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USE ONLY BLACK INK QR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

..HA8=020505

STATE FILE NUMBER
l JU N 9 lgs&gisnaﬁuq District No. 3 / 7 Primory Ra_gisirf:lianr?isfr'lcf ND-.---__--_é:_Q.Q__._..._ Registrar’s No.____l_&__@f_/ém_
1. PLACE OF DEATH 2. USUAL RESIDENCE {Whore deceased lived. If institution: R.esjda.nc_a)b;}d:e
a. COUNTY . a. STATE . b. COUNTY, oadmissio
St. Louls Migsonri St uis
b. CITRY {If autside corporats limits, give TOWNSHIP only) Inside Limits c. C:JTRY Inside Limits
towe  Ellisville [re O e o Maplewood  #5Y Y Yes[] Mol
¢. FULL.MAME OF (H NOT in hospital, give location) | Length of stay in b d. STREET {If outside, give locati@) Reside on Farm
HOSPITAL OR R 4 ADDRESS . Yes [} N
iNsTITUTIoNGlendale Shooting Club SRS . ' Bhl2-Oxford Aves es (] Nobyl
3. NAME OF DECEASED First Middle Last 4. DATE Manith Day Year
{Type or print} OF
Fran He Cole DEATH May 21st, 1958
5. SEX 0 6. COLOR OR RACE 7'MARRIEDE| NEVER MARRIED[ ] 8. DATE OF BIRTH 9. A|GE' Ei,:*z;:;; ::':I’?.ER ;:':AR I:ol::DER 2;::25.
L - N
White wioowep[) owvorcen[ ]| Nov. 2lith 1886 l
10a. USKAL CCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, sven if refired) INDUSTRY . 0
Engineer Barpes Hospe. Farmington, Mo USA
13a. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William A, Cole Gordo Dalton Julja ¥, Cole
15. WAS DECEASED EVER iN U. 5. ARMED FORCES? 16: SOCIAL SECURITY NO.| 17. INFORMANT Address
Y kg wi i r ; - .
Coepiyg rn)| B2 1 @08 0B 220212 | 188-10-5988A| Julia Fe. Cole Above

PART I.
IMMEDIATE CAUSE {a}

18. CAUSE OF DEATH (Enter only one cause per line for {a
DEATH WAS CAUSED BY

(b}, and {c).}

INTERVAL BETWEEN

ONSET AND DEATH
o .

L]
Conditions, if ony, \ DUE TQ (b) - ~{C /5 6 &
wl:Ll:h gave rls_; |)u } r ‘-(
above couss {a), 1~
fating the undar- ﬂ / f} € /
g I'yicngnncuu.uurl'u::. DUE TO (f.‘) r / * %’ / i
- PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | (a) 19. WAS AUTOPSY
3 PERFORMEDY
g ves(] nofT < .
2| 200. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter.nature of injury in PART | or PART Il of item 18.} 7
us
] O
2 U _u SHE -
U 20c. TIME OF .Howr Month, Day, Year
8 INJURY  a.m. ‘ %b ne ,
k3 p.mm.
20d. INJURY OCCURRED We. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD HOT WHILE = farm, factory, street, office bidg., etc.}
WORK AT WORK .

21. | ottended the deceased from
Death occurred at

QCﬁ a?g /756 .
4 22— ¥ M

4

d last 's.cw‘?“'i!:n-nlive on "W/'A‘M ;//1 /7§‘—J‘

ﬂé? 2/ /Fc Lo
e date ktated above; and to the best of my knowiedgdr{om the causes stoted.

WMG ;

*, (Degrea or litle

22b. ADDRE!

Pt

3720 FaoHeorglon

230, BURIAL, CREMATION, | 23b. DATE

REMOVAL (Specify} ;-26_58

24. FUNERAL DIRECTOR

JAY B, SMITH, Maplewood, Mo.

23c. NAME’OF CEMETERY OR CREMATORY

Ty
23d. LOCATIONACity, town, or county})  ~ *  {State)

Jefferson Bks., Mo,

National Cemetery

ADDRESS

25. DATE RECD. BY LOCAL REG.

5-23-5¢

{Licansed Embalmes’s Statement on Reversa Side)




f90k 73 qp

STATEMENT BY LICENSED EMBALMER ~—

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

by me, or by ..coeieeiiriieiie e, e reteaeeesensenteneatanrr s rreredsiasataansiaenane .» Student Embalmer No. ..........coceuvens

....... Lo f...

Licensed Embalmer No. lfob 3

‘ P O, Address..........coicivviiiieiirenens

StUdent .veeiiiiiiiiiirriiie i era e e er e e e Signed .,
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR]TING {Failure
to comply with the above constitutes grounds for revocation of hcense)

I[f embalmed by a STUDENT he also shall sign in his OWN handwriting. -~ = -

lf this body is not embalmed fact should be so stated above.




