| DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 59-02'7466

F]LED S AUG 1 0 19 STATE FILE NUMBER
- angutrailon District No. ___3.1_ _____ —_Primary Registration District No. _Jy_/___ﬂeglﬂruf s Na. ___éj_-.&.’é%
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
a. COUNTY &- L ol .S s STATE M4 ggour] b COUNTY S g admission
b. CCI)TRY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CO”RY Inside Limit;
1owN Clayton 3 DAY Town Kinloch Yes ENd'O
c. i'l.g.éPNAME OF (If NOT in hospital, give location) Inside Eimits d. ASI;%EREETSS (It cutside, give locetion) Reside on Farm
ITAL
|Nsmunou~§t Louis Co, Hoepital You 139 MacArthur Yes 0 No G—
3 (l_?AME OF DE)CEASED First Middle Last 4. Dé\l':l'E Month Day Year
ype or print .
DEATH 7__ -
fAdnn. e Hevson 3o- /959
5. SEX 6. COLOR OR RACE 7. Married []  Never Married [] |8. DATE OF BIRTH | 9 AGE (last birthday) l:‘o‘;"NhDER 'DVEAR :: UNDER 'ﬁ HR
Widowed X Divorced {1 ths ays ours in.
nal Nogro 4-24-1881 | 78
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of workmuﬂ;?leven if ratired) Hone Pvrkstate . M 199.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Tom Dent Unknown ————
15. WAS DECEASED EVER IN 1J.5. ARMED FORCES? 146, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, nknown) | (If yves, give war or dstes of service)
s f None Florence Day 139MacArthur,Kinloch, Mo,
= 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and {c). INTERVAL BETWEEN
E PART 1. DEATH WAS CAUSED aY: . QNSET AND DEATH
g IMMEDIATE CAUSE (a) C,eg:;;s]fz‘: H@g[r E;glgrc 2 monlig??
[
Q . . f J
a Conditions, if any,)  DUE TO (b) Aciguojc.{craé“, Aewr ISCas€ . Uen Krawn
which gave rise to
above cause ([a),
L stating the under.
lying cause last. DUE TO {c)
Z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the terminal PART HI. If deceased was female was
g diseasa condition given in PART | (a) thers & pregnancy in last 90 days.
< - . N .
i Em fer s anemica ~ Gowveraliagd arterjoslorss:s OYes | ONo | O Unknown
= | 19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART |l of item 18.}
& PERFORMED? ] [} 0
v YES.Al-NO ]
& | 20c. TIME OF Howr  Month, Day, Year
2l miury Famo s T
; N - pm. 7 . ad
| 20d. INJURY OCCURRED 20e, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
: b % WHILE AT WORK farm, factory, street, office bidg., exc.}
: g NOT WHILE AT WORK [J
' X
I -
s 21. | attended the deceased from——LEML 7"' 50 /gend last saw :':,:,.Iive on 7‘ 30' /75'7
| Desth occurred ot on the date siated above, and to the best of my knowledge, from the causes siated.
B 22a. SIG?IE {Degres or title) 22b. ADDRESS 22c. DATE SIGNED
5 aud W, Soﬁnﬂ-. ats) bof So. T2 remt wood Blud
T 23a. BURIAL, CREMATION, | 23b. DATE 23, NAME OF CEMETERY OR CREMATORY 23d. LOCATICN (City, town, or county} {State)
] REMOVAL (Spacify)
| Burial 8/3/59 Weshington gt
< 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.™
o
af G.Wade Grabberry 4202 Finney Avenue 57 -~ / -

(Licensed Embalmer's Statemean? on Reverse gide)




- x S R S Y

B AL AN S [ T T

we ** . * STATEMENT BY LICENSED EMBALMER

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

or by S ——— —_— - — e . Student E‘mbqlmer No.

working under my personal supervision.

.
<

Student, _ Signed
Sign:nure of Student Embalmer

f‘ ) _ Licensed Embalmer NO.M__

k woe e P. O. Address 4202 Finney Av

[\

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR!TING {Failure to con
with {he-above tonstitites grounds far-revocation of license). L ' Ve
If embalmed by-a STUDENT, he also shall sign in his OWN handwriting.
If this body is npt gmbalmed, fact should be so stated above.
] -




