tealth THE DIVISLON OF HEALTH OF MISSOURI SSW

Weifare N STANDARD CERTIFICATE OF DEATH ' STATE FILE gUMBER )
Public T 1
Service q m_agistrmion_ District No. Primary R?gi.ﬂrmion District No. Reglsirut ._...,‘g 8..‘---
. PLACE OF DEATH 2. USUAL RESIDENCE (Wherl deceased lived. If institution: Residence before
300 a. COUNTY a. STATEMissouri b. COUNTY St Soi 33 ;o)
1-57 b. CgY {If cutside corporate limits, give TOWNSHIP only) Inside Limits c. C:DTRY L)qu 7 Insidg Limits
R
N
03 TOWN g7, TOUTS, MTSSQIRT Yes LI N L] Towe Webster Grove® A Yes[] No[]
c. FULL NAME B{mﬁ Plﬂ f) !on) Length of stay in 1k d. STREET (If outside, give location) Reside on Farm
' HOSPITAL OR g ADDRE
W { HoshiTaL O 05 i 5201 Sherman Yes [J No [
3. NAME OF DECEASED First Middle Loat 4. DATE Month Day Yeoar
{Type or print} orF
ROLLIE NMN JAMES DEATH BRUARY 10, 1959
5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH -] n FUNDER i YEAR} IF URDER 24 HRS.
RRIED, YER MARRIED[ | . years L
M ;\ Regro %ﬁ 8..17-1900 birthday) [ Menths ’ Days Hours i Min,
, ale g m% DIveRcep[ |
; 10a. USUAL GCCUPATION (Give kind of work dons | 10b. KIND OF BUSIN E5% OR 1. BlRTHPLI,:éE (_Ciry nndﬁ!ah or country) 12. CITIZEN OF WHAT COUNTRY?
: duri f working lifs, even if retired R
: i o ot wking lde, even i retired) CivysIRWebster Gry St. Loulss HOe o U.5.4
: 130 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WLFE
¢
' Eustin James UNK. Futh Hames
w
i 2 ] 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. S0CIAL SECURITY NO.| 17. INFORMANT Address
E‘ % (Yes, r-Nér.unknqwn) (Hf yas, give war or datas of sarvies) [‘_86_18__5660 Se Ruth James 201 Sherman
]
: o 18. CAUSE _?l; DEE:?}SEV?,?EMLG;HG é‘w“ per line for (a), {b), and (c}.} [%L§E¥%NBEDTE“AETEHN
: o PAR AS CAUSED BY:
5 w
w IMMEDIATE CAUSE (o) .STASTS PNEIMONTIA - BRONCHOPNEUMONIA, BILATERAL 1 DAYS
{ =
: ®
: =
: w Canditions, ifany, . DUE TO (b) CEREBRAT. VASCULAR ACCTDENT SEVERAT, MONT
; = which gave rise to
i - above cawss (o), } ‘3 3 X
; = stoting the under- e
: g g lying cause lost. DUE TO (C) MRENSIQN EMERAL—EAB&’
SN PART Il. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relatad to the terminal diseass condltion givan in PART | {a) 19. WAS AUTOPSY
S I B PERFORMED?
i+ Of< YES{] NOTK 2
; - 52‘ % | 20a. ACCIDENT SUICIDE HQAMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.}
.= = [T}
3 =B O O [}
3 24
'Y G Y] We. TIMEOF  Hour  Month, Day, Year
A opa INJURY  o.m.
; ';' S "X p.m,
L E g 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
P w WHILE ATD NOT WHILE I farm, factory, strest, office bldg., etc.}
5 g [LwoRrK AT WORK
i E 21. | attended the deceased from JAN. 2,5 ] 1 2 59 ) FEB. 103 1959 and last $aw t,ﬁ,:, aliveon _FEB . 103 1959
. 5 Death occurred at .00 P.M m on the date stated above; and to the best of my knowledge, from the causes stated.
é 22a. smuﬂuaE (Degree or title} ¢ | 22b- ADDRESS 22c. PATE SIGNED
E R, [ dten, u. D)  BARNES HOSPITAL 2/11/59
23a. BURIAL, CREMATION, | 23b. DATE gd 232. NAME OF CEMETERY OR CREMATORY ésd. Lot_:tATwN (éiiy, tawn, or county) ¢ {Srare)
REMOVAL [Specify) 5 restwoo St
Burial 2.15-59 Father Dickson +louis Lo, Mo,

(L d Embglmer's 5 on Reverse Sida}

24. FUNERAL DIRECTOR ADDE}T;:S 1 . d A 25. DATE RECD. BY LOCAL REG. 8, GISTRAR'S %19 ATUR
. v X
Lewis Funeral Home 22 Bucli e FEB 13 59 ﬁt . ) /7 ﬁ"
- :— a‘ ) ‘a /’7 .




STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. ............ooeeee

DY ITHE, OF DY teiuiiniiereeemieeseetareaarasinsstrr e e e eemtteessas b nn e e i b e e s s s a et

working under my personal supervision.

LT T T (L 1] A PR
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 STURENT, he also shall sign in his OWN handwriting.

If this.body-is- not:embgtmed, fact should be so stated above.



