olti!,
elfore
biie
rvice

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

..oe e Primary Registration Distri

58-041613

STATE FILE NUMBER

1003 e Nima_g,

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Relldanco befnr.
. COUNT ' STATE b. COUNTY insion)
a. COUNTY Vo, St. L {1
b. CITY {If sutside corparate limits, give TOWNSHIP only} Inside Limits e CITY Lfé o, Inside Limifs
OR Yes [ No [J OR Yes ] N [l
Towy ST .LOULS, MISSOURI o _TOWN Clayton fa) ot o
FngL-] NA{:!%OF (If NOT in hospital, give location) | Length of stay in 1b i.lI'JRDEEEES (If outside, give location) Reside on Farm
HOSPITAL OR
0//- insiruTion BARNES HOSPITAL 7 57 Crestwood Pr Yo [] No [
3 NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar
{Typs or print) QP
CHARLES S. GLAZER DEATH NOVEMBER 3, 1958
5. S5EX ¢ 6. COLOR OR RACE| 7. uARRrEDE])’uEven MARRIED[ ] 8. DATE OF BIRTH 9. AEE' Ei,:';;:;; 'x’:ﬁ“;::‘m lz:ul:laen 2:‘:115.
Male v, wooweo[]  owvorceo[d| 2 /9/1907 # I
10a. USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
duK most of working life, even if retired) INDUSTRY i
torney Princeton, Ky. ‘ U.S.A.
130. FATHER'S NAME 13b. MOTHER*'S MAIDEN NAME 14, NAME OF H’USBAND. OR WIFE
Louis (lazer Ray Morris Rag lMorris
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCHAL SECURITY NO.{ 17. INFORMANT Address

{Yes, no, or unknawn)| {If yeas, give wor or dares of service)

MEDICAL CERTIFICATION

Louige Youns. Washinston D.C,

na - -

18. CAUSE OF DEATH (Enter only one cause per line for {a}, {b), ond (c).} INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (c) m: u IIE M!mmmm I]!E MQH—.—

Conditions, if any, DUE TO {b) ARIIERIOSCIEROSIS YEARS

which gove rise to }

above cause (o),

i h. der-
ying _covse lasr. ?  DUE TO (c) Y201
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART | {9} 19. WAS AGUJN?ES;
, YES NO []

200. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)

o o O
2. TIME OF .Hour Month, Day, Year

INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 + farm, factory, street, office bldg., etc.} .
WORK AT WORK / .
21. !E!! . ! : 19 @ and last saw ll:l.; alive on NOV 3 9 1958

| attended the deceased from 1 , to
Death eccurred at

m on the date stoted above; and to the best of my knowledge, from the causes stated.

220. SIGNAT) t (Dpgrop or title)
it B

2 HWARNES HOSPITAL

22c. PATE SIGNED

11/4/58

230. BURIAL, CREMATION, | 23b. DATE '23d. LOCATION (City, 1own, or county) {S10te)
REMOVAL (Specify)
remova 11 /6758 Mt [ Sinai Cemetery St, Iouisg Co M_o .

23¢. NAME DFAEMETERY OR CREMATCRY

24. FUNERAL DIRECTOR

Hayer 4356 Lind.ell Blva, S5¢, Iouis

ADDRESS

Mo,

25. DATE RECD. BY LOCAL REG.

g | Y

Ho g

{Llcsnsed Embalmar’'s Statement on Reverae Side)

26. REGISTRAR'S SIGNAT)




, STATEMENT BY LICENSED EMBALMER
1 1

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

BY M@, OF DY oiieniniieiinis e eanierasescrsassrnsrarsrrsstssssassnssenssrasrnstnsasssennsssssenss

working under my personal supervision.
! .

Student cvieiicieiiiccrerrc e s s ne e
Signature of Student Embalmer

L i

|
" T ! Lu:ensed Embalmer No#?7¢ |
Tirr Tees s AT B ’ P. O. Address, (é(f‘ 4@4% %4

" Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR[TING {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.
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