Health THE DIVISION OF HEALTH OF MISSOURI 11-3
ealth, ——
L Welfare STANDARD CERTIFICATEOFDEATH TETE FIL e
P D OCT 10 E NUM§R
ublic
Service HLE Registration District No. Q -1 g?nmary Registration Dl!lrlC' No. lO----—---—----—-- Re!istmr's Ne. _Pﬁ-gﬁ----n
1. PLAgE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residen b;;fore
. COUNTY . STATE b. COUNTY o ion
> ° MISSOQURI JEFF,
=57 b. c:ng (I outsids corporate limits, give TOWNSHIP only) ~ [ nside Limits [], - a{ CITY Inside Limits
) TOW ST TL.OUIS Yes [ Mo [] P tow CRYSTAL CITY YesfE Nol]
c. Eg%Flﬂ‘rAr%’?F (1§ NOT in hospilul,'givn lotation) | Length of stay in 1b d. SB%%EETSS g outside HIVB location} Reside on Form
A
| HosPiTaL Ok ST JOHN'S HOSP) 2 o%ess 510 MISSISS Bt
: 3. NAME OF DECEASED First Middle “Lost 4. DATE Month Day Year
' {Type or print) OP o
ZING COQK CEATREPT. 29,1958
5. SEX 6. COLOR OR RACE} 7. MARNEDES‘EVER marrieo[] 8. DATE OF BIRTH 9. AEE (b]‘,:';;:;; :‘:-lnl;l'l‘)'Ei ll)::m I::::DER z;\:‘Rs.
MALE O WHITE wooweddy) 1, oivorceoIpR, 17,1898 |

All diseases in Port | must be causally related.

10a. USUAL DCCUPATION (Give kind of work done

during mast of working life, even if retired)

10b. KIND OF BUSINESS OR

1. BIRTHFLACE'(CIty and state or country)

12. CITIZEN OF WHAT COUNTRY?

15- WAS DECEASED EVER INU., S, ARMED FORC

{Yes, no, or unknawn)f (lf yas, give war or dates of servies)

INDUSTRY /
P.B.G. GO nnn'm'mwn INDIANA T.S.A
136, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
| MARGARET LOOP ETHEL
ES? 16. SOCIAL SECURITY NO.| V7. INFORMANT Addrass

\ 1: Mn
TERVAL BETWEEN

w
]
a
2
@ 18. CAUSE OF DEATH (Enter only one cause per lige for, (o), {b): and {c}.) ~
w PART i. DEATH WAS CAUSED BY: % A / ONSET AND DEATH
w IMMEDIATE CAUSE () /L M’mﬂwu/ W‘/’V‘/ Yt
: a4 T
a Condltiona, if any, DUE TO (b) j //C. oy
= which gave riss ta W3
L above cause (a), } (/
r4 stating the undaer- IZM
g é lying cause lasr. DUE TO (e) ! g“’
m I,'.'.. PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal dissase condition givan In PART | {a) 19. WAS AUTOPSY
il PERFORMED? /
Sk . vES [} NO[]
¥ =1 200. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
= ')
w BV ] O d
X BS5| 20c. TIMEOF .Houwr Month, Day, Year
] i INJURY  am.
: 3 p.m.
F3 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE.
wr WHILE ATD NDT WHILE D tarm, factory, meet office bidyg., etc)
v WORK AT WORK 4t /// ala  x2¢ P
l/ e - f e v [
21. | ottended the deceased from b //b 7 / 'A / ~v and |csl iowt alive on {/ V{ / ~ 7
Death occurred ot '1 5' m. _mon the dote stated ubova.,m to the best of my knowladge, from the causas stated.
) De, | .
22a. IGNATURE ) j‘“' title) /// ﬁ\_ O / n:,pne SIGHED
-J .- /M" /'_“-—'{J
Z30. BURIAL, CREMATION, | 23b. DATE 23e. NAME DF CEMETERY OR CREMATORY .z:u LOCATlON {City, gdwn, o couwnty) (Stote)}
REMOYAL (buily)
=T T CRYSTAT, CTTY, MO,

24. FUNERA.L DIRECTOR ADDRESS 25. DATE RECD. BY LDCA’L REG. 2 EGI AR'S SIGNATURE -
GENTRY R. POLITTE CRYSTAL CITY, Mo. OCT1 'S8 On/éz 2L, M )
’ {Li d Embaimer’s § on Reverae Side) /\
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STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY ittt iiieii i rir s rvrrascasaracarerasntasssansesastansnrnsbisaasasnannas ., Student Embalmer No. ...... reeeererenan

working under my personal supervision.

Student .ceiviiirieeiiiie i er s s saras
Signature of Student Embalmer

L Licensed Emba.honer No........ ....5%....

oe - PR P. O. Addresgkwé‘-'f--{“’ """" ‘//

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 embaiméd by @ STUDENT, he also shall sign in his OWN handwriting.” ~ "« T
If this body is not embalmed, fact should be so stated _above._
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