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THE DIYISION OF HEALTH OF MISSOURI

___________ 59-007110

{ealth,
Welfare STANDARD CERTIF|CAT! OF DEATH STATE FILE NUMBER
*ublic
Service LED MAR I 0 1ggg_egiltrntioq District No. Primary Registration Distriet Noo _____ oo . Rngurmrzv_ 20?6__“

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residep€e before
200 a. COUNTY STATE Migsourd b. COUNTY adafssion)
;‘57 b. CBTRY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY Inside Limits
l? 2 om Ste Louls Yes i Ne [ Town OSte Louis Y“E Ne (]
P c. Fth'rA]’_A%OF {t{ NOT in hospital, give location) | Length of stay in 1b d. STREREE-‘;S (If outside, give location) Reside on Form

HOSPITAL OR ADD
¢ insutution Deaconess Hospe 10 days 6825 Wise Aves Yes (] Nofyl
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Ywar
{Type or print) OF
MAURICE WILLIAM FOX DEATH  Febr, 26, 1959
5. SEX 6. COLOR OR RACE| 7. NMRR‘E@ NEVER MARRIEDD 8. DATE OF BIRTH 9. AGE {in yeors FUNDER 1 YEAR| IF UNDER 24 HRS.
ast birthday) | Menths | Days Hours Min,

. M o W wIDOWED[] / pIvORCED[ ] 8-29-1892 66 [
H
; 10a. USUAL GCCUPATION {Give kind of work dene | 10b. XIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
H dlgd n\gt of working lite, even if reflred) iNDUSTRY o
: Ro vrfacer Engine g Moo IISA
: 13a. FATHER"S NAME 13b. MOTHER"S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
13
. James Fox Delia Flynn Lola Fox
i 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY No.| 17. INFORMANT Address
E (Y-Na, or unkmwn)t {If yos, give war or dotes of service} 3]-6-]-2-8?05 Iola Fox’ 81)078
2

PART 1. DEATH WAS CAUSED BY: -

IMMEDIATE CAUSE (o) _ &

18. CAUSE OF DEATH (Enter only one cavse per line for {a), {b}, and (¢).}

INTERVAL BETWEEN
ONSET AND DEATH

TR M.

Conditions, if eny,

Ly Lzt B 2Lt

DUE TO {b) M ‘*’J/Z‘“fé"'

Enfomtuiént’

Mt.

St, Louis, Mo,

Hope Mausoleum
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i
; g'- which gove rise 1o
3 - above couss {a), h-’7 i/{
3 r4 stating the undes-
E g g lying couse last. DUE TO {c) b
i g 5 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the termingl dizease candition given in PART I (o) 19, geg:gg&gg‘{ a.
e ~
= U
i< 8)e %MM ‘é{(,v-ev( gﬁé%cm_. R -4@.«//‘4.,44/;\., Creeet- YES[] NO
; - X 2| 200. ACCIDENT SUICIDE HOMICIDE 20b, DE;CR‘(BE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
iI= ZHu
s o« gV O &8 O
13 Y4
56 <HO( 20c. TIMEOF Hour Month, Day, Yeor
{5 a@pgs INJURY  am.
s = p.m.
;84 .m.
g E Z 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor obout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
3 = w WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.}
38 2 WORK AT WORK
3 E 21. | ettended the deceased Fem j_// rr/ =9 , to 5 and last saw h}m' alive on /—'/;Lj'/f‘ 9
; § Death occurred ot g2 g AN m on the dote stated above; and 1o the best of my knowled{a, from ﬁ:ne couses stated.
) GHATURE {Degree or title) 22b. ADDRESS 22c. PATE SIGHED
] /M P2 O
s /7/ gW‘w )114«6 1% 5. R pnrn, L ?A%‘LIM 422/55
23a. BURIAL, CREMATION, | 235 DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City,58wn, or county) 7 (Stata)’

2-2759
24. FUNERAL DIRECTOR ADDRESS

JAY B, SMITH, Maplewood, Mo.

25. DATE RECD. BY LOCAL REG.

FER 27 58

(Licensed Embolmer’s Statamant on Reverse Side)

B
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26. REGISTRAR'S SIGHNATUR
& L D.
7
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STATEMENT BY LICENSED EMBALMER

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

By ME, OF DY i i i rir e e e n ra rranenn e st i en , Student Embalmer No. ......co.vevveennns

working under my personal supervision.

Student ..ocvrriii e eea e e rae Signed .. /. ... 6 L X0l L et
Signature of Student Embalmer

Licensed Emb
P. O. Address./.7. [ .k

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 entbalméd by a STUDENT, he also shall sign in his OWN handwriting. - -

If this body is not embalmed, fact should be so stated above.

L] - *



