et THE DIVISION OF HEALTH OF MISSOURI 59_011615

B Welfare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
Public
Setvice ; egistration District Mo. ________ 3/2 _______ Primary Registration District No. _____ ..5_-4{[ ______ Registror’s No.,_m______,ﬁ
[l - — — Fo— = —
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residence before +
. 300 o COUNTY gy} oiis o STATEMjggouri b COWNTY St, EBU#DS
1-57 b. chv (If outside corporate limits, giva TOWNSHIP only) | Inside Limits < CITY l,lé 70 Inside Lidits
toww Clavton Yes K] No (] TOWNST Lowis é’djmr:r a Yes[BNo []
c. FULL NALM%OF (JE NOT in hospital, give location) | Length of stay in 1b d. STDRDEEEES {If outside, glve‘{ocuﬁon) Reside on Farm
HOSPITAL OR . A .
4  institution 9t. Louis County 8 Days 8117 Albin Yes [] No [
3. NAME OF DE)CEASED First Middie Last 4. DATE Manth Day Yaar
{Type or print L OF K
lie""“ctvu Joseph a-— ‘E"{ € DEATH -7 7 f
5. SEX 6. COLOR OR RACE| 7.\, corenFnever marrico[]| & PATE OB-BIRTH 9. AGE (In yeors JIF UNDER 1 YEAR] IF UNDER 24 HRS.
. lqat kirthday) | Months | Days Hours Min,
. Male | White wooveo[] / oworceoll| 2 /29 /72 87 J
'E 10a. USUAL OCCUPATICN (Give kind of werk done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE {City and state ar cowntry) 12. CITIZEN OF WHAT COQUNTRY?
= ring most of working lite, even if retired) INDUSTRY . .
* ffarpen ter Retired Evansville, Ind, / J.S.A
?;- 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
¢ | _Joseph Otto LaRoge Fliza Lowell Margaret LaRocge
& — B 15, Wa$ DECEASED EVER IM U. 5. ARMED FORCES? | ECHY) .| 17. INFORMANY Address
£ a I (Y..Nm, ar ununqwn;luf vas, give war or dates of service} ‘m?g :s_ U?S’ .
“ 2 o} Qva— Joseph laRoge #117 Albin
=z a 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and {c).) INTERVAL BETWEEN
< w PART I. DEATH WAS CAUSED BY: c L U J ONSET AND DEATH
" w IMMEDIATE CAUSE (o) C&J-f- ®repreo- 8!5«4» th a,.‘ ]
2 x
R eb ; -
£ ke Conditions, i any, DUE TO {b) Ce' "l A’k‘l oSJm (78]
g > which gove rise to
H = obove cavas (a),
- =z stoting the under-
g 8 é Iying cause last. DUE TO (:}
E - oR= PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the tarminal dlsecse condition given In PART | {q) 19. WAS AUTOPSY g
_s z i PERFORMED?,
] 331 % vEs[] NO
€5 X JT! 20 ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.) 7
< = Z W
2%y : O ] O
§ 5 SUSI 20c TIMEOF Hour Month, Day, Year
‘83 oS INJURY  a.m.
; g il £ p.m.
gE % 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
¢ w WHILE AT w«llLE farm, foctory, street, office bidg., efc.)
s 3 WORK
EE oo E.ur ded the d d from 3= = \-r?,lo 3~ Vi B .5‘7 nndlullﬁuwmalluon 3 - 17"‘!-;'
g é b Deoth occurred qt_l 3 £.5a, mon the date stoted above, ond 10 the baxt of my knawledge, from the couses :mtnd
-] 22a. SIGNAT {Degrie or title} O 22b. ADDRESS 2%, QATE SIGNED
25 L Ay 3 7’~
g / a lrem / woo -
83 )%% . 37?-9. o . ! OL 3/?--57
236. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) (State)
REMOV AL {Specify) .
Hurfai” | 3/21/59 Oak Grove Normandy Missouri
4. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 25. REGISTRAR'S SIGNATURE

L d Embalmer's on Reverse Side)

Barl Hilleman Overland, Mo, 3 a0-59 %, €. W *m,{;g
i v




STATEMENT BY LICENSED EMBALMER

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

DY ME, 0T BY oottt iiiir oot e s et s s sa s a et , Student Embalmer No. ............oceviee

P
M /
Student cooieeiiiiiii e Signed W&t /W ...... l .............................
Signature of Student Embalmer g
Licensed Embalmer N é ...........

working under my personal supervision.

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 embalmed, fact should be so stated above.




