Heaolth,

FIED JAN 12 1959

THE DIYIS10N OF HEALTH OF MISSOUR|

58—-045661

 Welfore %,XC-lBhO9l26 STANDARD CERTIF'(AIE OF DEATH 03 STATE FILE NUMBER
Public
Service SL 18319 Registration Distriet No;______________,____q]_gujmury Registration District N"-._-l-Q nnnnnnnnnnnnn Reiisrrur's N_;-_z:-i.o:’_.zu-m
|
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bgfore
300 a. COUNTY STATE MISSOURI b. COUNTY admissic
1-57 b. CBTY (If autside corporate limits, give TOWNSHIP only) | Inside Limits c. chY Inside Limits
Town 915 N GRAND, ST LOUIS,MO. |YesKl (1 town OST. LOUIS, MO. Yos( X o[
c. _FULL NAME OF (lf NOT in hospital, give location) | Length of stay in Ib d. STREET {If cutside, give location) Roside on Farm
5"&‘;5{’.;[,“%.0?5 VETS ADM HOSPITAL | 47 DAYS 4 4PORESS 1861 S 13TH STREET Yos (] No
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y ear
i (Type or print) OF
i GUY T. FOJLER peatH DECEMBER 27, 1958
5. SEX 6. COLOR OR RACE T'MARRIEDK]NEVER marriED] ] 8. DATE OF BIRTH 9. AGE {In years IFUNDER 1 YEAR| !F UNDER 24 HRS.
MAIE o WHITE wioowen[ ] / pivorcen[] 12/11;./89 69“ birthday) [Months | Doys | Hours ] Min.
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and siate or country) 12. CITIZEN OF WHAT COUNTRY?
during mact of working life, even if r.nrnd) INDUSTRY
STREET™ CAH" OPERATO AROCK, MISSOURI o USA
13a. FATHER'S NAME T3k, MOTHER®S MAIDEN NAME 4. NAME OF H}JéaAND_ OR WIFE
JAMES T. FOJLER LETA THOMAS FRIEDA FOWLER
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, |NFORMANT Address
{(Yas, unkngwn)| {If yes, gi r dotes of service
o] ren s g doenof i) | UNKNOWN VA HOSP RECORDS 915 N GRAND ST LQUIS MO

isaases in Part | must be cousally related.’

PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH {Enter only one cause per line for {a), (b), ond (¢).)

MULTIPLE CEREBRAL THRGMBOSES

INTERVAL BETWEEN |

" SRS ™

24 FUNERAL DIRECTOR ADDRESS

Mo

25. DATE RECD BY LOCAL REG,
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& Conditions, if any, DUE TO (b} CEREBRAL ARTERIOSCLER(SIS UNKNOWN
t w:‘::h gave rise to
(a},
z pro P 14 332%
8 é lying couse last. DUE TO {c}
g E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to the terminal dissass conditian given in PART | (a) 1% g‘AS Aé.ITOgSY
' ERFORM|
h .

1 YES[] NO
>Z‘ % | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {(Enter nature of injury in PART | or PART Il of item 18.)
-— w
v ¥ ] O {]
SHS| <. TIMEOF .How :Month, Day, Year
@ 3 INJURY oum.
: E p.m. .
% 204, INJURY OCCUHRED 200. PLACE OF INJURY {0.g., inor about home,| 204, CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE AT EIO II_E farm, factory, street, oifice bldg., etc.)
9 WORK . .

2 Hof‘\%ed the decoased from 11—1&‘58 , o and last Eu\'\v{%u!iva on 12/27/58

Death occurred at 5 :15 P-M. m on the date stated above; ond to the best of my knowledge, from the couses stated.
220, SIGNATURE (Degres or title) o 22b. ADDRESS 22c. PATE SIGNED
S - ODIGA M.D. VAH, ST. 1OUIS, MO. 12/27/58
23a. BURIAL , CREMATION, ;235. '-DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, or county) {Stute)
EMOVY AL (Seqsify) .
emovs, 12/30/58 Park Lawn Cemetery St

del]l Funeral Home 1926 Allen

4 Embal .
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26 1 AR'S SIGNATURE

F A

on Ravarse Side)
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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, OF BY 1iiiirriirreee it es e ses s s r e s e , Student Embalmer No. ...........cocceeet

working under my personal supervision.

U TOTe =3 11 A PP PP
Signature of Student Embalmer

Note: The above MUST BE SlC.iNED.'BY THE LICENSED EMBALMER in his OWN HANDWRITING. (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.




