Hoalth THE DIVISION OF HEALTH OF MISSOURI 58_.01-_1 861

’I‘,w,;'."’" ILED APR 15 1958 STANDARD CERTIFICATE OF DEATH STATE FILE MS """""""""
Service [ Registration Distriet No. _______.___ 3.1.8_....Primury Registration Dishitfﬂ_..mg ............... Rngis!rur's_ Na. o
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where' deceased lived. if institution: Residance before
. 300 a. COUNTY a. STATEIinSSourl b. COUNTY st .Lou udmlss ¥
1-57 b. CIOTRY (M outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY |nsid(Limirs
O TOWN St I.louis Mo » YesTE] No [ TOWN S't - Louis ...5 5 3 Q Yesfye] No[]
<. ;gl.é.l NA{H%OF (! NOT in hospital, give location) ] Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
O? nanrutiode Paul Hosp. 14 Yrs. |27 ADDRES‘%225 a Cabanne Ava,| ves[J n¥)
3 FTAME OF DE)CEASED First Middle - Last S 4 DATE Month Doy -~ Year
pa or print A Y
" WESLEY ROY KINCATD peati MAR., 22,, 1958
5. SEX 6. COLOR OR RACE| 7. MARRIERE ] NEVER MaRRIED[ ] 8. DATE OF BIRTH 9. AGE ({In years JF UNDER 1 YEAR| IF UNDER 24 HRS.
M. 0 We winowen [} l pivorcep[ ] July 1, 1890 . GT"MH) Months [ Oavs | Hours l Hin-
10a. USUAL OCCUPATION (Give kind of work done | 105, KIND OF BUSINESS OR 11. BIRTHPLACE [City end stota or country) 12. CITIZEN OF WHAT COUNTRY?
dmm :l af lifp, wven if potired) DUSTRY .
{IF "(retired larkin-Packer Cp, Washington, Mo, O | USA
13e. FATHER § NAME 13k, MOTHER'S MAIDEN NAME T4, NAME OF HUSBAND OR WIFE
Je William Kincaid Mary Elizabeth Hawkins |Gertrude B. Xincaid
15. WAS DECEASED EVER IN l.J. $. ARMED FORCES?‘ 16. S0CIAL SECURITY NO.| 17. INFORMANT Addrass
(Y:[{l.éo, of unkmnm)l (] yIﬂ.dﬁewm or dotes of service) b, ‘(Jlllla.m H_Kchald #}20 Norlne (24 )

18. CAUSE OF DEATH (Enter only one cq
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (d

INTERVAL BETWEEN
ONSET AND DEATH

: ,44/,/,
/

Conditions, if any,

DUE TO {b)
which gave rlsse to } Cd

above cause (o),
stoting the under-

Wi THUSE W38 Uiy sionddrd nofllencuiaivre 1In iTem (&. No symptoms whil ve tisled.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

% Iying couse last, DUE TO (¢} e
- = PA H SIGRIFICANT CONDITIO comm TING TO D H bupnot ratoted 1fthe l-rminal disaase condltion given ln PART t (a) 19. WAS AUTOPSY /f
£ S 5- 'S PERFO ?
5 i YES no{j
_; = 20a. ACCIDENT SUIClD HOMFC”JE 20b. DESCRIBE HOW INJURYLACCURRED. {Enter nature of injury in PART | or PART Il of item 18.}
B G O
2 2
u u| 2c. TIMEOF Hour Manth, Doy, Yeer L
& g INJURY  om,
E E p.m.
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,§ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- WHILE ATD NOT WHILE 0 form, factory, street, office bldg., etc.}
a < WORK — AT WORK o e . _
E E 21. Ldftended the Jececsed from . 10 and last scwt' alive on / rz. — S—- X
1 é Daath cccurred at m on the date stated above; and to the best of my kmwlod” fron/!he couses stated.
;2 t SIGNAT) W j {) | 2> #00REss 22:. DATE smnsnp
2 639 /. 3/ev-s

E OF CEMETERY DR CREMATORY / 234, LOCATION (City, town, or county) ]im.)
ty Cemetery Desoto Iissouri

23a. ;ﬁ:IZ'HATION
Rgmovarl I-Iar 26, 195

ZWAL DIRECTOR ADDW 25. ODATE RECD. BY LOCAL REG. 24. REGISTRAR'S 5!
éxander & Sonsg, Inc. 6175 Delmctr MAR 2558 g é ) )
J ’

(i d Embal ‘e

on Reverse Side)




Dr. John lyers

Mo, ‘Theatre Bldg.
ol »35%%

T-c . :

STATEMENT BY LICENSED EMBALMER o

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

DY M€, OF DY ouivveiiirnsiieiieineiessriiiiesiessssnresensessrnnsresnseeesnsssrasraninsessnnsnnns .» Student Embalmer No. ...................

working under my personal supervision.

R 41T = 11 O OSSP
Signature of Student Embalmer

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.




