 Hoalth, THE DIVISION OF HEALTH OF MISSOURI 59__0230 40

;:W;Il_fau STAN DARD (ER"H(A“ OF DEATH ’ 'STATE FILE NUMBER
3 olIc
bh Service ]LED J UN 2 4 1gsg_agistrutioq District No._ Primary Rggism:ﬁon District No. Rgistrmao..ﬁsig..__
1. PLACE QF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Re;}d.n#aforg
S, . COUNTY o. STATE b. COUNTY admis
‘lun o Illinois Jersey
F. 1-57 b. CIDTRY (If autside corporate limits, give TOWNSHIP only) Inside Limits c. C:JTRY Inside Limits
£ ToW ST, 1OUIS, MISSOURT Yos (] No [ Tom Jerseyville Yos[ No[R
iu-Z_ <. FgLFI'-I NAME Ol‘zé" NOT in hospital, give location) | Length of stay in 1b d. STREET (if outside, give location) Reside on Farm
o hefinSR BARNES HOSPITAL ADDRESS Yes [ No (X
a 3. NAME OF DECEASED First Middle Last 4. DATE Maonth Doy Year
& {Type or print) oF
C M JEWSRURY PEATHTUNE. 9, 1959
5. SEX 6. COLOR OR RACE 7‘MARR|ED[ENEVER warrigp[] 8. DATE OF BIRTH 9, AiGE. (.i,.'z;,;; :::,?,ER;LEAR I::::DER 2;::125.
5 le | White |y weoweo[] oworceol]| Noverber 5,1901 | %7 |
= 10a. USUWAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and atate or couniry) / |12 cimizen oF whaT counTRY?
= during most of working life, aven if refired) TNDUSTRY .
: Housewife Et-ﬁome Calhoun County, Illinois. 7.5.A
% 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF H.U'SBAND_ OR WIFE
E . enberg Dina Becker Clifford Jewsbury
‘E‘L 2 ] 15 WAS DECEASED EVER IN U. S. ARMED FORCES? 16, 30CIAL SECURITY NO.| 17. INFORMANT Address
= {Yms, no, or unknawn)] {I{ , gl d f service - - -
T g ke o] {1 you, shygryagor dates o ' | Unknown Clifford Jewsbury, Jerseyville, Tllinois.
=z a 18. CAUSE OF DEATHdEmer only one couse per line for (a), (b), and (¢).} INTERVAL BETWEEN
b o w PART |. DEATH WAS CAUSED BY: — D DEATH
e w IMMEDIATE CAUSE (o) _INFERTOR VENA CAVA OBSTRUCTION
£ & /
=
£ W Canditions, if ooy, . DUE T0 () _FIBROSIS OF VENA CAVA YEARS
5 t w:'\:eh gave (Il; l;o
2 e e, 0 L6 7.2
L E 8 ‘z) lying cause loar. BUE TO (<)
5 24 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diseass condltion given in PART I (a) 19. WAS AUTOPSY
LE I PERFORMED? /
i% ofc HEMOLYTIC ANEMIA YES ] No[]
5 - § ¥ | 20a. ACCIDENT SUICIDE  HOMICIDE b, DESCRIBE HOW INJURY OCCURRED. (Enver naturs of injury in PART | or PART Il of item 18.)
- = =pgw
§ 5 ZN5[20c. TIMEOF .Hour -Month, Day, Year
55 a)s INJURY a.m.
- g 3 k3 p.m.
2 E % 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
e W WHILE ATD NDw-HLE 3 farm, factory, street, office bidg., etc.)
i 3 WORK AT WORK )
2 E 21. | attended the deceased from SEMag 1958 . e UNE 9; 13 29 and last Saw E::, alive on _JUNE 9, 1959
§ 5 Dwath occurred at 4' '2 <0 NO{ HN o~ m on the date stated abave; and to the best of my knowledge, from the causes stated,
]
s 22a. SW/ . [Dggee or ti I.)W ¢ | zb. Anmzés‘i 22c. DATE SIGNED
53 A % RNES HOS
u [
kR _ 7 A2 Y PITAL 6/10/59

230. BURIAL, CREMATION, | 73b. DATE 'nc. NAME'6F CEMETERY OR CREMATORY 234. LOCATION (Clry, rawn, o county) {Stare)
REMDYAL {Specify} - 3 1
Remov 6-12-59 Surmit Grove Cemetery Kampsville, Tllinois.

24. FUNERAL DIRECTOR ADDRESS 25. DATE RE Y 1.0 . 26. TRA SIGNAFURE
Albert H. Hoppe, L700 Washington Blvd., JIN1G*Y ,@J M A

(Li d Embaolmec’s 5 on Reverse Side) 'W y\ﬁ
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STATEMENT BY LICENSED EMBALMER

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

by me, OF BY oot , Student Embalmer No. ...........c..ceet

working under my personal supervision.

SUUAEIL e cnrvaarace e cataissatiansananraarassrrraernns
Signature of Student Embalmer

Licensed Embaimer No

P. O. Address.%.fmﬁ‘.vr.m

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.

If this body is not embalmed, fact should be so stated above.

AT B 7 i o‘

L . .




