All diseases in Part | must be cousally relatad.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

ﬂR:gis!rctinn Districy No.

Primary Registration District No.

29-00697<d

STATE FILE NUMBER
Re!i:truig.__g_g_ia

. PLACE OF DEATHA

2. USUAL RESIDENCE (Where deceosed lived.

If institution: Residenca before

a. COUNTY a. STATE M1 ssouri b, COUNTY admigsion)
b. CITRY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTRY Inside Limits
TOWN Saint Louis Yes (X No [] Town_Saint Louis Yeslg] Ne[]
<. Fgls.Fl’.[NAME QF (lf NOT in hospital, giva location} | Length of stay in 1b d. S'I'REEEs {If outside, give location) Reside on Farm
H TAL OR ADDRE ;
© nstitution Deaconess Hospital 22 days 67,1 Devoashire Yes ] Mo
B e
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Year
(Type or print} OF
Thomas K Challis Sr. beatH  Feb: 26 1959
5. SEX 6. COLOR OR RACE] 7. MaRRIEDX] NEVER MARRIED[ ] 8. DATE OF BIRTH -3 A|GEo Ei':ﬁ,.;:;; :‘:‘TﬁEQ;LEAR ls::r‘nsn 2:“:“5'
aE .
M o W winowen[[} s pivorcen[ ] 2-26-1900 |
100. USUAL OCCUPATION (Give kind of work done | 10b, KIND QF BUSINESS OR n. BIR*HPLACE {City and stote or country) 0 12 CITIZEN OF WHAT COUNTRY?
during most of working life, even il reticed) INDUSTRY
rican Insuranc . | usa 00

13a. FATHER'S NAME

William

13b. MOTHER®S MAIDEN NAME

Hugh Challis Addie M. McGowan

Marie Challis

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER INK U, 5. ARMED FORCES?
{Yes, np, or unkmwn)l {}f vas, give war or dates of servica)
No foAe

16. SOCIAL SECURITY No.{ 17. INFORMANT

492 05 3072

Address

Merie Challis 6741 Devonshire St.Louis,Mo

18. CAESE _?I; DEATH {Enter only one cause per line for {g), (b}, and {c).)
ART I

Conditions, if any,
which gove rive to
above cause (a),
stoting the under-

DEATH WAS CAUSED BY
IMMEDIATE CAUSE (a)

Jvnfe TEN SIVE

CALDID YA ¢ lae Disrass

INTERVAL BETWEEN
ONiET AND DE&TH

DUE TO (b) gﬁ#ﬁ(ﬂuz-/‘ﬂ AZT/(/(/&SG/:A% 9" .3

!

AvEvty Sm  OFE

foomivae Nogi/d

I~2n/zfs.

WHILE AT
WORK

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

o NOT WHILE 'S

farm, factory, street, office bldg., etc))

% lying couse last. WC)
= PART H. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO BEATH but not related to the terminal dissaze condition given in PART I (a) 19. WAS AUTOPSY
] 9} PERFORMED? /
g YES B NO[]
1| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury in PART | or PART |l of item 18.}
w
v ] O O
5[ 2. TIME OF  Hour ~ Month, Day, Yeur
o URY g.m.
i poth.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.q., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

21. | attended the deceased from

/9 S5C

£/3.

10 Fgﬁ Zs,lifzmdlanhwminm E 12 ZS !ii:
m on the date stated above; ond to the bast of my knowledge, from the cautes stated.

24. FUNERAL DIRECTOR

Jo ﬂneister Golonial Mortuary

22b ADDRESS

—12230 A M., -
=tz mop.

X (2o B

22¢. PATE SIGNED

2.2 S

23: N’AME QF CEMETERY QR CREMATORY

Memgrial Park Cemetery

234. LOCATION (Ciry, town, or county)

St. Louie County

ADDRESS 25 DATE RECD. BY LOCAL

1
e ;itmmﬁﬂ"wln Side}

REG.

(Stare}

Missouri .

");(/&




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY ittt ee ettt reesesseeeensenrenasennesnnsnnsantornnsrnsansanan .+ Student Embalmer No. ...................

working under my personal supervision,

SEUAEAL ceeveerieiireeeeeeeeseeeeeseeeeeeeeas e vsesenseneans s:gnedféﬂf/%-—@}" . ......

Signature of Student Embalmer
Licensed Embalmer No//7éﬂ
, ~
P. O. Address .r.\...gf..éﬁ(a:.f..z

Note; The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failute
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 50 stated above.



