THE DIVISION OF HEALTH OF MIS50URI

Health,

___________ S98=-042545

;,W:Il.fqu STANDARD CERT'F'CAT! 0' DEATH / STATE FILE NUMBER
wblic
Service F”_ D N Ov 1 7 ig%ishnﬁoq District Ne. 3/7 Primary Registration DI!'"C' No. / chil"df'lN_ﬂu...._a,....'.}._’.?,.?.‘......_
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bglgr,
%0 o CONIY  Ste Louis ' o STATEMigsourd ™ UNTY ¢, Lodfd"™ /
1-57 b. ClTRY {lf outside corporate limits, give TOWNSHIP only) Inside Limits <. CgRY 5 tnside Lidits
) TOWN Clayton Yos [} No[] Town Brentwood / I 4 Yes No[]
c. r{nggI?Al’_"%OF (If NOT in hospital, give location) | Length of stay in 1b d. STREEES {[f outside, give lacation) Reside on Farm
! |Nss'rn'uﬁr|0NRCO!mty HOﬂpit&l h Hra. ADDRE 8920 Hﬂdge Ave. Yeos [_] Ne X}
|
i 3. NTAME OF DECEASED First Middle Lost 4. DATE Month Day Y eor
{Type or print) QF
ROY NMT MACE peath  Octe 28, 1958
5. SEX 6. COLOR OR RACE T'MARRJEDE] NEVER MARRIED ] 8. DATE OF BIRTH * | o AGE {tn yoors JIF UNDER 1 YEAR] IF UNDER 24 HRS.
2 8 'ast birthday) [ Months | Days Houre Min.
M O W. WIDOWED [ | / pivorcen[] -3-18 3 75

10a. USUAL OCCUPATION (Give kind of work done

iurin mea! ot worgﬂg lite_gven if retired)

10b. KIND OF BUSINESS OR

INDUSTT Hfg!

11. BIRTHPLACE {City ond state or country)

Saline Cos, Tlle /

12. CITIZEN OF WHAT COUNTRY?

UsSA

13a. FATHER'S NAME

Dr, George He Mace

13b. MOTHER'S MAIDEN NAME

Unknown Fox

14. NAME OF HUSBAND OR WIFE

Sarsh Green Mszce

All diseases in Port | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLE

15. WAS DECEASED EVER IN U. §. ARMED FQRCES? 6. SOCIAL SECURITY NO.| 17. INFORMANT Address
Y . k If . g d L i
{ nu'& or un.mwn}lt yos, give :-of or daras of service) ~n K Sarah Hace’ abwe

18. CAUSE OF DEATH (Enter only one cause per line for (a}, (b}, and {c}.)
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {q) AAndi onrt

INTERYAL BETWEEN |

m z ! 2 ONSET AND DEATH -
|

DUE.TO (b)

Conditiony, if any,

obove causs (g},

which gove rise 10
stating tha under-

7954

% lying caves last. DUE TO (c}
= PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal dissose condition given in PART | (a) 19. WAS AUTOPSY
x PERFORMEDY/ 9
T YES[] NO
=1 20. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)
w
v O o - O
3[-20¢c. TIMEOF Hour Month, Day, Year
a INJURY a.m.
H p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorobouthome,| 20i. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE ] farm, _.ctory, street, ofhce bldg., etc.)
WORK " AT WORK
21. | antended the d d from , to and last uwt alive on
* Death occurred o f . N m on the date stated above; ond to the best of my knowledge, from the causes stated.
220. SIGNATURE QW S/ | 226 ADDRESS 22¢. PATE SJGNE
. —
Herbert'H, Domke, . cal Registrar | 801 S. Brentwood, Claytoh, Mo, |///¢ /‘ 5—5;'
230. BURIAL, CREMATION, | 235, DaTE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) ASrare)
REBOV4AL (Specify)
Buri 10-31=58 Oak Hill Cemetery St, Louis Coe, Moe

24. FUNERAL DIRECTOR

JAY Bs SMITH, Maplewood, Mo.

ADDRESS

25. DATE RECD. BY LOCAL REG.

/0-30-5Y

24. REGISTRAR'S SIGNATURE

/3 Mﬁ@

{Licensed Embalmer’s Stctement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

§ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, OF BY oot e e e e e , Student Embalmer No. ...................

working under my personal supervision,

Student ...t e s s a
Signature of Student Embalmer

e . ;POAddress

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in h.lS OWN HANDWR[TING (Fallure
to comply with the above constitutes grounds. for revocation of license). e Co

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. | L.

- 3 - e e - ]




