Health,

L Welfore
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Service

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

99-022744

STATE FILE

F‘ I E ” IUL I 3 |9559ishulion District Mo
1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If institution: Residengd bgfom

. 300 a. COUNTY a. STATE ILLINOIS b, COUNTY admi p&ion)
1-57 b. cgkv {1F outside corporate limits, give TOWNSHIP only) | Inside Limits < chY Inside Limits
> Towm  ST. LOUTS, MISSOURI Yes ] Mo [ Tom  MOUNDS CITY - Yol No O3

c. FULL NAME pi e location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm

HOSPITAL o%ﬂﬁ ES ﬁ ADDRESS

Z | emm ocBARNESHOSPIFAL) 30 oo 718 No Main St. ves 0] Neg]
A}
({ 3. NAME QF DECEASED First Middle Last 4. DATE Month Doy Y oor

(Type or print) OP

ALLIE V. BUREN oeaTHJUNE 29, 1959

6. COLOR OR RACE]| 7.

marRIED[JNEVER MarRrteD[ ]

Cal £ WDOWED{]

8. DATE OF BIRTH

ptvorcen[ )

USUAL OCCUPATION (Give kind of work done

during most of working life, even il retired)

i0a.

10b. KIKD OF BUSINESS OR
INDUSTRY

Obion Coe

June 20, 1887 T2

11. BIRTHPLACE {City and state or tountry}

IF UNDER | YEAR
Months I Days

(4] 9

12. CITIZEN OF WHAT COUNTRY?

Tenne /| Us Sa Aa

IF UNDER 24 HRS.
Hours | Min.

9. AGE (In years
last birthday}

13b. MOTHER'S MAIDEN NAME

Jonie Miller

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
{Yes, ra, or unknnwn)l(li yuu, give war or dotes of service)

4. NAME OF HUSBAND OR WIFE

Us 5. As

16. SOCIAL SECURITY NO.| 17. INFORMANT

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

MEDICAL CERTIFICATION

PART I. DEATH WAS CAUSED BY:

Conditions, if any,

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

Address 718 No Main Ste

Idahelle_AlJm_;Mnda_ﬁﬁ;F_m.__
NTERVAL BETWEEN

ONSET AND DEATH

IMMEDIATE CAUSE (o) CONGESTIVE HEART FATTURE . [ 5D
ouE 70 (v SYFERTENSIVE CARDICVASCULAR DISEASE

YEARS

which gave rise to
obove couse [a),
stating the under-

L L B UK

lylng cause lost. DUE TO {¢}
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bu‘ﬁfbl related 1o the termingl disease condition given In PART | {a} 19. gégpgggEPgY
POST-0OP ABDOMINAL PERINEAL. RESECTION FOR.CARCINOMA OF RECTUM YES[] MO
200. ACCIOENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY o@k_RED. (Enter nature of injury in PART { or PART Il of item 18.)
‘v -
o o o A=
22¢. TIME OF Hour -Month, Day, Year -5',,{' :
INJURY a.m,
p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE m !’urm, factory, streel, office bldg., etc.)
WORK AT WORK

21. | attended the deceosed from W u' 1959 .

1o JUNE

Death accurred at

29} 1959 and last saw :::1 alive onJUNE 29! 1959

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

ee or titl

i & o22b. RESS
/ﬂb/ M. D.

ARNES HOSPITAL

22c. PATE SIGNED

6/29/59

220. s%)ém . ?:;r

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATOQRY 23d. LOCATION {City, town, or county} (S1=te)
REMOY AL (Specify) "
emova}l | July 3,1959 Cairo & Beechwnod Mounds 111,

24, FUNERAL DIRECTOR

J+ H. RANDLE & SON

ADDRESS

3133 Bell Ave.

JUN3 0'%9

25, DATE RECD. BY LOCAL REG.

P —————TETY G WTOTTCI G TUT T AT USE T ITUNOU U TIENRICFUTENy 1 ITAM 3. " NO §ympToms wil oe V15Teq.
All diseases-in Pert | must be causally reloted.

{Licensed Embalmes’s Stateman? on Reverse Side)

26 R%ﬁAR'S GHAT
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STATEMENT BY LICENSED EMBALMER

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

DY M@, 0F BY oot e e s , Student Embalmer No. ..............eeee

working under my personal supervision.

SEUAENE wenmeemeemeseeeroteeeseeereeeesisaaesseananeaseeeses Signed , é/’—%(é— /)/%M/ﬁ—%

Signature of Student Embalmer

Lxcensed Embalmer No.... 7

I . o . : P 0. Address f//{/

r
P B

- B ]
l-":!“"’ s

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
I.to comply with the above copstitutes grounds for revocation of. 11cense)
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
It this body is not embalmed fact should be so stated above .

.. . o . . : .o w

Al



