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+
. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Resadonce be}u

a. COUNTY a. STATE Missouri. b. COUNTY St., Lou{'“mn)
b. CE)TRY (I outside corporate limits, give TOWNSHIP only) Inside Limits c. CIC;TRY Yop2 | Inside LAmits
som  St, Louis, Mo, Yes () No (] ToN _ Pine Lawn, ¢ Yo Mol
J. EBLFI'_I_IB_I:I!:A%F?F (If NOT in hospital, give location} | Length of stay in 1b d. STT)!IE'\'EE-I;S ({If eutside, give location) Reside on Farm
S .
/4 \&intion Faith Hos pital 10 Days Pel 7 D 6220 + eﬁggﬁggbgff Yo [ No

+ 3. NAME OF DECEASED First Middte Last 4. DATE Month Day Year
. OF

{Type or print)
Dewey Viesley Henderson DEATH  Decewmber 3, 10

5. SEX | 6 COLOR OR RACE] 7. uarRIEDRT] NEVER MarrIED[]| & DATE OF BIRTH 9. AGE (In years :;T'?’T:’:’fm |:°t::b5]n u Hrs.

Male White wioowen[] ~ oivorceo[J | March 29, 1898 gb'bi"hduv)

i0a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE [City ond state or country) & 12. CITIZEN OF WHAT COUNTRY?
during mast of working lite, sven if retired) INDUSTRY

’ MiTk’' Saiesman Dairy Perry County, Rt Mo.| U.S.A.

13o. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. EA.ME? HUSBAND OR WIFE :
. milie

Sgmuel Eerderson Mathilda Dame Henderson

I5. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO. "'-%FQ ANT Address

(Yos, nNar unlmqwn)| (H yc:,ﬂnmr ar dates of service) hgh-o9-3752 ken.derson . 6220 Westerhoff

18. CAUSE OF DEATH (Enter only on line fo b), and 3 INTERVAL BETWEEN
PART I. DEATI-S WAS CAUSED EQF",F' ine for {al. (8) ond (<).) Fine Lawn, Missouri. ONSET AND DEAT
IMMEDIATE CAUSE (a) huk&b“ﬂﬂ_ﬁﬁm—m

USE ONLY BLACK INK OR RIBBON TYPEWRITENF POSSIBLE

which gave rise to
abave cowse ({a),
stating the under-

lying cause last. DUE TO (c}
PART Il. GTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease condition given in PART | (a) 19. WAS AUTOPSY

. )‘o E E HMM -e‘._m' E‘ad . J PERFO| D?

YES 0]
200. ACCIDENT SUICIDE HOMICIDE | 20b, DESCRIBE HOW INJURY OCCURRED. (Efter nature of injury in PART I or PART Il of item 18.)
O ] ]

2c. TIME OF Hour Month, Doy, Yeor
INJURY o.m.

p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorcbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
‘HHILE ATD NOT W'HILE D farm, factory, street, office bldg., etc.)

21. 1 attended the deceased from s ,2—[ f 9 , o 1 Z¢ 3 t S 2 and last luwt alive on Z L Z 3! 5_&
/ o Xi ; a5 on the date‘stated above; and 1o the bast of my knowledge, lrom the couses stoted.

Condirions, if ony, } DUE TO (b)
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MEGICAL CERTIFICATION

Death occurred at m

2la, SIGNATURE 72b. ADDRESS 22¢c. DATE SIGNED

A r (Degue or title) m a 4 s-“ . &F ‘ /2/9/:?

T3a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, tawn, or county} tsfare)

%%Lv%f i 12-5-58:" Home Cemetery Perryville, Mo, A

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 2 EGISTRAR'S SIGNATURE .

Albert H. Hoppe L700 Washington, Blvd DEC 4 'S8
- {Licensed Embalmer's Stotement on Reverse Sids} /\_ M}A
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STATEMENT BY LICENSED EMBALMER

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

DY MG, OF BY iiiiiiiiiiie e et e s riad e , Student Embalmer No. ........cccooeennn. .

working under my personal supervision.

SEUACTL  cvrvnrrinnrrrrransnsraiamnssastossarsnssmmamssrasnirnns
Signature of Student Embalmer

P. O. Address ./

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). N . -
If embaimed by a STUDENT, he- also stiall sign in his OWN handwriting. 0
If this body is not embalmed, fact should be so stated above. Lo R
. L . .




