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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

58-035012

STATE FILE NUMBER

| SEP 22 195B0uuonen o

ict Na,

317

1. PLACE QF DEATH 2. USUAL RESIDERCE (Where deceased lived. If institution: Re;:'dgncg ’fora
. . T b. COUNTY admissjon
s. 300 COUNTY g4, Louis o STATE Migsouri
- 1-57 . C(I]TY (Hf outside corporate limits, give TOWNSHIP only) Inside Limits €. CIOTRY Insifle Limits
R
| row Richmond Heights You g Ne [ tom  St. Louls Yosgg] Mol
. FgLé. NAMEOOF {If NOT in hospital, give locotion) | Length of stoy in 1b d. S-E)RI')EEES (If outside, give location) Reside on Farm
HOSPITAL OR Al
insTiTUTion ot Mary Hospital Q/f?g 4142 Maryland Yes [ No [
3. NAME OF DECEASED First Middla 7 g 4. DATE Month Day Year
{Type or print} OF
Daniel E. lazear DEATH  Sept, 8, 1958
5. SEX 6. COLOR OR RACE T-MA,,RlEl@fEVER Marrigb[ ] 8. DATE OF BIRTH 9. AGE {In yuors [IF UNDER 1 YEAR] IF UNDER 24 HRS.
Iggt birthday) | Months | Days Houwrs Min.
Male White wooweo[]' _owonceol|June 2251884 ¢\ l
10s. USUAL OCCUPATION {Give kind of wark dena | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN QF WHAT COUNTRY?
dqf‘ng msko! rhigg life, even if retirad) INDUSTRY
Tusk dr ver “Teu e.‘(xwg.‘Month mexry City U.B.A.

ctor, coronar, etc. must use only stendord nomenclature in item 18, Mo symptoms will be listed.

All disecses in Port | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

13a. FATHER'S NAME

Elbert C. Lazear

13b. MOTHER*S MAIDEN NMk

Katherire Butler

14. NAME OF HUSBAND OR WIFE

Julis -

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yas, or unknqwn)| (I yes, gi or or dates of service}
Jife) None

16. SOCIAL SECURITY NO.| 17. INFORMANT

489 22 0638

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter enly one cause per line for (o), (b}, and {c).)

P N — ey

Julia Isgear 4142 Marylamd St mt_mg_
INTERVAL BETWEEN

Address

\ ONSET AND DEATH

o/

Ruk Hurisd [Sept,l1,1958

Conditions, if any, DUE fo (b}
which gove risse 1o
obove couss (o), } yé.o/
stating the wnder
g lying couse lass. DUE TO (<)
E PART {l. OTHER SIGNIFICANT QONDITIONS CONTRIBUTING TO DEATH put not related to the terminal disacse condition given in PART I () 19. gégpggﬁgg;{
E YEs[] NO[H 2.
2| 200, ACCIDENT SUNCIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Ii of i‘l_!nit 13.)
8 O O O , '
;’ 20¢. TIME OF Hour Month, Day, Year
a INJURY a.m.
3 p.m. -
20d. INJURY OCCURRED e. PLACE OF INJURY {e.g., inor cboyt home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, sireet, office bidg., etc.)
WORK AT WORK /
21. | ottended the deceased from : /?Nm _%L and last W"’t:n alive an Cf___, = W
Death occurred of 2 P. M- m on the dite stoted above; and to the bast of my knowledge, from the couses stated.
22a. gu%l {Degroe or title . | 22b. ADDRESS 22c. DATE SIGNED
3. BURIAL, CREMRTION, | 236, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOEATION (City, town, or county} (State}

Mt, Olive Cemetery

lemay, Missouril

GafoEeiaEten torkparies

DDRESS

25. DATE RECD. BY LOCAL REG.

9-9-58

g8, Mo,

26. REGISTRAR'S SIGNATUR

0

{Li d Embelmer's § on Revarse 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 M, OF DY ceieieiieiiiiiieiiiiiieie et eicessnesaiaraeim s aserartnsatesitranstrrsentsnsnansanas «» Student Embalmer No. .......ccoenvvnnne

working under my personal supervision.

. 7/ 7 L
SEUDENL vvvvviecrireeicirirrerirnr e reesseereraraanenerraees Signed %}1"4 ...... 6 WAL g 7 e B s T
_ I/

Signature of Student Embalmer
Licensed Embalmer No.. /.2 7. /L. .~7..

P. O. Address 2§/ /ﬂ ............ Z

_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 stated above. - . . .

am r - ' -
L] - L -



