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& Walfare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER -
. Public L. 1003 123 ¢
th Service 9 gistration District No. Primary Ragunuhon Dlltrll:t Nod MM/ 82 Registrar’ . T & Y. SN
LED JAN 5 1959  Oistr gistor's RoAun DE
1. PLACE OF DEATH 2. USUAL RESIDERCE (Where deceased lived. If institution: Residgfice before
S. 300 a. COUNTY 0. STATE Mi s Souri b. COUNTY adelission)
- 1-57 b. CITY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
OR Yes Q Ne [] Or Tes Ne [
3 tom St. Louis om _ St, Louis 5
c. Fgls_L NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREE'gS {1t ourside, give location} Reside on Farm
HOSPITAL DDRE
:NSTlTunmﬁ) 0.A. City Hosp fl pa J?,\ 22108 Angelica St Yes ] Mo
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Y ear
(Tpecrpind  PHOMAS J MAXWELL N
. peatiDec. 13, 1958
5. SEX 6. COLOR OR RACE} 7. MARRIESE] NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (in yoors fF UNDER 1§ YEAR| IF UNDER 24 HRS.
D lapt birthday) | Menths l Doys Howrs [ Min.
Male o] White wooweo[] s oivosceol]| Dec. 20,1968 | 5%
$0s. USUAL OCCUPATION {Give kind of werk done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) a 12. CITIZEN OF WHAT COUNTRY?
rlng .' n[ u‘\g m. e if totited) INDUSTRY
Tesman Insurance St. Touls,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H‘UEBA.ND OR WIFE
William Maxwell Sarah _Dawe
15. WAS DECEASED EVER [N L. S, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yas, , or unknawn]| (If , give war or dates of service) - - p
No™ =" e 4BC-1#-S54Tyy o,

Doctor, coranar, etc. must use only standord nemenclature in item 18. No symptoms will be listed.

All diseases in Port | must be cousally reloted.

PART I. DE

which gove ris
above cavee
stting the un:

IMMEDIATE CAUSE {a}

Canditions, if any,

ATH wAS CALISED BY:

DUE TO {b)

Crftaco
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rg— PART IF. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terming! diswcse condition glven in PART t {a} 19. WAS AUTOPSY
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=] 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) i
w
8 O O O
S| <. TME OF Hour Month, Day, Yeor
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20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

.
Death occurred ot

| attended the deceased from

_hf-—l- /7_‘#!

m on the da!e stated chove; and to the best of my knowledge, from the couses stated.

m& /? /?Jr/ and last saw h" olive on ;Cﬁ('.cz /v /'J’I
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23a. BURIAL, CREMATION, | 23b. DA 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tewn, or county} (Stete)
REMOVAL {Spacify)
Rurial 1292358 Calwary Cemetery Sthopis, Missoiypd
24. FUNERAL DIRECTOR ADDRESS 25 DATE&CD. BY LOCAL REG. EGISTRAR'S SIGNATUR .
+
Stack Mortuarv, 2117 k. Grand B 22 58 ‘-
g (ki 4 Embelmer's § on Reverse Side} / ‘_M d
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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 1B, OF BY coviiiimmeeeeeiieet i eeeeeeeeeceeesseaeeroneneaeseeserennssssnsssarssansaneesarensnns ., Student Embalmer No. ..........ceevunn.

working under my personal supervision.

Student ..o e s aeaeas
Signature of Student Embalmer

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).
- 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.




