THE DIVISION OF HEALTH OF MISSOUR|

ealth,

rvice

Weltare ST, D CERTIFICATE OF DEAT w
Uch Fl LED D E C 9 195—glsrrunon District No. . ﬁg ...Primary ReglnrcnwnH&srr'icl_Pf;a.._..._._..__

58-041689

STATE FILE NUMBER

- R.gi.nm-.im ......

I3 1. PLACE OF DEATH

2. USUAL RESIDENCE (Where doceosed livad. if institution: Residengd before
b. COUNTY admigiion)

00 a. COUNITY a. STATE Ho
[ ]
-57 b. CETRY (If ousside corporate limits, give TOWNSHIP only} Inside Limits c. C:JTRY Inside Limits
Tomn ST, LOUIS Yes [] Ne [] R, S7. Lours Yas[T] Ne[]
c. FULL NAME OF (If NOT in hospital, give Iocution)!J Length of stay in 1b /éd‘ SE%%ESS {If outside, give location) Reside on Farm
HOSPITAL OR Al
0[ istiution 3194 S Compro r 3154 § COMPTON Yes[J No [
3. FITAME OF DE;‘.EASED First Middle Last 4. DATE Month Day
ype or print OF
Many HEUSOHN veath  Nov 14 1958
S. SEX i 6. COLOR OR RACE| 7. ; 8. DATE OF BIRTH 9. AGFE (1 bF UNDER 1 YEAR| IF UNDER 24 HRS.
[ MARRIEDFEVER MARR'EDD 7ulEl L:I;;:;; Months | Days Hours Min.
FEMALE WHITE wiDoweo[] mvoreeo[ ]| JEC 7_, 1890 |6 ] J
10a. USUAL OCCUPATION (Give kind of wark done | 10b. XIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, sven if retired) INDUSTRY , S
Canmr, ILLINOIS USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME I 14 NAME OF HUSBAND OR WIFE
Jacos Orro FannIE HARGRAVES | Jorwn
] A
E’ 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
a (Yas, nnNrdnhnqwn)| {}f ves, pive war or dates of servica) Jo HN HEUS OHN 31 54 S COM‘P TON
Q
™ TR s R O P ) / B
u A A
w IMMEDIATE CAUSE {a} W f-’fc ‘-’-M 444-244/ M OB Lt g o
w Conditions, If any, DUE TO (b} .
)'_. w:;ch gave (il? t)o
abave caw )
r4 uati:g r:ul:lnd:l- y} ak /
8 % Iying couse last. DUE TO (<)

. DEF PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but not related to the terminal disense condition ghven in PART I (a} 19. WAS AUTOPSY
3 Ef< PERFORMED?
< b3 o . YES[] N o HE
- % 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. ({Enter nature of injury in FART { or PART |l of item 1B.) -
= = w
: 510 O (] O
g j ; 2c. T|ME OF Heur Month, Day, Year
£ =35 NJURY  a.m.

% o] p.m,

E é 204. INJURY OCCURRED. 2e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

T w WHILE AT~ NOT WH:Lsfj “farm,  —ctory, street, offica bldg., etc.}
5 2) | work AT WORK
E 21. | attended the deceased from &E‘ %ﬂ / i ,2_22. , to Mcnd last lnwﬁ alive on _ML

H Deuth accurred ot ol 0 5T 977 mron the date stated above; ond to the best of my knowledge, from the cavses stated.
§ 22a. s/u;yﬁ / (Dagros or title) o 22b. ADDRESS 22¢c. PATE SIGNED
5
: f oo 72.0. 1820/ Brecn L e 0 Ve F

23¢. BURIAL,'CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {S10te)

REMOVAL |11/17/1958| SunsETBURTAL PARK

Arrron, Mo.

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECW i 31,5@
J L Zrecen"EIN & Sons 7027 GrurorsN

{Licensed Embalmer’s Stetement 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

by me, or by . , Student Embalmer No. ...........oveeenn

working under my personal supervision.

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hxs OWN HANDWR[TING (Failure
to comply with-the above constitutes grounds for revocation of license). .- N

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.




