i
Hoolth,

THE DIVISION OF HEALTH OF MISSOURI

59-022825

i STANDARD CERTIFICATE OF DEATH T FILE RO
wblic B
Eal&iu TL D JUL 1 1959209“"0'1% District No. Primary Registration District No. Regislrar'ﬂ:.__5846.__
. . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
300 o. COUNITY a. STATE Me. k. COUNTY admissl
1-57 b. CI!)TRY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. C:)TRY Inside Limits
Town ST, LOUWLS, MO Yes {J No [ tow  St. Leuls Ves[] No[]
[ 7 / <. Egls'#l m::q% SF {If NOT in hospital, give location) | Length of stay in 1b d. iB%E?EE;S (If outside, give location) Resida on Form
['»] .
o wstitution ST,LOUWS CITY HOSP, #1, 716 N. Leenard Yes (7 No (7]
3. HTAME OF DECEASED First Middle Last 4, DATE Month Day Year
int OF
{Type or print) HOOPER DERT DEATH JUNE16, 1959
5 SEX 6. COCOR OR RACE| 7. MARRFEDENEVER MARRIEDD 8. DATE OF BIRTH 9. AGE (In yeors iFUNhDER[l;YEAR IF UNDER 24 HRS.
birthdoy} | Moaths ays Hours Min,
5 Male = No Lre ] woowee[) pivorcen[] Jume_6, 1902 577 I
: 105 USUAL OCCOPATION {Giva kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and siate or country} / | 12. ©1TIZEN OF WHAT CounTRY?
: ju:fin most of working lite, aven if retired) INDUSTRY 'B S
asersr Ala. *Oe

"Howe

13a. FATHER'S NAME —

13b. MOTHER'S MAIDEN NAME

Lula Adell

14. NAME OF HusEAND OFWIFE

Fleremce Dent

13 ayinpiging wa

Goerge Doat
-
15. WAS DECEASED EYER IN U. 5. ARMED FORCES?

{Yes, 0o, mlﬁgl)l(lf yas, give war or dates of service)

16. SQCIAL SECURITY NO.

17. INFORRANT™

Fleronoe Dant: 716 N, Leemnard

Address

PART |. DEATH WAS CAUSED BY:

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

INTERVAL BETWEEN
ONSET AND DEATH

Tt

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All dissoses in Part | myst be causally related.

Candirions, if any,
which gove rise to
above cause {a),
stoting the under

IMMEDIATE CAUSE (o)

DUE TO (k)

oue 70 (0 PERFOR 7 y50

SELPT 1c ENLT , OXERNISr  CVANOW A

MEDIA ST I 1775

LEso PH S

z iying couse last,
.‘-3 PART {I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net reloted to the tarminal dissase condition given in PART I {a) 19. WAS AUTOPSY
3 - PERFORMED? =
e [FOVENCED CLRCH S 1S YES[] MO
| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART |l of item 18.)
@
6 o O 0]
Q W¢. TIME OF  Hour  Month, Day, Year
a INJURY a.m.
* p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inar gbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NQT WHILE D farm, factory, street, office bidg., etc.}
WORK L] AT WORK

[ 21, ! attended the deceased from
Death eccurred ot

s/2/89 o 6/16/59 '

m on the date stoted above; and to the best of my knowledge, frem the causes stated.

M

and last saw hi

he:‘ alive on 6/16/59

220. SIGNATURE

7.

(Degree or tit)

22b. ADDRESS

[«]
), 7 L.

1515 LAFAYETTE AVE

22¢. DATE SIGNED

6/16/59

LH EURIAL,CREMATIDNE 23b. DATE

Reliable Fumeral 1389 H. Vnien

N 1959

2 ¢ 23e. NAMEDF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
REMDVAL (Specify)
6/20/59 Father Dickaem St. Leuls Ce. Me.
24. FUNERAL DIRECTOR - ADDRESS 25. DATE RECD. BY LOCAL REG.

(Licensed Embalmer's $1atement on Reverse Side)

26. REGIS R"S SIGNATU .
Bt Buidh, 110,
v a })42’5




STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY oot re e ererre e v e sas s resa e ra e s e e e ., Student Embalmer No. .........eeeennans

working under my personal supervision.

Student - eviiiiiiriiiiiiicrirereerrren e s s i e Signed .,
Signature of Student Embalmer

~l-

Licénsed Embalmer No.. Y1 ¢

P. O. Address(ﬂ!#..b.. '5.mm

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 l1cense) ]
* If embalmed by a STUDENT; he also shall Sign-in his OWN handwriting.

If this body is not embalmed, fact should be so stated p\bove . . . .-




