{ealth,
Welfare

Public
Service

All diseases in Part | must be cavsolly reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MiSSOURI

FILED MAY 151959

STANDARD CERTIFICATE OF DEATH

Registration District No.

Primary Registration District No.

39=014838

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befgfe
o. COUNTY St. Louis o STATE Missompi b. COUNTY 87' 2o ‘Zjns.mn
b. ClOTY {1f outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY /d Insida Limits ;
R [
rom_ St. Louis Yoo Mo ] 198 ~Ste—bouts—0/ 8 s =
c. FULL NAME OF (I ap ° |ncu!|u Length of stay in 1b d. STREET (M outside, give location) Reside on Farm
HOSPITAL OR iﬂ.‘EﬁT gié 31 5 years ADDRESS Yes[] N -
INSTITUTION uomn,..\..a 1900 Gennesta o o Xl
2l an
3. NTAME OF nEg:EASED"" First Middle Last 4. DATE Month Day Year
P inf QF
(Fype or prin Jennie Coyle DEATH Ma.y 3, 1959
5. SEX 6. COLOR OR RACE| 7. wARRIED INEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE {In yoars FUNDER iYEARI IF UNDER 24 HRS.
F w - l ]-86 6 last birthdoy) { Manths | Days Houra Min.
t 4 WiooweD X} pivorceo[ ) March 3, 3 19
J10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state o country) 12. CITIZEN OF WHAT COUNTRY?
durlng most of working [jfe, even if retired) INDUSTRY N . . . !
housewife etired Marion, Illinois U.S.A.
13e. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Sanders Emmaline Laurius Gene Coyle
15. WAS DECEASED EVER IN L. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yo, no, or unknawn)| {1f . Qive w dates of service) N
" o] O o ghrp ey does of s none Sr. Marie Jean, Supr.,3400 S. Grand Blvd

18. CAUSE OF DEATH"SEMM only one cause per line for {o),
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

(b}, and (c).} ’

INTERVAL BETWEEN
ONSET AND DEATH

(7, dL)

Conditlons, if any, DUE TO ()
which gave rise 1o }

cbave cause {a),
stating the under-

V

Death occurrad ot

% and [ast saw h
m on the dote sthied gbove; and to the best of my knowladge,

g lying tavse lasn DUE TO (<}
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relared to the terminal dlsease condition given in PART | (o) 19. WAS AUTOPSY
h 2 ) PERFORMED?
@ YES{ ] NO Z
21 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART [ of itam 18.)
w
v O O d
G| 2c. TIMEOF Hour  Month, Day, Year
a INJURY  a.m.
3 p.-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY ATOWN, OR L TION COUNTY STATE
WHILE ATD NOT WHILE [::I furm, factory, street, office bldg., e':.) \
WORK AT WORK
21, | attended the d d from W’/q“ , to D uhv- on Z?:S g ) 2

the couses stated,

22a. SIGM [Cegree o1 title) 2. ADDRESS 22¢. SIGNED

MT Z/I/Vu« 9o )u g Wasom A_ &)L ]

Z3a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) fisicldf T
"Reméval |May 5,1999 |Lakewood Park Cemeter St.Louis County, Missouri

24. FUNERAL DIRECTOR ADDRESS

Wacker-Helderle-363l Gravois Av

25. DATE RECD. BY LOCAL REG.

Se

MAYS5 59

/L 2.

(L

4 Embal:

‘s § on Reverse Sids)

25, DR'S Sle'.I'URE f
ﬁi LD




" * 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, orby .7 s e reethusemssestsssessteraiatvannrreretraenaeaannraenretas +» Student Embalmer No. ...

working under my personal supervision.

Student ..Tooeeeieiiiennnes rreeereeareeeraeae e rraans SlgnedMy/.)W A

Signature of Student Embalmer
Licensed Embalmer No,.~x3,44.7 . 7...

P.O. Addxess.gé{..

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 embalimed, fact should be so stated above.

. - T .

+
a




