eclth,
Welfare
ublic
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FILED MAY 8 1955

Registration District No.

THE D§VISION OF HEALTH OF MISSOURI

STANDAR?igFICATE OF DEATH.

Primary Registration District N

1003

58—-015946

STATE FILE NUMBE

—— Reg_is!rur':ﬁ.__@\@aﬁ__

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers doteased lived. [F institution: Residence before
a. COUNTY o STATE Miggouri b COUNTY St FrafidsTs s
b. CgRY {If outside corporate limits, giva TOWNSHIP only) Inside Limits c. CIOTRY Inside Ljmits /t)
TOWN St.Llouis Yes -] M 1o  Borme Terre Yes [ Ao
FgLL NAME OF (If NOT in hospital, give locatien} | Length of stay in 1b d. STRERE'gs {If outside, give location} Reside on Farm
HOSPITA ADDRE
/ Z nanrorMissouri Baptist Hospjitel Route 2 Yos (Y Mo (J
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
(Type or print) QF
Dellas Sylvadore House DEATH  April 20, 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE 0 FUNDER 1 YEAR| IF_ UNDER 24 HRS.
0 MABRlEDDNEVER“ARRIEDD ] L':'z::;; Manths | Doys Hours I Min.
Male ¥hite wioowecX] /) oivorceo[] April 3, 18811 ?h

t0s. USUAL OCCUPATION (Give kind of work done

duriuamihui wrkinwgle“mmd,

10b. KIND OF BUSINESS OR

DUSTRY
Newspaper

11. BIRTHPLACE (City and stats or cou

Belgrade Mo

]

12. CITIZEN OF WHAT COUNTRY?

U,S,

13a. FATHER'S NAME

Austin Housey

13b. MOTHER'S MAIDEN NAME

4. NAME OF HJJéBAND OR WIFE

Elzz Jane Butts

Martha Ellen House

W0 FORCES?

15, WAS DT:E SRD EVER IN U, 5.
(Yasu, rjul )l(H yus, gfive v dates of service)
00k e

L97-16-6975

16. SOCIAL SECURITY NO.

17. INFORMANT

Address

Mrs.William Koppel, - Rt+2,Bonne Terre,Mo.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIRICATI

All disecses in Port | must be causally reloted,

a rise to
ovse (o),
g cavse lcs!:

DUE TO (b) .| %_bﬁ._&

e ? hrormbos/s ”RT cArc/id ARl

e only ane ceuse per line fer (a), (b}, and (c).)
5 CAUSED BY
Dl? E CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

‘Cere bro-vASc « /AR e
hermorrhmee  RT nSm A R

{ N

lé'f Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralatad to the terminal disaase condition given in PART I (a)

19. WAS AUTOPSY

i 3 3 PERFORMED?
X YES NO []
3o ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noturs of injury in PART | or PART IV of item 18.}
(] ] O
20¢. TIME OF .Hour Month, Day, Year
INJURY o.m. '
p-m. .
20d. INJURY OCCURRED.+ - |+20e. PLACE OF 'INJURY (e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
wHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)

WORK AT WORK

23a. BURLAL, CREMATION,

21. | attended the deceased from
Death occurred at

8
L] »
Y- g FE- 2 O Fdandlast 'suwti':‘ alive on ﬁg [} a [+) b—.d
Q-‘-’—‘P m on'the date atated above; and to the best of my knowledge, from the couses”stated.

}a. SIGNATURE

gree or title}

O o,

22b. ADDRESS,

S Loy, & 70

22c. DATE SIGNE|
oL / 23

23b. DATE

iEH.OV A%i.d fy)

4-21-58

23c. NAME O

METERY OR CREMATORY

St.Francois Mem. Park

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

"{Srate)

/'y

Bonne “erre,Mo.,

24, FUNERAL DIRECTOR

Albert H.Hoppe, L4700 Washington Blvd.

ADDRESS

25 DATE RECD. BY LOCAL REG. | 2

APR-23 58

{Licensed Embalmer’s Stotement on Reverse Sde)

RAR"S S)GNATURE



CIeanaT o8 e

-
R RIS H o . 2L Culd
. Soa3 7 Lragler o Fuide- D onae®
R R LR Lone . ~ronsle s 20!
v drfy T L T L AL
. a AR LA A RS DA b A Y0 o T s INLED
facs oIl arges e .~ I yaroll il
B T i LA O 1 L T L 2y o

STATEMENT BY LICENSED EMBALMER

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

BY MeE, O BY oo re s v tnarer e revar e eeesnens » Student Embalmer No. ool

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No. 17/;118 .....
P.O. Address..,dalﬁfw /4

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above const1tutes grounds for revocatxon of llcense)

If efibalm'@d by & SETUDENT, he also’shat!"sign in‘hi$ OWN h handwntmg L L2 emp
If this body is not embalmed, fact should be so stated above. o
P . LTt a0 o -

B S SR I e s




