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All diseases in Port | myst be causally reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

gistration District No.

99—-023552

STATE FILE NUMBER

Primary Registration DistrictNe. ______ Regisnat"a.._m___

1.

PLACE OF DEATH

COUNTY

2. USUAL RESIDENCE (Where deceased lived.

o STATE MISSOURI

If institution: Resudnnc ibe!nro
b COUNTYST mUI ;’

b, chY {If ousside corporate limits, give TOWNSHIP ondy) | Inside Limits < CBTRY g— Inside Limits
TOWN SAINT LOUIS Yosfe] No[] 1ownBEELLEFONTAIKE NEIGHBORS | Yes[E Mo []
¢. FULL NAME OF (lf NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm ~
HOSPITAL OR ADDREi Yes []
©  wenrutiovn PARE LANE HOSPITAL | 2 WEEES 415 SHEPLEY DRIVE es[] No[yg
3. HAME OF DECEASED First Middla Last 4. DATE Month Day Yeor
{Type or print) oF
TILLIE WooD PEATH  MAY 18 - 1959
5. SEX 6. COLOR OR RACE| 7. MRR'BB@ NEVER MARRIED] ] 8. DATE OF BIRTH .| 9 AGE {In yuors JIF UNDER 1 YEAR] IF UNDER 24 HRS.
st birthday) | Months | Days Hourg Min,
FEMAIE |, WHITE wooweo[J  owvorceo[]| SEPT. 23, 1874 | 84'yra” [ [
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE (City and stats or country} ’ 12. CITIZEN OF WHAT COUNTRY?
during mos1 of working life, even if retired) INDUSTRY
EVANSVILIE, INDIANA TUsA

13a. FATHER'S NAME

JOHN LAUBSCHER

13b. MOTHER'S MAIDEN NAME

MARTE LANG

J4; MAME OF HUSBAND OR WIFE

CLARENCE WOOD

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(Ylt,ﬂ_ﬁoor u‘nkmvm)](lf yas, pgive wor or dotes of service)

RONE

16. SOCIAL SECURITY NO.

17. INFORMART

MR,CLARENCE WOGD,}415 SHEPIRY

Address

‘;m - 37

18. CAUSE OF DEATH (Enter only one cause per
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

(“f' {a). {b), ond (c}.}

_,&'/T..é’-vw--(,,

B f ST F s rtint

INTERVAL BETWEEN
SET AND DEATH

. SV R

Conditions, if any,

oo Ip L el .

6 brrtr

which gove riss 1o
gbove cavie (a),
stating the under.

} DUE TO ()

DUE TO (¢} %Kéf‘d /ﬁ'{ﬂ"ﬂ% anww W@"“

z lying cause last.
bg- PART i). OTHER SIGNIFICANT CONDITIONS COH‘I’RIBUTENG TO DEATH but not related to the terminal diseese candition given tn PART | {a) 19. WAS AUTOPSY 3
b PERFORMED?
T “/‘( .4 YES[] NO
& | 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW [NJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
i
o d O »;
é 20c. TIME OF .Hour Month, Day, Yeer
a INJURY  a.m.
‘E p.m-
20d. INJURY OCCURRED Me. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factory, street, office bldg., etc.)
WORK AT WORK

21." 1 attended the deceased from

«./»/m 23NY &

Death occurred at

/S’. ~ 7 and last iow

live on__["‘/.k

6290 P . m on the date stated nbova, and te the bu? of my knowledge, from the ccu/ns stated.

220. SIGNATURE

-—

{Dagree or title)

O | 22b. ADDRESS

g&&/”@wﬂu%

22e. A qyo;

23a0. BURIAL, CREMATION, | 23b. DATE

7<'«-f
A

23c. NAME OF CEMETERY OR CREMATORY

23d. LOCATION (cay/mm. o eounty)

/(s:.y/

FEMOVAL | MAY 21,1959 | VALHALLA CEMETERY ST, LOUIS COUNTY, MISSOURI.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

CALVIN F.FEUTZ,4828 NATURAL BRIDGE ELV]

). wiy 0 ()'R9

2. REGIS%”UREZ . ;{ . /z p-
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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 embalmed

DY ME, O BY oiiiiiiiiiiin i e , Student Embalmer No. .._.......occauens

Signed,><f {.. .La.-.,‘...@:..t........ A L

. Licensed Embalmer No..

P. O. Addres o o

working under my personal supervision.

400 =7 ¢t PP PPPP PP
Signature of Student Embalmer

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,



