eltre STANDARD CERTIFICAT

*ublic

E OF DEATH

w1 THEOVsWOFREALTHOFMISOURI o A\ x ey
e D8=04255

STATE FILE NUMBER ‘

Service l-”_E N OV 1 8 lgs‘aggisrrmion_ Q_ism'c! Na, 3 17 Primory Rggvislraiif:p Disrric_l_hh.,,_:_r_-_ﬂ.j_-_____.._.... Rngistmt's_N&._..__Q,.._a.’..d'__ _7/

1. PLACE OF DEATH 2. USUAL RESIDENCE ({Where deceased lived. If i siiiurion:ﬁesidqnc_e before
300 o COUNEY C@m . Tours o STATE Mn b. COUNTY S Q"UTS’
| 57 . . " = — T T
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits ¢c. CITY Inside Limits
OR OR i
-, TOWN CLayTon Yes A No [] o AFFTON Z,Zc? e Yes[] Noﬁ
c. FgLi!; NAME OF (If NOT in hospital, give locarion) | Length of stay in 1b d. STREET 9 28 (Hou!side, give location) Reside on Farm
H
SeE CounTy HospITAL T 9428 ALPINE g w1
| |
3. (NTAME OF DECEASED First Middle Lost 4. DATE Manth Day Year
ype or print) OF
OLrvER J PATTERSON veatn Now 7 18958
5. SEX 6- COLOROR RACEL 7., 0 c\co il ever marmien[]| & DATE OF BIRTH 9. AGE fn years £ UNDER ;:EAR LF_UNDER 74 HRS,
MALE WHITE wiooweo[]  f pivorcen[] MarcyH 8_, 1904 | Sigsrie l Y I )
100, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state ar country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, sven if retired) INDUSTRY
TAVERN OWNER Serl - enploned Sr. Lovis, Mo, ¢ USA
130. FATHER'S NAME 13b. MOTHERYS MAIBEN NAME 14. NAME OF HUSBAND OR WIFE
JoaN E PATTERSON OLivE BoBERTSON MNADELINE
15. WAS DECEASED EVER IN L. §. ARMED FORCES? 16. SOCIAL SECURITY HO.[ 17. INFORMANT Address

e g ven e wm s lweicd | 489033226  MaprrLink Parrerson 9428 ALpInE

18. CAUSE OF DEATH (Enter only one couse per line for (a}, {b), and [(¢}.)
PART k. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a) Suicldal laceration of neck

INTERVAL BETWEEN
ONSET AND DEATH

which gove rise to
above cavse {a),
stating the under-

Conditiens, if ony, } DUE TO (b}

777Xx

lying cause last, DUE TO (e}
. PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not telated te the termimal dissass condition glven in PART | {a) 19. WAS AUTOPSY
- PERFORMED?
YES[] MO

200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART I or PART Il of item 18.}

. = R Self inflicted rezor wounds of wrists and neck

20c. TIME OF Hour Month, Day, Yeg

MEDICAL CERTIFICATION

J“ﬁggg?m@*elv/7/5
20d. INJURY OCCURRED ¥ e, f’LACfE OF INJURY (e.g., inor ubourh:;ma,
| T t 11 i ., efc.

MR AT SO | EEEREH "% o

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Affton

26 CITY, TOWN, OR LOCATION COUNTY STATE

S3t. Louls Mo.

" her ..
and last 3aw o alive on

All diseases in Part | must be cuu-sally related.

21. | attended the deceased from . o
Death occurred ot m on the dote stated above; and to the best of my knowledga, from the causes stated.
{Dogreg or title 22b. ADDRESS 22¢. DATE SIGNED
g »/ Coroner | Clayton, Mo, 11/12/58
230. BURIAL, CREM ;| Z3b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {Srate)

BURTZY

11/10/1958 Suwnser Burrar Parx Arrron, Mo.

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

J L Z1EGENHEIN & Sons 7027 GRAVOIS /(-/0-5¥ | Mo ded /7. Lmnk 5

(Licensed Embalmer's Statement on Reverae Side) ﬁ




STATEMENT BY LICENSED EMBALMER ~_

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

DY ME, OF BY coeerrnrieneiinini it e e ., Student Embalmer No. ...............eee.

working under my personal supervision.

. Student Signed {@‘% ............................................. '

........................................................

Signatu;e of Student Embalmer

Licensed Embalmer No.T ... eeeniee

P. O. Acldress79 :’17/%%3

.................................

. . .

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). R

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. ..




