; Health, THE DIVISION OF HEALTH OF MISSOURI 58_031871

& Welfare STANDARD. CERTIFICATE OF DEATH STATE FILE NUMBER
. Public
h snvie- t” E SE P 2 2 1gssmmranan Districy No. 42 Primary Registratien District No, 1000 Registrar's No.._--_____._g__s_é__....
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residencs b;lu .
. a. COUNTY a. STATE . . b COUN o '“'°“’/r
s 300 Buchanan Misaouri Yuchanan
- 1-57 b. CBTR:( (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTRY oll 7 inside Limits
n
romSt. Joseph Yes §el e [ Tom St. Joseph 2 Yosgel NolJ
e FgLFI’-I NA{A%OF {If NOT in hospital, give location) | Length of stay in 1b d. 'STREREET [If outside, give location) Roside on Form
HOSPITAL O : ] ADD .
|N$T|TUT|othate Hospltal # 2 28 yrs. 51650 Frederick Ave, Yer [] N°§
3. PfrAME OF DE;:EASED First Middle ¢ Laost 4. DATE Month Day Year
{Type or print . OF
) f ~ oeatH Septemder 16,1958
5. SEX .| & COLOR OR RACE ?'MARRIEQE ever marrieo["] 8. DATE OF BIRTH 9. AGE' S.,,'::G,; ::J:;?.ER;:,E,AR ':,E:DER 2:‘_:‘!5.
. irthday’ in,
Female Whitel voowes[] oivoreen[]| Unlknown 63 i I
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR ) 11. BIRTHPLACE (City ond state or cowntry} 12. CITIZEN OF WHAT COUNTRY?
durin, 2t of working lify, evan if retired) IKDUSTRY
ousewlfe own home IInknown U.S. A,
130 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSEAHD OR WIFE
W. G . Best Unknown Jd. C. Smith
15. WAS DECEASED EVER I[N U, S, ARMED FORCES? 16, SOCIAL SECURITY NG, 17. INFORMANT Address
{Yus, no, or un!lmwn)l {If yas, glve wor or dates of service)
no nonp Qtmtn an itoal A 2 St Jnconh Mo
18. CAUSE OF DEATH (Enter only one cause per lina for (a}, {b), and (c}.) 4y INTERVAL BETWEEN
PART {. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (o) Coardiase Fajlure

General Paralysis of the Insane

1ddan

1
o eIt

above cavse (o),
stating the under-
1ying couse laat.

Conditions, if eny, } DUE TO (b)

which gove rise 1o
DUE T0 (c) OZS X

. PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ta the terminal disease condition glven in PART | {a) 19. WAS AUTOPSY

3 PERFORMED? |
< . ves[] Nol] <L
- 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)

nly siondard nomenclature i Hem 18. No symptoms will be listed.

MEDICAL CERTIFICATION

<e USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

3 o O O
g 0c. TIME OF Hour Month, Day, Year
2 INJURY a.m.
: pn
E 20d. INJURY OCCURRED Me. PLACE OF INJURY {4.9., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
i WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)
5 WORK AT WORK
1 E 21. | attended the deceased frem be pt 16 l 95 8'0 a t - l 6 586 last sow :l';‘ alive on
g Death occurred at f-', Qn D m on the dote stated ubove, ond to the bast of my kl\ewlpdgn, from the couses stoted.
- &'\ GNATURE {Degres or title) 22b. ADDRESS 725, DATE SIGNED
s\ o # Joseph, Mo
=Q é@’% > & : State Hospt. # 2 0/16/58
Q; 230. BURIAL, CREMATION, | 23%. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, ot county) {State)
REMOVAL {Specily) . .
: Gept. 17,58 : Flint Michigan
} k DlRECTOé' 2 : / ADDRESS - 25 DATE RECD, 8Y LOCAL REG. 25. REGISTRAR'S SIGNATURE
S JZE&:LQZE:&LﬂEé!!é&!ZL__
4 0. Zepl/2./958 |

‘s § on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

DY TE, O BY oottt s e veee v e neseeraenaarenaa s et besaaranasaaan .» Student Embalmer No, .........ccovnenens

working under my personal supervision.

Student : - Signed ..... Z%@M ..... e

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

Signature of Student Embalmer

. t - . : €

s

Noté: 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 stated above.

. t .



