THE DIVISION OF HEALTH OF MISSOURI
Heaith, .909-010684
X w.um STANDARD CERTIFICATE OF DEATH STATE FI
psiic ¢ 1959 2.2939
Service . ik bl Hr’R gisteation District No. Primary Registration District No. o e Registrar s No. -0 2= b e
| §
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Resldanco eforg
. COUNTY a. STATE Missouri B COUNTY  Phe 158 admi ssidn)
—57 CITRY {If autside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTRY Z 7/ & Inside Limits
&
TOW ST, LOUIS, MISSOURT Ye: K] o TOMN SteJames Y Mo}
FgLé. NAM%OF {H# NOT in fospital, give location) | Length of stay in 1b d. STREET (1f outside, give location) Reside on Farm
HOSPITAL ADDRESS
nsUTaBARNES HOSE11AL L L weeks Yos O Mo ]
3. NAME OF DECEASED First Middie Laost 4. DATE Month Day Year
(Type or print} OF
RONALD DEAN BANKS DEATH MARCH 19, 1959
5. SEX ¢ 4. COLOR OR RACE| 7. MARRIED[ JNEVER MARR]ElﬂaB. DATE OF BIRTH 9. AGE (In yeors {F UNDER | YEAR! IF UNDER 24 HRS.
]Jale White WlDOWEDD o DD J 1 lu;))irrhday) Months | Days Hours I Min.
A DIVORCE ume 14,1933 20
E 10e. USUAL CCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACGCE (City and stata or country} 12. CITIZEN OF WHAT COUNTRY?
= during most ghworking life, even if retired) INDUSTRY
e None St Louis, Mo 7 U5,
E 13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
F
. William Banks Lois Copeland None
a 2 [| 15 WAS DECEASED EVER IN U, $. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
= [ (Yes. ge. or unknawn}] (Il yes, give wor or dates of service)
¢ 3 No | None William Banks, St.James, Mo,
o 18. CAgSi‘?T DSETm-EE\’:‘“eSIEH'ﬂSOEn. Eausa per line for (a), (b}, and (c}.} INTERVAL BETE":\F:I'E}?
. u ART |. DEATH WAS CAUSED BY:
w IMMEDIATE CAUSE (o) ASPIRATION PNEUMONIA
] =
x
E
< o Conditions, ifany, | DUE TO (o _ MEASLES ENCEPHALITIS RESTDUA 21._ YEARS
E > which gove rise to . -
- above cause (a),
E z stating the under- D ? é . /
3 g g lying cavse last. DUE TO (¢)
-] PART 1}, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related 1o the tarminl diseose conditipn given in PART 1 (o) 19. ‘;‘2;,;‘5’,1,3;’3;’
]
:: gli| PEPTIC UICER IN HTATUS HERNIA WITH HEMORRHAGE { vespok NO[]
E - % & | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
- - W
3 X ; 0 O O
5 8‘ j U| 2e. TIME OF Hour Month, Day, Year
$ 2 mpa INJURY  a.m.
; ‘;7 : ki p.m.
2 E % 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
g T‘: w me_E ATD NOT WHILE O form, factory, street, office bidy., etc.}
tf 3 AT WORK
%< 2. 1 last sow P ol
- . | artended the deceased from . to w}d ast sow o olive on
5 5 Dwath oceurred ot l 00 _P.M. m on the date stated above; and to the best of my lmowl-dge, from the couses stated.
u
oo 2Za. SIGN or tit 22b. ADD 22c. QATE SIGNED
5 3 2 e % oo BARNES HOSPITAL =7
§3 & h«n—- M.D. 3/20/59
_ 230. BURLAL,, CREMATION | 236 DATE T 23: ‘NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, rawn, or county) {State)
VAL (Specify) +
emoval 3-23.59 Magsonic Cemetery St.James, Mo,

24. FUNERAL DIRECTOR

ADDRESS

Albert H.Hoovpe,L700 Washington Blwd,

25. DATE RECD. BY LOCAL REG.

MAR 23°

{Licensed Embalmer’s Stotement on Revarse Side}
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STATEMENT BY LICENSED EMBALMER

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

BY M, OF BY 11itiiiiiii et e s rar st e s , Student Embaimer No. .............ooeuie

working under my personal supervision.

Signed......... C%;M ..... ,{ ..... ‘ ..... el .

{41153 | R U PPPIOR P P
Signature of Student Embalmer

Licensed Embalmer No. 4147‘7
P, O. Address . &4, & W(%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with thee above gonstitutes 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.




