THE DIVISION OF HEALTH OF MISSOURI 58
Heglth, ...:i!ii'._.'_ _; ; .-
L Walire } / J STANDARD CERTIFICATE OF DEATH SATE ,:,1_9;4%35"5 """""""""""
Publie
Sarvice I :! J 1imi:lrmion District No. 3 / /7 Primary Raqiuruﬁop District NU_I#X/ ...... - Regisfrur'; No__/fgd.
r37m! 1. PLAgE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bekire
3 . COUNTY . STATE b. COUNT, agmissic
° uis : Mo, a8t Louts s
1-57 . CITY (IF outside corporate limirs, give TOWNSHIP only} | nside Limits c cger Inside Limits
Tow_Webster Groves Yes (I ne [ Tom Webster Groves/o Yes[{ Mo ]
c. :g!s.#l;«ml):ﬂ%gf: {IF NOT in hospital, give location) | Length of stay in Ib d. S'I'REETS {If outside, give location) Reside on Farm
Al ADDRES!
INSTITUTION At home 131 Plant Ave. Yes [ No[X
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year
{Type or print) OF
KENNETH J, MAXWELL oeaTH July 7, 1958
5. SEX - 0 6. COLOR OR RACE| 7. MARR]EQK] *vsn MARRIED[ ] B. DATE OF BIRTH 9. AGE (in years [FUNDER 1 YEAR] IF UNDER 24 HRS.
birthday) | Months | Days Hours Min.
M W wipowen[) ovorceoJ[Qet, 30, 1891 6‘7 l
10a. USUAL OCCUPATION (Give kind of wark done [ 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or couniry) 0 12. CITIZEN OF WHAT COUNTRY?
during mogt of ing lifp, sven if retired) INDUSTRY
Hotel Cierk Clayton Inn St. Louis, Mo. USA

13a. FATHER'S NAME

Joseph A. Maxwell

135, MOTHER'S MAIDEN NAME

FPannlie Kennedy

14. NAME OF HUSBAND OR WIFE

Allettia Maxwell

BEATEN 10, Mo sypioms wili De l15Ted.

w
2 § 15- WAS DECEASED EVER IN U. 5. ARMED FORCES? 1. SOCIAL SECURITY NO.| 17. INFORMANT Address
= (Yes, or unknawn)| (If yes, give war or dotes of sarvice)
g o e Wi Mrs., Wm. A, Nicholson, 154 S, Maple
o 18. CAUSE OF DEATH {Enter only one cause per line for {a), (b}, and (c}.} INTERVAL BETWEEN
w PART k. DEATH WAS CAUSED BY: @ . M ONSET ANOLDEATH
w IMMEDIATE CAUSE (a) M @v‘«q_ﬁ"z . P o
g 7 f
g_" Conditions, if any, DUE TO (b} 8
'>: w:\nlch gave I‘ll: ')ﬂ
abav a),
" o oo 2of
8 % tying couse last. DUE TQ (<)
- =N = PART I1. OTHER S$SIGNIFICANT CONDITIONS CONTRIBUTIRG TO DEATH but not rel to the terminal disegse condifion given In PART | (a) 19. WAS AUTOPSY
T i« . PE RMED?
5 afle o/ = (2 /
2 & { ( ves (Xl ~no[]
- x 2| 20, ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART I or PART [l of item 18.)
= Zfu
] M o O O
S <WSI c. TMEOF How Month, Day, Yeor
o @pa INJURY a.m.
‘g : X p.m.
E % 20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.q.. inoraboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w wHILE ATD NOT WHILE O farm, .ctory, street, office bldg., erc.)
R WORK AT WORK
E 21. | atrended the deceased from lll # # 5 B , 1o ‘,'/7 / 5 g and lost saw hl ilml alive on 7 /S-‘_/G V
t Death,eccurred ot 3' 340 _P M m on the date stated above; and to the best of my knowledge, from the couses stated.
E'g 22a. SIGN&‘E“Q {Dagrea or title) 0 22b, ADD, 22c. DATE SIGNED
k K D A 4 /e | Y/
¥ /. v /7 8/8%
23s. BURIAL, CREMATION, | I3b. DATE 23c. NAME OF CEMETERY OR CREMATORY %LDCATION (City, rown, or county) {Srote)
EMOV AL {Spegify)
Removal | 7-10-58 Bellefontaine Cem. St. Louis, Mo.

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Parker-Aldrich Webster Groves| 7 — 7- &

{Licensed Embalmer’s Statemant on Reverse Side)

26. REGJSTRAR'S SIGNATURE 0 [9
loidiot [ Kbk vy O
7 T




STATEMENT BY LICENSED EMBALMER -~

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

by Me, OF DY i e et e e e e s e e aas , Student Embalmer No. ............ccoennn

wotking under my personal supervision.

SHUAEDE civieiiiiniir e e e e e e ne e Signed
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 handwntmg;
If this body is not embalmed, fact shouid be so stated above,




