THE DIVISION OF HEALTH OF MISSOURI

walth, p—
Welfore STANDARD CERTIFICATE OF DEATH 093 010’?86
ublie . SYATE FILEINU
arvice hLED MAR 2 5 1qWegis!ra1iur! Distriet Nou oo soreremsesne s Primary Registration District No. Registrar '2530
’ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased lived. I institution: Resldeq:'e before
00 a. COUNTY o STATE Mo, b. COUNTY adayssion)
-57 b. CITRV {If curside corporate limits, give TOWNSHIP only} Inside Limits c. CgRY Inside Limits
om  St, Louis ves L Mo o St. Louis Yesd e
3 c. FULL NAME OF {If NOT in hospital, give location} | Length of stay in 1b | d. STREET (If outside, give location) Reside on Form
o OHTALOR Chronic Hosp. 2yr 2mo lbdys”"P™®t* L01l4 McPherson Yes [ No[]
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Yeer
(Type or print) OF
i George Franklin Calvin CEATH Feb, 28, 1959
5. S5EX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH X n years | FUNDER 1 YEAR| IF UNDER 24 HRS
. warrieo[ Jnever marrienl] 6 1 68 s Aﬁ’Er girr::ay) Months | Days Hours A‘din.
male o white woowen[}] 3 oivorcen[] =15~ 90 ]

106. USUAL QCCUPATION {Give kind of wosk dona

10b. KIND OF BUSINESS OR
INDUSTRY

[ﬁ:]r rg nan of working life, aven if retired)

11. BIRTHPLACE (Ciry and stote or country}

12. CITIZEN OF WHAT COUNTRY?

Uo all®
/ S.A

Il

130, FATHER'S NAME

Thomas Calvin

13b. MOTHER®S MAIDEN NAME

Mary Corry

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

Yr]kﬁ ﬂl iiknown)L(lf y#s, give war or detes of sorvice}

16. SOCIAL SECURITY NO,
unknown

17.

INFORMANT Address

Chronic Hpospital Records 5600 Arsenal St

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

All diseases in Part | must be causally related.

umm. CREMATION,
REMDV AL (Spacify)

18. CAUSE OF DEATH (Eater only one cause per line for {a}, (b) ond {c).)
PART |. DEATH WAS CAUSED BY

IMMEDIATE CAUSE (o)

}

Conditions, if any,
which gave vise ro
obove cauze {a),
stating the undar.
lying cause lost,

DUE TO (b}

DUE 10O {c) MvMAMM

INTERVAL BETWEEN
ONSET AND %H

e Aty -

-

SUICIDE HOMICl%
J O

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diseose condition given in PART | (o)
’

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in P,

19/ 0A5 AUTOPSY
PERFORMED’J\

YES{ ] NO!

— 2! B O A
| ct PART Il of item 18.)

$20.0

20c. TIME OF Heur  Month, Doy, Year
INJURY  am.
p.m.
204, INJURY OCCURRED e. PLACE OF INJURY {e.qg., inor cbouthome,| 201. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE ] farm, factory, sireet, office bldg., etc.)
WORK AT WORK
21. | artended the deceased from . to Feb . 28 195 9|d last m\w ulave on Feb 28 1959

Death occurred ot

m on the dote stoted above; and te the be:l of my knowledge, from the covses stoted.

220, SIGHATURE [Degreea or title)

Anatomical Board

o 22b. ADDRESS 22c. DATE SIGKED
Py D INCROD Fnseseal 2/e8/59
235. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tewn, or :eunly) {Stote)

St. Louis, Mo.

St Loyis 10, Mo

25. DATE RECD. BY LOCAL REG.

AN

MAR 1259




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY oot er e ae e e e e ara e e b st se s s vren s , Student Embalmer No. .................
working under-my personal supervision.
Student oo e L2 1= (S U
Signature of Student Embalmer
Licensed Embalmer No.............c.....
P. O. Address.........cccovninvirinninaen,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failui
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.




