- ) THE DIVISION OF HEALTH OF MISSOUR|
»‘{.l'.'!:.. ' STANDARD CERTIFICATE OF DEATH —@;}9&,%&05"
:"::. _I]ED J UN 1 1 19@?5@:"3"0[1 District NB P’imﬂ"Y ngiv’"m"m Distrigt Moo Re_g_i ’"m 178‘“""

1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Whera deceased lived. If institution: Residence bejére
300 COUNTY a. STATE Missouri b, COUNTY admissio
I CIOTRY (If vutside corporate limits, give TOWNSHIP only) Inside Limirs c. C:)TRY Inside Limits
Y N
TOW_ g7, LOUIS, MISSOURI LNl Tom st louis Yesld Ne[d
? S €. I":lgls-l!’-l'?All_A%DF (If NOT in hospitcl, give location} | Length of stay in 1b d. iB%%EEES {If autside, give location) Reside on Farm
AL OR- Y
o_ __wstrurion. BARNES HOSPITAL 6725 Morganford Rd. Yos [] No[]
3. MAME OF DECEASED First Middle Last 4, DATE Month Day Year
{Type or print} OP
BEDA LOVISE HALL DEATH MAY 29, 195
5 SEX 4. COLOR OR RACE]| 7. MARRIEOPK] NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (ln yoors JFUNDER 1 YEARL IF UNDER 24 HRS,
. N st birthday} | Months | Days Howrs I Min,
Female ;| White , wooweo[]  oivorceo[J| Nov,13,1881 77
10a- USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE {City and state or country) / 12, CITIZEN OF WHAT COUNTRY?
duﬁn m&ggﬁngi. lifs, wven if retired) INDUSTRY WaShington co. . ‘Ark . U . SoA .
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME QF ﬂuéﬂAND OR WIFE
Thomas Williams Sarah MacGarrah John W.Hall
w
n—:' 15. WAS DECEASED EYER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
- Yws. no,wy unk 1§ . gl T sorvi
g {Yes, no, NO nﬂwﬂ)l( yos, g 'Ngﬁg'" of setvice) none Elizabeth Hall 6?25 Mol;sanfo!ﬂ Rd.
[ 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), ond (c}.) INTERVAL BETWEEN
™ PART L. DEATH wAS CAUSED 8Y: ONSET AND DEATH
w IMMEDIATE CAUSE (o} _ BRONCBOPNEUMONTA 2 DAYS
g
E Conditions, if any, DUE TO (b) MEA. h‘"5 DAYS
- which gove rise to
; obove cause {a), } 5 3 _*\
gz P crns 1o} DUE TO ) RENAL DISEASE, TYPE UNKNOWN ? YEARS
- 5 E PART 1). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal disease condltion given in PART I {0} 19 \PVAS |.;ﬂué.l"'OF’S‘l’ .’\
2 ' ERFORME|
$ =|| DIARETES MBLIITUS  ARTERTOSCLEROTIC HEART DISEASE YESL] NG
- X % | 20a. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= ZRu
5 j U [ 20c. TIME OF .Howr .Month, Doy, Year
|2 afo INJURY  am.
§ _>'_| "X p-m.
E g 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
! - w WHILE AT NOT WHILE 0 farm, foctory, street, office bldg., e1c.)
i n? £ WORK ] AT WORK
; E 21. | attended the deceased ﬁ?/ngﬁ Ig IE sc , to !nrg 29’ 1959 and last aw tl';‘ alive on M_ng_g______
H Death occurr 8 05 A Mo £ m on the date stated above; and to the best of my knowledge, from the causes stated.
_§ 2Za. ?:-?IW (Dogue or le O | 22b. ADDRESS 22c. DATE SIGNED
B
g Mliw, N - m. D, BARNES HOSPITAL _ [5/29/59
23e. BURIAL, CREMATION, | z3b. DATE 23e. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) {Stote)
REMOYAL (Spacify)
Remov. tr wl e Fairview Cemetery Washington Co.,Arkansas
24. FUNERAL DIRECTOR 25. DATE RECD. 8Y LOCAL REG. | 26 REGISTRAR'S SIGNATURE

riegshauser 4228 S Klngshlghway T og

{Licensed Embolmer’'s Statement on Reverse Side) -




STATEMENT BY LICENSED EMBALMER

Y L
A

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

T B - O U P PO PE PP PRSP P RTPTTTLILLEREIEAE , Student Embalmer No. ..........cco..ooe.

working under my personal supervision.

SLUAENE  creneiileviinairearinsiassnasinenieibsarernaraaons Signed

. Si%nature of Student Embalmer . o
- ot . Y L - - *

: e Lic’enséd Embalmer No........co.o. -2

P. O. Address............ et

L ey .

Note: The above MUS'I: 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 4s:n6t embalmed, fact should be so stated above.




