THE DIVISION OF HEALTH OF MISSOURI

8—-026653

é‘;::.:“,. smu DARD CERTIFICATE OF DEATH ¢ o7 A e
| Service “.E.U AU G l 5 195&9.“,,non District No. .S _/_4 __________ Primary Ragum:non Dulrlc! Ne. . #d-é __________ R.gi“m,‘. Ng,‘____#___g____
5 0 1. PLACE OF DEATH 2. USUAL RESID {Where decqasad lived. |f mnuuﬂon Rgud-n:a before
.30 . COUNTY St. Clair a. STATE ssourile. COUPS Cla pewsy,
1-57 5. CITY (If oulside corporate limits, give TOWNSHIP only) | Inside Limits c CITY o9 3 ) [naide Limits
1om Roscoe Yes (] Mo [T Tom _ Roscoe 0 | YO %X
c. Eg%#l‘?:f%g': (I NOT in hospital, give locuiiu?) Length of stay in 1b d. iTD%EEE'ls'S (If ourside, give location) Reside on Form
wnspTuTion  Roscoe Township Yes [] No[]
3 FT.:’;.E:I:’?’E)CEASED Firs!. Middle Last 4., DS;E Month Doy Yeor
Harriet V. Klrgpatrlck peath July 15,1958
5. 't_\.Ex / 6. COLOR OR RACE 7‘MARR|EDD NEVER MARR:EDK] B. DATE OF BIRTH 9. A&E {In yeers ::J:ﬁsn;\'fm I:GI::DER z::‘as.
female VWhite wooweo[]  owvorceo(]] May 25,1876 §12 > [ ™
10a :Jzﬁl;l.:ic::?;‘:ﬁ: sﬁ:‘.:i.:d;',::':d:m- 10b. :(nggs?r:YBUSINESS OR 'll:{-LBIRTHPLACE {Ciry .ond ll¢|.. or coumry) 12. CITIZEN OF WHAT COUNTRY?
gom ol nna Illinois USA

130. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

Carmicell Kirkpatrick

Francig Hu

bard

15. WAS DECEASED EVER IN U, S. ARMED FORCES?
{Yes, M,Ndnllmm)J {lf yas, give wor or dotes of service)

14, SOCIAL SECURITY NO.
None

17. INFORMANT
Maude Baker,Roscoe Missan

Address

o]

-~

8. CAUSE OF DEATH (Enter only ane cuun per line for {a), (b}, ond (c).)

INTERVAL BETWEEN

wr
—
@
I
g
w PART |. DEATH WAS CAUSED B R ONSET ARD DEATH
tw IMMEDHATE CAUSE {a) Cerebral Vascular Occlusion hours
g
w Canditions, ifeny, « DUETO (b __ _Arteriosclerosis unknown
> which gave rise to
- obove tr:“- o}, }
4 tatlny under-
g 5 l‘ring ﬂ‘“ll.. lﬂ:. DUE TO (:) 33'2"x
3 =B I PART Il. OTHER SIGNIFICANT CONDLITIONS CONTRIBUTING TO DEATH but not ralated to tha tecminal dissase condition given in PART | {0} 19. WAS AUTOPSY
L b . S, . . . . . PERFORMED?
2 &):|Previous occlusion resulted in hemiplegie - senile dementia Yes[] no[@ 2
- x % | 20s. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
— = w
S wpgv | 0 0O
3 Yi=
v JRY| ¢ TIMEOF Hour Month, Day, Yeor
2 ofgs INJURY  o,m.
H »q= p.m.
E % 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g.. inor abouthame,] 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE ATD NOT WHILE D . farm, ctory, strest, office bldg., etc.}
5 2] | work AT WORK
E 2% 1 altundod the deceased from NO PIreV. t reatmen..th and last m,],: alive mdld not see pt * &11?8
g Denth occurred at 7: OO = 14 A, mon tha date stoted cbove; ond to the best of my knowledge, from the couses stated.
3 a. SIGNAJU (Dogras or title) 7} 22b. ADDRESS 27c. PATE SIGNED
= . / ,0: Osceola, Mo. 7-16-58
’ 230, BURLAL, CREMATION, D/\ T3c. NAME OF CEMETERY OR CREMATORY 234. LOCATION {Ciry, town, or county) {Stata)
o REMOVAL (Specify) . R
’ -
>l_z. erioval 17/58 Anna anna Illinois
o A ERAL mnscmn ADDRESS 25- RATE RECD, BY LOCAL REG.

sedere (Dol

;7 y /17, '

/P

BAT DS

(Licenssd Embolner’s Stat

on Raverse Side)




qeg 8834 Sh

STATEMENT BY LICENSED EMﬁALMER \
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, 0F BY .\ e e
working under my personal supervision,
Student

, Student Embalmer No. ........

Signed Q%W ................

........................................................

Signature of Student Embalmer

o]
!

Licensed Embalmer Nodovfg
to comply with the above constitutes grounds for revocation of license).

_ P. 0. Address (& 8a.0-Fn. 20

- ] L] B 1 . )

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed,. fact should be sp stated above,
. bl . -




