THE DIVISION OF HEALTH OF MISS0URI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

T

SRR

"""""""""""""""""""" i “""L

&:g]strution Dristrict Na.
' e N

. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institution: Residence bafor,

. COUNTY . STATE b. COUNTY agmisgi
30 : ST. LOUIS ° TILINOIS WASHINGHSR
1-57 b. CITY (If oulside corporote limits, give TOWNSHIP only) | Inside Limits e CITY Insida Lifhits
; OR Yes Im Ne [] OR Ye:w No D
TowN ST, LOUIS, MISSOURY TowN NASHVILLE
. FULL MAME OF (If NOT in hospital, e location) | Length of stoy in 1b d. STREET (If outside, give location) Reside on Farm
7 * HOSPITAL OR ADDRE
- O _INSTITUTION BARNES Hdspﬂ AL REBOT WEST SMITH Yes [J No[X
» 3. l(‘ITAME OF DE)CEASED First Middle Last 4. DATE Month Day Ywar
2 ype or print oF
JOHN C. EVILSIZER peaTH MAY 13, 1959 |

5. SEX & COLOR OR RACE 7‘MARR|E&§] NEVER MARRIEDD 8. DATE OF BIRTH 9. AIGaE gi:ﬂ{“;' ;:.TﬁER;LEAR l:er‘DT 2;:3!5. |
| M o W 7 weoweo[]  oworceo1DEC , 16,1896 3
} 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLAGE {City and state or country) 12. CITIZEN OF WHAT COUNTRY#
i during most of working life, aven if retired) INDUSTRY U
| COAL NASHVIILE 7 «S.A,
| 130, FATHER'S NAME 13b. MOTHERS MAIDEN NAME 14 NAME OF MUSBAND'SR WIFE
| JOHN C. EVILSIZER MELISSA GRAHAM EILLA EVIISIZER

15. WAS DECEASED EVER IN U, $. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

{Yas or unkrown}| (If yes, glve war or dates of service)

§N{0) [ (e s 344-01-5570 207 WEST SMITH

All diseeses in Port | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSE OF DEATH (Enter only one couse per line for (a), {b), and (c}.)

INTERVAL BETWEEN

ADDRESS

E.ST.LOUL

S,ILL.

25. DATE RECD. 8Y LOCAL REG.

MAY 15 '59

PART |. DEATH WAS CAUSED BY: ONE AND DEATH
IMMEDIATE CAUSE (o) CARCINOMA OF LARYNX WITH METASTASES TO LUNG 1 YEAR
Conditions, if any, DUE TO (b)
whlch gove rise to '
abov. use (a),
chove Souse (o } /6 /N
z lying cowse last. DUE TO (<)
E PART tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 1o the terminal disease condition given in PART | {a) 19. \;’AS AgTDPSY z
ERFORMED?
| POST-OPERATIVE RIGHT LOWER LOBE LOBECTOMY YES{ ] NO
2| 20 ACCIL: T SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART I or PART Il of item 18.) ’
= !
; 0 O O
Vi 20c. TIME OF Hour Month, Day, Year
o INJURY a.m.
¥ p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthome,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE [:‘ farm, factory, street, office bldg., etc.)
WORK AT WORK
21. | gttended the deceosed fr 9 R WMA! l s’ 1959 and last $aw ﬁ:’n alive on MAY 13’ 1959
Death accurrf‘g_gt +Me m on the dote stated above; and to the best of my knowledge, from the causes stated.
220, EW (Degree o 1itl) O] 22b. ADDRESS 22¢. PATE SIGNED
P . /A M. D. BARNFES HOSPITAZ 5/1k/59
234, BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, twn, or county) {S4ate)
REMOY AL acify) .
MAY 17,1959 MASONIC NASHVILLE ILL.

26. REGIST S SIGNRTURE, . g:
- .~ . 6T 2. [ i &
I. it b {'..‘ H A

24. FUNERAL DIR%R
sl mﬁ/g_
g 7

{Licensed Embalmes's Statement on Reverse Side)

A
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AN A Tt

g b Jku‘f .i?"!-"':;'
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LI TR
e FEEI

STATEMENT BY LICENSED EMBALMER

IS

by me, or by

1 hereby certify that the body whose name is record)ed on the reverse 51de of this certjflcate was embalmed

l

working under my personal supervision

SEUAENE  cevrrntmianeiirieiattrieasmrraaeireaisaaaanainarrarns

Signature of Student Embalmer

License Em

. balmer Ng.......5.. EQ\/
. P. O. Addresf r;.ﬂ .....
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.”
ow If this body is mot embalmed, fact should be so stated above

LR




