Health,

L Welfare

Public

Service

All diseases in Part | must be cousally related.
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THE DIVISION OF HEALTH OF MISSOURI i)
STANDARD CERTIFICATE OF DEATH %%E FE%*EE? 45

..Primary Ragistration Dinricﬁgos.----m_m-—u Reni-"a'ﬂg-%ﬁ-@’m

4

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bffore
a. COUNTY a, STATE M b. COUNTY admissjgn)
Oe
. CITY {ll outside corporate limits, give TOWNSHIP only) nside Limits < CBTRY Inside Limits
Tom __ St.Louis Yes i Mo L) TOWN St,Louis Yoof) N D
c. Fng}; NAM%OF {H NOT in hospital, give location) | Length ¢f stay in 1b d. 5TREET {lf ourside, give lacation) Reside on Farm
HOSPITAL OR 4 ADDRESS !
0/ istitumion  4L96 Maryland Avel 30=yrs. 4/ @24 L4196 Marvland Ave. Yes [ Na [
ra
3. MAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print} OF
Mattie Headson peath 0cte9,1958:
5. SEX 6. COLOR OR RACE| 7. MARRIED[ JNEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE (In years F UNDER | YEAR| IF UNDER 24 HRS.
- s? birthday) [ Months | Days Hours Min,
F. / W, woowes k) 1 oivorceo[]| Septe«29,1867 9 | I
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
i F king life, if ired, INDUSTRY
Atr rﬁmull of working life, aven if retired) La.fayette ,Ind. / U’S .

132. FATHER'S NAME

James E.Hannegan

13b. MOTHER'S MAIDEN NAME

Alice McEniry

14. NAME OF HUSBAND OR WIFE

Henry Headson

(Yas, no, ﬁwkmwn}

15. WAS DECEASED EVER IN U. §. ARMED FORCES?
{If yos, give war or dates of servics)

16, SOCIAL SECURITY KO.{ 17. INFORMANT
none

Address

Mrs.Margaret Becker,ll;33 0ld Florissant Rd.

18. CAUSE OF DEATH
PART L.

DEATI\S WAS CAUSED BY:

IMMEDIATE CAUSE (2} _____

Enter only one couse per line fof fo!, (b}, ond {c).)CADCE

INTERYAL BETWEEN
ONSET AND DEATH

/%

v

L.

v
Conditions, if any, DUE TO (b) v > u i
which gave riss to C) <
above couse (a}, } @QA“
stating the unders
z Iying cause last. }  DUE TO (c} L"ﬂ(\) /S %L y
- PART Il. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH b¥% not rs t& the terminal dlaeass conditlon glven in PART | (a} 19. WAS AUTOPSY
B - .5-,3 PERFORMED?
g ‘O YES(] NO
% | 20, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | o« PART Il of itam 18.} "
= .
8 o o O
§ 20c. TIME OF Hour Month, Day, Yeor
2 INJURY  a.m.
x p-m. -
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome, ! 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE‘D farm, .ctory, strest, office bidg., e1c.}
WORK AT WORK s i

Death o

21. | attended the deceased from

d ot

1 0 L . e, |
BT =5 7.

P4 R U
; ( and last saw tl':‘ alive on @-J_k ,/ -

U

[2) :30 &M ¢ on the date stated above; and to the best of my knowladge, from the covses stated.

Tho s ee or title) ()7’ aDe C

S0 WA

| 22¢c. DATE SIGNEDr_r.—
FO=9=57

220. SIGNATURE
/

23b. DATE

'
Oct,.11,1958

73c. NAME OF CEMETERY OR CREMATORY

Calvary Cemetery

23d.

LOCATION {City, town, o county)

St,Louis ,Missourl

(State)

ADDRESS

38440 Lindell Blvd/

25, DATE RECD. BY LOCAL REG.

0CT 1 058

26- REGISTRAR'S SIBNATURE

&

»P

{Licenssd Embalmer’s Stotemant on Raverss Side)

v
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STATEMENT BY LICENSED EMBALMER

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

DY M, OF BY iriiiiiiirrres et et i it ie s s e ee et s st aas , Student Embalmer No. ...................

working under my personal supervision.

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constituies grounds for.revocation of license). SRTS - e

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.




