MAR 19 1958 STANDARD CERTIFICATE OF DEATH 58011 ¢
Public
Service Registrnrien. District No. i W Primary Registrotion District No 13 __________ Registrar's Ne 2603 _____
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. [i institution: Residence béfore
. . COUNTY a. STATE . b. COUNTY admissi
30 ° Missouri, Iron
1-57 \ b. C:JTRY {If cutside carporate limits, give TOWNSHIP only) Inside Limits c. Cg‘( o Inside Limits
R
o Ste Louis, Mo, Yes [ e ] TOWN  Irandale 1 Yol Yesld Ny
c. Fgls_Fl;.l_l;l'AlliA%DF {IE NQT in hospital, give location) | Length of stoy in 1b d. STREET (If outside, give location) Reside on Farm
H AL OR ADDRESS
I/) / wstrution 5371 Theodosia & Mos. ‘3 / Rt. # 1 Box 21 Yes (K] No[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{Type or print} OF
LILLIAN M. HILL DEATH March 3, 1958
5. SEX 6. COLOR OR RACE 7‘MARR:ED[:|NEVER MARIED 8. DATE OF BIRTH 9. AGE (In years IF UNDER i YEAR| IF UNDER 24 HRs.
“hit WIDOWEDD lan birthday) { Months I Days Hours Min.
Female e oworcen[ J| Qet, 6, 187k 3
100, USUAL OCCUPATION {Give kind of wark dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stats or couniry) [ 12. CITIZEN QF WHAT COUNTRY?
during mos1 of werking life, even if retired) INDUSTRY
ork At Home Carlinville, Tllinois. U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
W am L, Hill Elizabeth Stoll Nil,
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY O, 17. INFORMANT Address
Yu rogrk rvi
o e e T 4 | Unkmown William Reid, 5371 Theodosia, Ave.

SRR RAEMIREy B TR VR WY sniile TVIRTHEIITETE HEITRIl 1o, o sympiallis wily ba 1157ad,

All diseases in Part | must be causally reloted.

18. CAUSE OF DEATH (Enter only one couse per
PART |. DEATH WAS CAUSED BY

IMMEDIATE CAUSE ({a) CARC

line for (a), (b), and (c}.)

INOMA OF SIGMOID COLON

INTERVAL BETWEEN
ONSET AND DEATH
MONTHS

Conditiens, if any,

DUE TO (b}

Nl o
W<
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.
e

Deoth occurred at

w
p |
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a
o
o
=
[57])
=
Y
x
&
which - —t
F Tk yews sl } ~ ,
= i th der- f
] B fying covse lass. ) _DUE TO (c) N Ay \
g > PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related th the mmupﬁ(. emd;\‘on IC PART | {a) 19. geg;ggogsv 2
MED?
1 H / 4 YEs[ ] NO
% 5| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PARY | or PART Il of item 18.) i
= w
S US| 20c. TIMEOF Howr  Month, Doy, Yeor
i INJURY a.m.
z kS p-m.
5 204. INJURY OCCURRED Ze. PLACE OF INJURY (e.g., inor about home, | 200, CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE ATD NOT WHILE O farm, factory, street, office bldg., stc.}
4 WORK AT WORK ,
21. | attended the dec ed from JUL% Z: 19 E | ) SEPI'. ll l9s’gnd last saw: alive on SEPI' ll 1057

mon lhe date stated nbove, ond to the best of my knowladge, from the couses stmed

220. SIGNAT M/ ~ (Dagres or title) 4/ ¢} 22b. ADDRESS Z2c. PATE SIGNED
: ,. . /¢/ M, D.| 600 SOUTH KIRGSHIGHWAY 3/3/58
23o. BURIAL, CREMATION, | 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {Ciry, fown, or county) {State}

REBRA" | 3358

Local

Irondale, Mo,

24. FUNERAL DIRECTOR ADDRESS

Albert H. Hoppe L4700 Washington, Blvd,

25. DATE RECD. BY LOCAL REG.

MAR 1. B8

{Licensed Embolmer’s Statement on Reverss Side}

y. |
18. ?GISTR;R'S SlﬁNrTURE : Fd !
¥ <5




.o . . . c e T

STATEMENT BY LICENSED EMBALMER

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

DY ME, O DY i rr i srs e va e rn e r s e e e e saaran e as .» Student Embalmer No. ..........ccou...s

working under my personal supervision.

Student ..o e e r e e e Signed ., _D.UAN/... .. Ja A YES
Signature of Student Embaimer

Licensed Embal
z - P. O. Addtess ..............................

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 embajmed by & STUDENT, he also shall sign in his OWN handwriting. - - ’
If this body is not embalmed, fact should be so stated above.




