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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

- "STATE FILE NUM
EI! E“ J UL l ;3 Iasgﬂagi stration District No. oo Primary Registration Distriet No. - cvevemmeo e Regi:hago
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. ) institution: Residence before
a. COUNTY a. STATE Misﬁoul'i b. COUNTY Perryfd"“ ion)
b. Cg]l;Y (If cutside corporate limits, give TOWNSHIP only) | Inside Limits e, C‘l)'ll;‘l' Insid'e Limits
TOWN S5t,.,Louls Yesf§ NoO TOWN Perrvyville Yegfl NoO
c. ;gls.é.l_?:&l%OF {1f NOT inhespital, givelocation)}L ength of stay in Ib 4 STREET {1f outside, give location) Reside on Farm
¢ |N51|Tu1|oélenn0n Memorial Hospital 2 wks ADDRESS  So,Moulton St. Yostl Nor
3. NAME OF Flret Middle Last 4. DATE Month Day Year
DECEASED N . oF
(Type or print) Barbara Louise Valleroy DEATH June 25i 1959
5. SEX 6. COLOR OR RACE 7. 6. DATE OF BIRTH . AGE (In years | IF UNDER | YEAR DIF UNDER 24 HRS.
MarRIED [] never marriED (K] | P g A
Female , White d  wipoweo ovoreesn (| Nove 13, 1917 11
-] 10a. USUAL OCCUPATION (Give kind of work done | 10h. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and state or country) o |12. CITIZEN OF WHAT COUNTRY!
during moat of working life, eoen if retired)
Student School Perryville, Missouri, U.SA.
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME _
William Valleroy Aline Geringer
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY RO.|17. INFORMANT Address

{Yes. no. or unknown) | (If per, give war or dales of sersice)

No I Nil None

I

William Valleroay, Perryville

. USE ONLY BLlACK INK OR RIBBON TYPEWRITE IF POSSIBLE

~Garoner, .&tﬂ-'m“_l’.l!“ only standard nomenclature in item (8. No symptoms will be listed, Al

18. CAUSE OF DEATH [Enter only one cause per line for (a}, (b). and (c).]
PART 1. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

y /wv o

INTERVAL BETWEEN
ONSET AND DEATH

Stentd /mv/d

. Death occurred at’

Huchegss S5 HoLTH s
Condicions, if any. | oue To @) ____Sce o recec LBt/ gl ) M!ﬂc" 2PS
ch gare rise fo b
above 'c:un a), /ﬂ
- f;?:,';'” ohe under: | bue 10 (0) Lren 7 ee e 7rers  ALLSEL D SaS
=] PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY
= - PERFORMED? /
3 75/
E 20a. ACCIDENT,.  SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. {Enter nafure of injury in Pert I or Part 11 of item 18.)
§ ] [
3 20¢. TIME OF Hour Month, Dag, Year
INIURY e m,
g 2. m. ‘ . |
X | 20d. INJURY OCCURRED 20e. PLACE OF INIURY {e. ¢., in or ahowt home, [ 20f. CITY. TOWN. OR LOCATION COUNTY STATE
wurl.s AT | NOT WHILE O farm, factaryg, street, office bldyg., elc.)
AT WORK -k . .
Zi: f attanded the d » ‘lrom ﬁ /°2‘; /é ? . fo & /& 9/5 f and laat saw :m alive on y =)

A m on tho date atated above; and to the beat of my knowledge, from the causes stated.

22b. ADDRESS 22¢. DATE SIGNED

166347

-

kA

'i_lun.i in.Part | must be casually related. Coroner cannot certify to a death due to natural ca

. 9(/ Pite, 0.
3. BURAL, CREMATION, [ 230, DATE Be. M"ENCEHETEIVOR CRIMATORY
" REMOVAL {Specifg) :
‘Bemoval £=29-59 motepar

234. LOCATION (City, fown. or county) {State)

Perryville, Missouri.

28, FUNERAL DIRECTOR ADDRESS

Albert H. Hoppe, L4700 Washington Blvd.,

25, DA ﬁECD By SgREG

6. RE%R'S SIGNATURE

{Licensed Embalmer’s Statement on Reverss Side) .
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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 emr

Lo o+ LR B O - g » Student Embalmer No.........

working under my personal supervision..

Student .. ..o, Signed....... Qe ttec el 0% .-

Signature of Student Embalmer

Licensed Embalmer No., W

. P, O. Addresﬁ/&éﬂ.(;ﬁ‘:fﬁ‘f

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (]
to comply with the above constitutes grounds for revocation of license).

If emmbalmed by a STUDENT, he also shall sign in his OWN handwriting.

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