THE DIVISION OF HEALTH OF MISSOURI

Male 0 White

MARRIED[ENEVER MARRIED[ ]
| wpowep[]

olvorcen[ ]

Health, 59_014 51
& Welfare - STANDARD CERTIFICATE OF DEATH T E FILE & UMBE?
2.3893
Service agistration District No __________________________ Prlmury Rogistration DistrictNo. _______ Regjstra o, LAL D ]
.
1. PLACE OF DEATH 2. USUAL REMDENCE (Where deceased lived. If institution: Residencg’before
300 o COUNTY o STATE M{ggourl b COUNTY admi sgion)
=57 T b, CITY {If outside corporate limirs, give TOWNSHIP only} | Inside Limits c C‘IJTY Inside Limits
R R
TOWN St.louis Yes X1 Mo [] TOWN St.Louls Yes[ X No []
? / c FgLF% NAE\%RUF {1 NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITA ADDRESS
. 0 _insyiuvion Lutheran Hospital 3425 California Yes (] No[X
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print} L ..J or
loyd ames Ballard DEATH April 19, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In yeors JFUNDER 1 YEAR| IF UNDER 24 HRS.

Months 1

March 26, 1913 | f&™

Doys

Hours l Min.

100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and stcte &r country}

a

12. CITIZEN OF WHAT COUNTRY?

Uoctor, coronar, atc. must use only standard nomanclafure in item 18, No symptoms will be listed.

All diseases in Part | must be cousally related.

during t of working life, even if retired) INDUSTRY
arber Gideon,Mo, UsSa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME J4. NAME OF HUSBAND OR WIFE
J.W¥,Ballard Hattie Tinnon Bernice Ballard
15. WAS DECEASED EVER 1N U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17 INFORMANT ' Address
(Fer. Hggggnioen)| OFves W =TT e ot i) 1),3109-0227 | Bernice Banan:l, 3425 California

18. CAUSE OF DEATH (Enter only one couse per line for {a), (), and (c
PART |. DEATH WaAS CAUSED BY:
IMMEDIATE CAUSE (a)

INTERYAL BETWEEN
ONSET AND DEAJH

Conditiens, if any, DUE TO (b)
which gava riza to } ’
above cause (o), ‘_f /
ing th dar- .
z Toimy cavas. la. }  DUE TO 0 / y
= PART i, OTHER SIGHIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the terminal disease candition given in PART | (@) 19. WAS AUTOPSY /
p PERFARMED?
I YES NO (]
% | 20a. ACCIDENT SUICIDE HQMICIDE 205, DESCRIBE HOW IMJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
; 0 O ]
U| 20¢. TIME OF .Hour Month, Day, Year
S INJURY  am.
"X _P.I'I'l.

204. INJURY OCCURRED
WHILE ATD NOI WHILE i

USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLE

20e. PLACE OF INJURY (e.g., in or about home,
farm, foctory, street, office bldg., etc.}

20f. CiTY, TOWN, OR LOCATION COUNTY

STATE

21. | attended the deceased from

. 10,9

alive on

and last wwﬁ
m on the date stated gbove; and to the bast of my knowledge, from the couses stated.

/B‘E‘Wcurud uf

o

? 22b. ADDRESS ?‘Z i

().

‘Ra%%rﬁ( [=22-59

23c. NAME OF CEMETERY OR CREMATORY

Park Lawn Cemetery

320
23d. LOCATION (Clty, tewn, or eaunty})

St.huis co ..MOO

4 (Sr_un-y/

24. FUNERAL DIRECTOR ADDRESS

Albert H.Hoppe,L700 'ﬂaahing'bon Blvd,

25- DATE RECD. BY LOCAL REG.

APR 2 0’59

28. REGISTRAR'S SIGNATURE

{Licensed Embalmer’s Stotement on Reversa Side)

A
K




L
L4
e .
. - -
STATEMENT BY LICENSED EMBALMER
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
BY ME, OF BY 1uiiiiiiiiiiir oo oe i ctieii e v e st e , Student Embalmer No. ...............t

working under my personal supervision,

..........

e R 8 L g4

Licensed Em%&.
P. O. Addres k... )

SEMABIIE  «eveareinetieneasrriasnesersasnenrneetarranaanscarnsnsn Sig
Signature of Student Embalmer

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 émbalined by a STUDENT, he also shall sign in his OWN handwriting.

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




