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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All disaases in Port { must be cuu.sully ralated.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

gistration District No.

Primary Registration District No.

09003651

STATE FILE NUMBER

Reglslrar

DER

1. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Where deceased lived.
o STATEMd ggouri

If institution: Residence afore
b. COUNTY admi s3idn}

b. CITY (If outside corporare limits, give TOWNSHIP only)

omSt., Louis

Inside Limirg

Yos 3] Mo [J

c. CITY

TOWN St. Louis

25

laside Limits

Yes[H N[

c. FULL NAME OF (If NOT in hespital, give location)

Length of stay in 1b

d. STREET

()f outside, give location)

Reside on Farm

HOSPITAL O DDRE
nstiution 2060 Kingsbury 30 yrs APRE5660 Kingsbury Yer L] Noke]
a :lTAME OF QE)CEASED First Middle Last 4. DS;E Month Dray Y eor
pe or print
’ ALFRED LEE WATSON peath danuary 15, 1959
5. SEX 6. COLOR OR RACE| 7. B. DATE OF BIRTH 9. AGE (In yeors JF UNDER i YEAR] IF UNDER 24 HRS.
¢ MARRIED[ JNEVER MARRIED ] Iy o5 in yes e - - =
M&le whi_te WIDO\\'EDD DIVORCEDD June 21, 1894 Iézthd ¥) | Month, | Day He: ! ]
100, USUAL OCCUPATIDN (Give kind of work dano 10b. KIND OF BUSIMESS OR 1. BIRTHPL ACE (City and state or country) [ [ 12 cemizen oF wHaT counTrY?
urin lh, lf r NDUSTRY
REET roker Wateon Real Estate  Villa Ridge, I11J UsA

13- FATHER'S NAME

Iee Watson

13b. MOTHER®'S MAIDEN NAME

Frances Johnson

none

14. NAME OF HIJSBA.ND OR WIFE

15. WaAS DECEASED EVER IN U. 5. ARMED FORCES?

(Y",Ye Bmkmw.., glkul Im of service)

16. SOCIAL SECURITY NO.,

1 96=56-1522

17. INFORMANT

Address

Bdna Fink Mill Creek.Illinois

18. CAUSE OF DEATH (Enter only one couse per line for {a), {b), ond (c).}

INTERVAL BETWEEN

PART |. DEATH wAS CAUSED BY: R ONSET AND DEATH
IMMEDIATE CAUSE (a) Coronary Occlusion Short:
time
Conditions, If any, DUE TO (b}
which gove rise to
ocbove couse (o), 0
stating the under- g‘ LS
:cz, lylng cowse last. DUE TO {c)
= PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to the termingl disease conditlon given in PART | (o) 19. WAS AUTOPSY
by PERFORME
I YES[] NO
| 200. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. ({Enter nature of injury in PART | or PART Il of item 18.)
wr
o (N d M
§ 2c. TIME OF .Hour Month, Day, Year
a INJURY  a.m.
' p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (s.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc)
WORK AT WORK

21. | attended the deceased from Januarv 1, 195E;",m Jan

DeggrEturrad ot

r mon

the date stated above;

- 12 lqsglnstiuwm'c!iveon January 121”“ 1959

ond to the best of my knowledge, from the causes stated.

23e. BURIAL,
REMOVAL

Remova

{Degree or title)

Y-

2b. ADDRESS

812 Olive St,

22c. DATE SIGNED

1/15/59

23c. NAME OF CEMETERY OR CREMATORY

. 16, 1999 Thistlewood Cemetery

23d. LOCATION (City, town, or county)

Mounds, Illinois

{Srore)

24. FUNERAL DIRECTOR ADDRESS

25.
Berbling Funeral Home Cairo, Illl.

DATE RECD BY LOCAL REG.

6'59

(‘}/ﬂtm TRAR'S SGNAT

{Licensed Enbolmer’s Statement on Reverss Side}

va




Om.d G_I
e v T Wpm W

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, 0T BY Lo e e e r e , Student Embalmer No. ...................
working under my personal supervision.

Student v s
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 @ STUPENT; he alao shet]l sign in his OWN heodwriting: — +«— ~

1€ this body 1s not embalmed, fact should be so stated above. ’




