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All diseases in Pert | must be causally related.

USE ONLY BLACK {NK OR RIBBON TYPEWRITE |F POSSIBLE

THE DIVISION OF HEALTH OF MISSOURIL

STANDARD CERTIFICATE OF DEATH

Primary Registration District Ne.

29-007369

STATE F|L2uws§ 0 5 O

Registrar's Ne.

HILED MAR 10 105G scienousere

1. PLACE OF DEATH
a. COUNTY

STATET11inois

2. USUAL RESIDENCE (Where deceased lived. If institution: Resdida_ncp b;fore
b. COUNTY admisgion
Scott ™

3

b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits

<.

cTy

Ingide Limits

OR OR
Towy  ST. LOUIS, MISSOURI Yos L] Mo [] tow Winchester Yes[] No[Y
c. FULL NAME i in hospital, give [ocation Length of stay in [b d. STREET (If cutside, give location) Reside on Farm
|
o :;%STﬁTL@&OWEg HOSPITAL ADDRESS  R_ R, # 2 Dist 4 Yes [X No [J
3. :‘TAHE OF I?E;:EASED First Middle Last 4. Da;E Month Day Year
ype or print
MARY LUELLA LEWIS pEATH FEBRUARY 24 , 1959
5. SEX 6. COLOR OR RACE| 7 8. DATE OF BIRTH 9. AGE (In yaars §F UNDER 1 YEAR) IF UNDER 24 HRS.

Female || White

"uarRIEDNEVER MaRRIEDT]
wioowen[ ] O pivorceo[ ]

IDBC.

28, 1877

| irthdoy) | Months | Days Hours Min.
BY l

108, USUAL OCCUPATION (Give kind of work done | jOb. KIND OF BUSINESS OR
during mowt af wlhlnﬂ “fl! wvan if ratired) INDUSTRY

11. BIRTHPLACE (City and atats or country)

Winchester, Illinois, f

12. CITIZEN QF WHAT COQUNTRY?

U.S.A ')

13a. FATHER'S NAME

Jeff nlL 5

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
{(Ye3, ar unkngwn}{ {1f y iwre war or dates of service)
R NS

16. SOCIAL SECURITY NO.

13b. MOTHER'S MAIDEN NAME

| “Margaret Mason

14. NAME OF HUSBAND OR WIFE

17. {NFORMANT

Address

342-12-3103 |Bernard Lewis, Winchester, I11.

PART i. DEATH WAS CAUSED BY:

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

IMMEDIATE CAUSE (o) _ CEREBRAL VASCULAR ACCIDENT

INTERVAL BETWEEN

NSET AND DEATH
S HOURS

Candltions, if any,

bue To (i _ ARTERTOSCLEROSIS

YEARS

- which gave rise 1o
obove causs (a),

stating the wnder-

331X4

g lylng eowss last. DUE TO (c)
= PART Il. OTHER SIGNIFICAKT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal dissass candition given in PART | [a) 19. génggggg"i
E EPTDERVMDID CARCINOMA OF FLOOR OF MOUTH WITH PERSISTENCE YES{ ] NO
% | 200. ACCIDENT SNCIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
['T)
; a O d
G| M. TIMEOF Hour  Menth, Day, Yeor
a INJURY  a.m.
' p.m.
20d. INJURY OCCURRED 20e. PLACE QF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, foctory, street, office bldg., etc.)
WORK AT WORK

21. | attended the Jeceased from FEB. ll} 1959 , fo FEB

Doath occurred at 1- 1'-5 AL,

b 21+J 1959 and last saw :::‘ oliveon FEB. 2""'; 1959

m on tha date siated above; and to the bast of my knowledge, from the causes stated,

220, SIGNATURE

23a. BURIAL, CREMATION, | 23b. DATE
REMOVAL {Specify)

Removal 2=26.59

Winchester Cemetery

Winchester, T11,

(Degres or tisle) £3 | 22b. ADDRESS 22c. DATE SIGNED
4. D.] BARNES HOSPITAL 2/2k/59
73c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, town, or county) {State)

24. FUNERAL DIRECTOR ADDRESS

Albert H. Hoppe L700 Washington, Blvd,

25. DAﬁEC?B L% REG.

{Licenssd Embalmar's Statement an Raverss Side)

"B Hilh . 0.
.. <




,.?pt e 4w ‘IHT:;

&
8
o
Ay
by
&
&

STATEMENT BY LICENSED EMBALMER

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

DY M, OF BY rrreriei i e s , Student Embalmer No. ._.......cceinnis

working under my personal supervision.

StUdent v e e e
Signature of Student Embalmer

Lic;ensed Embalmer Noé"/.?j ......

=T L e e ‘T"‘.:‘J:‘-_;:
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 embaimed, fact should be so stated abo_ve.

P. 0. Address {é .................. ‘ .,.)2




