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All diseases in Port | must be cousally related.

THE DIVISION OF HEALTH OF MISSOURI

59-007053

alth,
;Il_f.,.. STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER .
14
b rvice istration District No, Primary Registration pi strict Now R’gii"m’a’--m---zgs-——
‘1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If institution: Residence beforp
hoo =~ o COUNTY - STATE Mo. b. COUNTY admi -uor/
-57 b. cgv (If outside corporate limits, give TOWNSHIP only) | Inside Limits c. chY Inside Limits
L TOWN St. Louis Yes [} No[] TOWN St . IJOU.iS Y“D Ne (]
‘% €. FgLL NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET (It outside, give location} Reside on Farm
HOSPITAL OR ADDRESS
o O instiiution ot . Lukes 6560 Villa Ave, Yes [J Ne
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Y eor
{Type or print) e oP
Paul R. ) v +Av X DEATH 1 21 59
5. SEX & COLOR OR RACE| 7. MARRIEDmNEVER MarrIED[ ] 8. DATE20£ BIRTH 9. AGE' El,,.a;:,; I::::r.os“;;fm I:ul::{.DER 2:\3:!1&
L ot bl Y
M a v winowen[] ¢ oivorcen[ ] Jan 190L§. Sh‘ ’ I l
10a. USUAL OCCUPATION {Give kind of wark dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even il retired) INDUSTRY P
Painter Clty of St.T.ouis 3t. T.ouis U, 8.4,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND ORrR \\'IFE
Oliver Dufanx Bridget MeCormick Katherine Dufaux
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
(Ye , or unkngwn)| (If yes, give wer or dates of service)
NG, et " 497-10-7007] Katherine Dufaux 6560 _villa

18. CAUSE OF DEATHA
PART I. DEAT

IMMEDIATE CAUSE {a)

Conditiens, it any, DUE TO (b}

Enter only one cause per li
WAS CAUSED BY:

INTERVAL BETWEEN

r {a), {b). ond {c).)
ONSES AND DEATH

Z

which gave rise ta
above couse (o),
stating tha under-
Iylng cavee lost.

!

DUE TO (¢}

r
EGLRT us

PART H. OTHER SIGNIFICANT CONDITION

19. WAS AUTOPSY
FERFORMED?
YES[EI No [}

CONTRIBUTING TQ DEATH but not related to the terminol disecse condition given in PART | (c)

/

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

2. ACCIDNT SUICIDE HOMICIDE b ’ jury in PART | T I} of itam 18
O ] 7
Ne. TIME OF  Hour  Month, Doy, Yeor
7 “'QJRY a.m.

N p.m. /' /Q ’ » / J;
20d. INJURY OCCURRED | 20€ f’LACE OF IN (e .,ino:i nbemho)me. N, OR LOC. 5‘“ # COUNT, STATE
WHILE AT NOT WHILE m, factorpediifet, ofic g-, otc,
work O arwork . O 117 % P
21. | attended the deceased from

& #A_‘Lmd last saw h % aliva on
* m an the dote stated abeve; and to the best of my knowledge, from the couses nafod

Mh occurred ot
a. §

23b. DATE

1/26/59

d 3 22b. ADDRESS DA & SONE
/200 Lo/ 23/5
23¢. NAME OF CMETERY OR CREMATORY 23d, LOCATION (City, town, or coutity) o) /

x

AL

Calvarv Cemetery St. Louis (s]

24. FUNERAL DIRECTOR

ADDRESS

Robert D. Kinealy 2228St.LouisAle

N RS

26-&%’?‘&'5 SIGNATUR

{Liconsed Embalmar's Slnlmm on Reverse Side}




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 irriiiiivemieniiiirsieresirriseisammieresseessrnssessmnssensssesstastssasnsssasansnncsns <, Student Embalmer No. ......coceuvuvenene

working under my personal supervision.

Student .oevrniic s e eas
Signature of Studeant 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.




