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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

AN dizeases N Fary | MUst oo Causanty reiared.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Raglsimtlon District Noo oo Q__ | __Prlmnry Registration District No. 1003 __________

FILED MAY 14 1958

58—-016197

STATE FILE NUMBER

=11 .

1. PLACE OF DEATH 2. USUAL RESIDEMCE (Whers doceased lived. If institution: Residence bgfére
a. COUNTY =~ ~ a. STATE Misaowi b. COUNTY Ud""i“yf‘
b. CITY {If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
oM St.Louis Yes K] o] 10w StlLouis Yesf) Mo ]
FULL NAME OF (If NOT in hospital, give location) | Length of stay in tb d,, STREET {If cutside, give location) Reside on Farm
[& o Wissourdi Baptist Hospital 0 {[/42 J*OPRES )71 Olive St Yos (7 Mo [X
3. NAME OF DECEASED First Middle - ’U- Last 4. DATE Month Day Year
(Type or print) Lila Mo Michael peatn  May 6, 1958
3. SEX 6. COLOR OR RACE]| 7. MARRIEDDNEVER MARmEDl:I 8. DATE OF BIRTH 9. AGE (In yeors }F UNDER i YEAR| IF UNDER 24 _Has.
Female \ White _vivoweo[X. -owvorceo[] Augus'b 30, 1885 7',2' birthday} [Meonths | Days | Heurs l Min.

100. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR

BIRTHPLACE (City and stas or country) 12. CITIZEN OF WHAT COLNTRY?

durin; t of workin aven if retired) INDUSTRY
*Housewite At Home Centralia,lll, U.S,
13a. FATHER"S NAME 13b. MOTHER®S MAIDER NAME 14, NAME OF H_USBANI? OR WIFE
W.H.Michael Elizabeth Gaston Walter
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16- SOCIAL SECURITY NO.[ 17- IRFURMAN'I: Address
{(Yus, go, or unknawn)| {(If yas, give war or dates of service)
g (e @ " : Nene W.M.Michael, Texico,Ill. .

18. CAUSE OF DEATH (Enter only one cause per line for {aj
PART |.- DEATH WAS CALUSED BY:

IMMEDIATE CAUSE (g

!

Conditiens, if any,
which gove rize to
above cauvsse (o),
stating the under-

DUE TO (b

INTERVAL BETWEEN
ONSET AND DEATH

;Gq, .

z lying couse last. DUE TO (<)

fE PART I). OTHER GNIFICANT CONDI § CONTRIBUZING TO D H but not ralatgd to the garmingldiseass condition given in PART 1 (a) % 'lphég;:kggf‘)PSY

i Q)fbo%‘—o CQ}—.:_O.,,—_,Q ves[] NoX]==—

| 20a. ACCIDENT SUICIDE HOMICIDE 20b.- DESCRIBE HOW INJURY DCCURRED. (Enter nature of injury in PART I or PART !l of item 18.) -

w

U 20c. TIME OF Hour Meonth, Day, Year

‘2 INJURY g.m.

¥ p.m. N .
20d. INJURY OCCURRED s, fLAC{E oF iNJURY(cf? ‘ mbolrabouiho)me. 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE arm, factory, street, office etc .
work L1 a7 worx U < ” C T
21. | attended the deceased from . fo ’ and last iuw}:::rjllve on L 0 \ Q ’ ‘1_LS 6

103650 am

Death occurred ot

m on the du stated cbove; and to the best of my kmwledge, fmm“he causes sfu:ocl

22b. ADDRESS

OQ}_\QS*‘ EATESGNE

LS00

220, sacgmke % Ue. or titla) O 5 E
23a. BURIAL CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY
RemsvaY"” 5-6-58 Zion Orove Cemstery

234. LOCATION (City, town, or county) {State)

Marion Co.,I)1.

24. FUNERAL DIRECTOR ADDRESS

Albert H, Hoppe,h?OO Washington Blvd.

25. DATE RECD. BY LOCAL REG.

MAY 7 58

26- REGISTRAR'S SIGHATU,

d Embolmer’
[R

(L

Sy e -

on Reverse Side)
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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, O8 BY eeeieeieeeeeeeeeeeeeseseessaseeesaaasessassneseseaeseesassnsnasssassssseessnassnareess ., Student Embalmer No. ............. s

working under my personal supervision.

Student .t s e s e s
Signature of Student Embalmer

- £l ‘,
T3 I Q e - \
- P. O. Address.d M%

|

|

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure 1
to comply with the ; above constitutes grounds for revocanon of hcense) |
If embalmad by a STUDENT he also shall sign in’ his OWN‘handwntmg |

If this body is not embalmed, fact should be §0 stated above. ‘
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