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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseasas in Part | must be causally reloted.

THE DIVISION OF HEALTH OF MISSOURI

Dpy % T e STANDARD CERTIFICATE OF DEATH Ak I169—
R_ngistru!ion District No. Primary Rejhhcﬁon District No. __________ ________ . . Reﬂishurah_-.g.ﬁi%s._“
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whére deceased lived. H institution: Rasjdgncg batore
. STATE b. COUNTY admissi
o COUNTY Nissouri N
b. CioTY (If outside corporate limits, give TOWNSHIP only} Ingide Limits c CgRY tnside Limits
R & -
TOWN St' Louls Y“x:] No[] TOWN St .'-Louj s Yesm Ne D
c. FgL’l’.| NA&\E OF {4 NOT in hospital, give location) | Length of stey in 1b d. STREEES (1f outside, give location) Reside on Form
HOSPITAL OR ADDRE
¢ __nsTTuTion De Paul Hospjtel 1 Day 1908 Utah Yoo [J Nyl
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
(Type or print) 0P
Minnie Estella Magee DEATH March 15, 1959
4. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE ¢ FUNDER 1 YEAR| IF UNDER 24 HRS,
| MARREDD NEVER MARR[EDD last (blf:t:;:;; Months | Days Hours Min,
| Caucasian wooweofy) 2, oworceol}| feh, 6, 1885
10a. USUAL OCCUPATION {Give kind of work done | [0k, KIND OF BUSINESS OR 1. BIRTHPL’ACE (Ciry and state or country) 12 CITIZEN OF WHAT COUNTRY?
during most of warking life, aven if retirad) INDUSTRY
Qwn Home Gibson County, indisana USA
§2a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HLFSBAND OR WIFE

¥iilliem Terpin Sarah Stuckey John J. Magee (Deceased)
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. 50CIAL SECURITY NO.| 17. INFORMANT Address
(Yes, 0o, or unlmqum)| {If yas, give wor or dotes of service) _
No =3 Florence Magee 1908 Itah, St.. Lowui s, Missaur
18. CAUSE OF DEATH (Enter only one cause per line for (o), {b), and (c)c V.A INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: L ONSETﬁ DEATH
IMMEDIATE CAUSE (o) &V 7@ - )
arterio-scler & y.ypert.ens Von
Conditians, If any, DU TO (b) (ﬁ’}-’ T L2 u,;/é?—é/ A ? ~ V?/J,A
whieh gove rise to v N
above cause (o), }
rati he under-
z Iying cases last. 3 DUE TO (o) 23/K
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relcted to the terminal disease condition given in PART I (o) 19, WAS AUTOPSY
X PERFORMED?
i YES[] NOBg L
% | 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART Il of item 18.)
¥ a o O
S| 20c. TIME OF Hour  Month, Day, Yoor
a INJURY  quam,
‘X p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY {o.g., inorabouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O form, factory, strest, office bidg., etc)
WORK AT WORK
21. | attended the decsased from j. C/ 4 5 , to b’i‘"—?—(/\} and last &uwh _alive on % / 5 S 6/
Death occurred ot i [T 3 ] L. 5‘-6!:’ m on 4ho date stated above; ond to the best of my knowledge, from the causes stated.
220. SIGNATURE (o 1, Cassiz (Degroe or mle]_\ { 7b. ADDRESS 952 Haryland / 22c. PATE SIGNED
(W .
) Al 2[{ f 1 M f{ 5 apgrc Lprt | 3.14%
230. BURIAL, CREMATION, | 23b. DATE h 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) (State)
REMOVAL {Spacify) !
Bur 3-19-1959 Calvary Cemetery St. Youis, Missonti
24. FUNERAL DIRECTOR ADDRESS 2% DATE RECD. BY LOCAL REG,

HOFFMEISTER COLON]AL MORTUARY

MAR 16 59

646/ CHIPPEA STREET, ST. LOUf&™

Embalmwer's Statement oo Reverse Side)

26- REG%'S QG’ATURZ z
. <
‘d <




STATEMENT BY LICENSED EMBALMER

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

.» Student Embalmer No. .....c.ccovvernenen

DY ME, O BY .ot e e re e e s e e
working under my personal supervision.
Student .oovveiii e v Signed ...7..../{’.%.... FZIR wer ol

Signature of Student Embalmer

Licensed Embalmer NO,KZ )6/;( .
P. 0. Address...7.. 4 -5, 424

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).

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting,

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




