. Health,

& Weltare

. Public

h Service

5. 300
. 1-57

o symptoms will be listed.

elC. musl use only standard nomanc ature 1n 1tam

All dissanes in Part | must be cousally related.

cror, coroner,

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

istration District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No. )

0303. ...

§ ATE FILE NUMBE

8208

Registrar’s NA 28NS Y

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resjdqncg before
. COUNTY o. STATE b. COUNTY admi 354
° I1linois San
b. CITY (If outside corporate limits, give TOWNSHIP only) tngide Limits c. CITY Inside Limits
OR Yes (] Ne [ ORr 5/( ‘2—0 Yes[H No{]
TOWN St. Louis, Missouri o Sprinegfield x
¢. FULL NAME OF (If NOT in hospital, give location) | Length of stoy in 1b d. STI'QEE'gs (If outside, give lecation) Reside on Farm
HOSPITAL OR ‘3 ADDRE
0Y h&iistion BARNES HOSPIT Al 0 3. 1831 Holmes Street,, | YU N&
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{(Type or print) OF
Darwin C. Day DEATH B - 22 - &8
5. SEX O 6. COLOR OR RACE| 7. MARRIEDﬁNEVER MAERIEDD 8. DATE OF BIRTH 9, AE.Er E[,:';;:;,) l;::ﬁen;;lim Izcl::ilDER 2:“2?5.
Ma White wooweo[] | eworceo[| May 25, 1903 I ]
10a. USWAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote ar country) 12. CITIZEN OF WHAT COUNTRY?
during mos of working lite, aven if retired) INDUSTRY
Insurance Agent Insurance Springfield, T | 1 _U.SA., 0000
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. HAME OF H.USBANQ OR WIFE
Unknown Day Unavailable o
T Cd
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, unkngwn)| {1 iyw war or dotes of sarvice}
-s 'Nér 13 WS | ,Nﬂ. ar or 'ap OF Sarvics U

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (¢).)

Mary D 4

Death occur‘r!_t_f\gl

PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) Congestive Heart Failure MoS.
Condltiony, if any, DUE TO (b Eheumatic Heart Disease yaars
which gove rise to }
above couss {a),
tating th dur-
g l‘yrngn'cw.lowl‘n::. DUE TO (c) ‘f/ é X
= PART tl. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relgted to the terminol dizeass condition given in PART | {a) 19. WAS AUTOPSY
hi PERFORMED?
Z YESf NO[]
% | 200. ACCIDENT SUICIDE HOMICIDE 2b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART_ | or PART Il of item {8.)
W
8 o O O
3| 20c. TIME OF Howr Menth, Day, Year
a INJURY  o.m.
B3 p.m.
20d. INJURY OCCURRED 20«. PLACE OF INJURY (e.g., inor chouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, foctory, straet, office bidp., etc.) .
WORK AT WORK
21. | attended the deceased from ) ond last mw: alive on R/QQ/E:R

m on the dats stated above; and to the best of my knowledpe, from rhe cuuns stated.

M.DJ

2 4SRRNES HOSPITAL

22c. DATE SIGNED

8/23/58

3. BURIAL, CREMATION,
EMOV AL (Specify)

23b. DATE

220. RE [} ‘!Deguc or tile)
e M % -
et

23c. NAME OF CEMETERY OR CREMATORY

23d. LOCATION (Clty, town, or county)

{Stote)

emova 8-22-58 Lacal Snrin
24. FUNERAL DIRECTOR ADDRESS 25 DA‘TE RECD. %gw REG.
Albert H. Hoppe, L700 Washington Blwd., 382

25 REGISTRAR'S SIGNA E

{Licensed Embolmer’'s Stotement on Rrutn Side)




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, 0t by i, teteenenseetavessverrenssbesases rantiaruanbaRaraanaetna ., Student Embalmer No, ......ccovvnveuene

working under my personal supervision.

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

Signature of Student Embalmer

Llcensed Embal

E P. 0 -Address,

Note: The above MUST BE S[GNED BY THE LICENSED EMBALMER in his OWN HAND
to comply with the above constitutes grounds for revocation of license).
. °  If embalmed by a STUDENT, he also shall sign in his OWN handwriting. - -
If this body is not embalmed, fact should be so stated above.




