All clseases «n Farl « Mus? oe cousally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Megi“mﬁon District No. ...

J

2.

A

STATE FlLE NUMB
Registror’s No... f3 ﬁ

Primary Ragistration District No. 5 iy “

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Rasldencg be
a. COUNTY a. STATE b. COUNTY,
b. CIOTRY (If ourside corporate Jimits, give TOWNSHIP only} Inside Limits || <. C}JTY d/ d |- Anside Limits
oW Riverview Ves gt [] town Riverview 41£ o .| YesZ ne[]
<. FgLFI:.'.I NAM%OF {If NOT in hespital, give location) | Length of stay in 1b. | d. STREET (If cutside, give lucution). I Reside on Farm
HOSPITAL OR o : ADDRESS
{ __ stirution _ 447 Scenie Dr 1 mo 44,7 Scenic Dr Yes[J No [
—3.:"NTA_M_E. OF DECEASED First Middle Lost 4, DATE Manth Day Year
- " {Type or print) .
T DIANE MC KEAN DEATH May 16th, »1959
5. SEX 6. COLOR OR RACE T‘MARRIEDD NEVER-MARRIED[ 3, 8. DATE OF BIRTH 3. AF’E ﬂ.“,{;“’; l:::!ZE R ;:fm ';:JNDER 2;:“
feme ’ Hhito o wIDOWEDD DIVURCEDD DOCGﬂbOI‘ llth, 1920 8 rihdey 4 ¥ | '
10a. USUAL OCCUPATION {Give kind of work donae [ 10b. KIND OF BUSINESS OR 11. BIRTHPLACE ({City and siote or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven if retired) INDUSTRY .
w1 azhool St,Louis Mo 4 USA
13a. FATHER'S NAME 13k, MOTHER'S MAIDEN HAME 14. NAME OF HUSBAND OR WIFE
William McFean Wanda J Sloan none -
15. WAS DECEASED EVER IN U.'$, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
{Yes, no, or unknawn]| (If yes, qiv:ur_n;ﬁl-. of service) n Rose Hetz’ll-Blz N Broadwg

DEATH WAS CAUSED BY
IMMEDIATE CAUSE (a)

PART L.

one
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, ond (c}.}
' Carbon monoxide polsoning snd asphyxi-

ONSET AND DEATH

DUE 7O {b)

ation due to smoke

which gave rise to
above cause {a},
stating the under-
lying cause last.

Conditians, if any, }

DUE 10 (c)

9160

PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the termingl dlseoss condition glven in/lZRT 1 {a)

19. WAS AUTOPSY
PERFORMED?

ves[ ] no K

a,

ACCIDENT  SUICIDE  HOMICIDE

X O O

20a.

20b. DESCRIBE HOW INJURY OCCURRED.

Fire in home.

(Enter nature of injury in PART | or PART Il of item 18.)

20c. TIME OF  Hour  Mongh, Day, Year

O 16/59

Mhn v Tonn

MEDICAL CERTIFICATION

¥l

20d. INJURY OCCURRED

20e. PLACE OF INJURY {e.g., inor about home,

farm,

fogtory, street, office bidg., etc.)
hidme Riverview

20f. CITY, TOWN, OR LOCATION

T COUNTY

St. Louls

STATE
Missouri

WHILE ATD NOT WHILE
I attended the decsased from

, to

WORK AT WORK
Death occurred at

and last suwt

alive on

m on the date stated cbove; and to the best of my knowledge, from the covses stated.

2%
220. 8

BURIAL, CREM.
REMOVAL (Specify)

231b. DATE

5/20/59

23a.

E {Degree or tirl 32
M-C Coroner

22b. ADDRESS
Clavton,

I2¢. QATE SIGNED

5/22/59

Mo.

23e. NAME OF CEMETERY OR CREMATORY

Friedens Cemetery

23d. LOCATION (City, tewn, or county)

{State)

st.k‘d’.uo.

24. FUNERAL DIRECTOR

ADDRESS

DIENRICH FUNERAL HOME,8319 Hallsferry

25. DATE RECD. BY LOCAL REG.

o

£-19-59

. REGISTRAR'S SIGNATURE
L& P2
Y

INTERVAL BETWEEN -




.
.~
'

[=-

L

STATEMENT BY LICENSED EMBALMER

I hereby cer@ify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M, O i ieiriiiiiiiiiniiiri i et et , Student Embalmer No. ............coeuee

working under my personal supervision,

SEUBENE cevvrrrrnrerresereseererasrasessrresresreiasnsesnanees i ) Wﬁ%
-~

Licensed Emby&.%ﬁm

P. O. Address; .%ﬂdri;

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 embalrned‘by"‘a STUDENT, he also shall sign in his “OWN handwriting. - : S
If this body is not embalmed, fact should be so stated above.

A e - t

Signature of Student Embalmer




