All diseases in Faort | must be causally ielated.

USE ONL.Y BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

09-023225

'u_F_n . “ IN 1 g ‘qug_egis!rmioq District No. oo Primary Registration District No. STA;sglzizonMd‘?Ol

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decoosed lived. |f institution: Residence bgfare

o. COUNTY a. STATEmssouri b. COEJ;TT‘Y ‘S‘t-,‘ .LOIl'ldiI“'
b, CBTRY (If outside corporate limits, give TOWNSHIP only} | Inside Limits c. CBTRY Ldl/ Inside Limits
TOWN St .LO'ui. Yes E No D TOWN St » Ferdim Twp YosD Ndi'__]
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
0 ieyiution Mo.Baptist Hospbtael ADDRESS 10146 Lord Dr., Yes [ No [
3. NAME OF l_)ECEASED First Middle Last 4. DATE Month Doy Year
{Typs ar print) LUCILLE MURFPHY . DEOITH May lzth’ 1959
g SEX 4 COLOR OR RACE{ 7. 8. DATE OF BIRTH 9. AGE (In years IF UNDER i YEAR| IF UNDER 24 HRS
female , white mﬁ::ggj NEVERD::;R:;:zS March 28th1910 hgbirrhduy) Months | Days | Hours l Win.
10a. USUAL OCCUPATION {Give kind of work donu | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stats or ceuntry) 12. CITIZEN OF WHAT COUNTRY?
during moséul{;nrrking lite, even if ratired) KiiN{:ls!T‘i:{ Electric Kansas / USA
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAKD OR WIFE
Fred H Smith Dencle Adams Robert F. Murphy
15. WAS DECEASED EVER IN L\, 5. ARMED FORCES? 16. SOCIAL SECURLTY NO.| 17. INFORMANT Address
{Yus, no, or unknown)l(lf yes, give war or dares of service) h96—22-1875 Robert F. Murphy,lOlhé Lord Dr.

INTERVAL BETWEEN
ONSET AND DEATH

Conditiens, if any,

obove covie {a),
stating the under-

18. CAUSE OF DEATH (Enter only one cause per line for {c}, {b), ond (¢}.}
PART L. DEATH WAS CAUSED 3Y: W . R
IMMEDIATE CAUSE (a) (/‘- j £ ol LM_A‘,

)y L.
ouE To 0y __C: _4_41_/@2__4.4_ .:cg_é ‘akz%w
which gave rise 1o }

/4 I

DUE TO (c) WMW

é lying causa lost. =
= PART Il. OTHER SIGNIFICANT CONDITIONS IBUTING TO DEATH bus nor reloted 1o the termina eoss condition given in PART | {a} 19. WAS AUTOPSY -
S PERFORMED?
c . YES] NO
& | 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
A
v
; O O 0 vy
Ul 2c. TIME OF Hour Month, Day, Year
o INJURY a.m.
* p.m, I
204. INJURY OCCURRED e PLACE OF INJURY (&.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION . COUNTY STATE
WHILE ATG NOT WHILE D form, factory, strees, office bldg:, ete.}” |
WORK AT WORK ~ N yd

21. | attended the deceosed from
Death occurred ot

Ty e

on the date sfar€d abSve; and to the best of my knowledge,

end last saw R::, clive on -77/5‘4'/'9,/\5’-‘?

Fé'm the couses stated.

2

6. ADDRESS
i, 35;/@/4'47&@,%/

22c. QATE SIGNED

\J%y/o';‘f

D i s w2

23a. BURIAL, CREMATION, | 23b. DATE

23c. NAME OF CEMETERY OR CREMATORY

23d. LOCATIQN {Ciry, tawn, ar county)

{State)

REMOYAL (Specify) .
removal | 5/15/59 Mamorial Park St.louia Co,,Mo,
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

MAY 1459

DIEDRICH FUNERAL H(OME,8319 Hallaferry

i Lot w110




R RY B

STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. .....ccooeeeinns

BY M@, OF DY oottt iiiei ettt s b e

working under my personal supervision.

1L Q1 s =3 11 S PSP PP
Signature of Student Embalmer

b. 0. Adhess ST s, 4.

* 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 <1icpnse).
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.



