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+ & Wellare
$. Public
th Service

. 5. 300
v. 1-57

Doctor, coroner, otc. must use only standard nemenclature in item 18. No symptoms will be listed.

All diseqses in Part | myst ba causally reloted.

"

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBL.E

THE DIVISION OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

58-030305 .

STATE FILE NUI

ED S E P 8 1magulruhon District No. _--_-,,3 1&-------Frlmmy Registration D.;ml@03 ________________ Registrar’'a No. .~ =7 .

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Rg;|d,nc° b,fgr.
a. COUNTY S -{ . C‘ - o STATEMO. b. COUNTY ad “"/?“""
b. CITY (H outside corperate limits, give TOWNSHIP only) Inside Limits , € CIC;I;I Inside Limits
Tom S7.. Loasno Yes & Mo [1 )| QG 1oun St.Louis YesB Nol)
. FgL,L. NAM%OF (1f NOT in hospital, give location) | L.ength of stay in b 7 d.QTRERE'gs {If cutside, give location) Reside on Farm
HOSPITAL OR . ADDRE
)| instiution Fihmao Deslo q& O 3658 West Pine Blvd) YesO N
3 NTAME OF DECEASED First Middle Last 4. DATE Month Doy Year
(Type or prin) Ca t. Dorc L ecker an :
I'RE 13 v Y . /D cite L DEATH E —2 4S8
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (1 FUNDER 1 YEAR| IF UNDER 24 HRS.
0 - MARRIEDE | NEVER MARRIEDL ] O eyt e Days | Hours Al
M, W wooweo[] | owvorceo[]| Feb.22,1883 it
108, USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
duri n%ff working lils, -v-nd u!irg :L$ INDUSTRY
He a Buckland,Ohio U,Sa

13a. FATHER'S NAME
Bertram Decker

13b. MOTHER'S MAIDEN NAME

Martha Perkins

14, NAME OF HUSBAND OR WIFE

Mrs.Allice Decker

15. WAS DECEASED EYER IN V. 5. ARMED FORCES?

(Yr ng, o¢ unknqwn)l(lw ﬂ:awnwé&gn#j:«vlc-)

18. SOCIAL SECURITY NO.| 17,

INFORMANT
Mrs,Alice Deck

0

Address

PART L

18. CAUSE OF DEATH (Enter only ona causa per line for {a), (b), ond {c).}
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a}

INTERVAL BETWEEN
ONSET AND DEATH

/0 Wres.

1R .
Carctuoma of stowa o awef

Condltions, if ony, DUE TO (b)
which gave rize to
above cause (a), }
stating the under- g 9 ‘1‘ ‘Fdz"' £i
z lying couse last. DUE TO (¢}
= PART Il. OTHER SIGNIFICANT GONDITIONS CONTRIBUTING TO OEA T bt nJr.!m.d 10 the terminal disease conditlon given in PART | (o) 13 WAS AUTOPSY
< / A PERFORMED?
‘H 15 YES ] NO[ ]
% | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED., (Enter nature of injury in PART | or PART I of item 18.)
u
o c 3 0
8[ 20c. TIMEOF .How Month, Day, Yeor
a INJURY  a.m.
K3 p.-m.
204. INJURY OCCURRED 20e. rLAC{E OF iNJURY(nf? ’ lnbti&ubouthc;me, 26 CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE arm, ucmry, streat, office bldg., otc
work ) atwork [J B 21;-58
i .
21. | attanded the deceased from -4]!3{ 5"2 to z &%"E f ]!L( '2 -\SY and last Saw' tﬂ?uhu on - /_/ /ﬂ( ,j E.
Death occurred ot Pt s 4 a ) .f ,/ A od chove; and to the best of my knowledge, from the :uéu: stated.

220, SIGNATURE

John T. Dola&x« M/,% Cf? -

*""’z//fv‘% 9

ADDRES 1-‘1:-:1:%1L Deﬁfﬁé ﬁspﬂp y

22¢. QATE SIGNED

o\ N4

23a. BURIAL, CREMATION, DATE 23:- NAMEbF CEMETERY OR CREMATORY 3. LOCATION (City, to county) u (S1ote) I
Baf e, [“Aug.27,1958 | National Cemetery Jefferson Barracks,Mo.
7 J RAL OLXBCTOR ADDRESS 25 DATE RECD. BY LOCAL REG. 28. REGISTHAR S SIGNA
Azt Sflbaese OY. 38,0 Linde11 Rivd " 2658 l.& M 2w

{Lizensed Emboimer's

Side)

4




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
L)
by me, 0r by .iiiiiiiiiie s tenerreeranientaNee st tiasinabestnenneantr e ernrrrrareras .» Student Embalmer No. .........ccoveneees

working under my personal supervision.

Student oo
Signature of Student Embalmer.—

.

. : S : P. O. Address_%{ .......

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 handwriting.* ~

If this-body is not embalmed, fact should be so stat'_ed above. .

RN .o




