All diseases in Part | must be causally related.

- THE DIVISION OF HEALTH OF MISSOUR! 59_02’?580

e FILED VS AUG 7 1959 STANDARD CERTIFICATE OF DEATH
klic STATE FILE NUM
rvice R_egisimticm_ ‘D!stri_ct Mo. ........\;A,Z........._.......APrimury Registration District No.M2_ A L . Registrar's Nn/?ﬁ
y 4 ¥ i r JA—
1. PLACE OF DEATH Y 2. USUAL RESIDENCE {Where 5ccaased lived. If institution: Resdidqncg bet
a. COUNTY St . Loui a a. STATE Miss Oul‘i" COUNTY admi ssian)
7 b. CgY (If ourside corporate limits, give TOWNSHIP only) lnside Limits c. C:jTY Inside Limits
R R
7o Richmond Heights Yos X Mo [] TOWN St.Louls Yesf) No[]
7 l c. FULL NAME OF (If NOT in hospital, give location) | Leagth of stay in 1b d. STREET {If outside, give location) Reside on Farm
[2] HOSPITAL OR " ADDRESS
8  wstitution St.Msry's Hosp 2 Viedks 5511 Finkman Ave | Yes{J Ne[
3. MAME OF DECEASED First Middie Lost 4. DATE Maonth Day Year
(Type or print} ) OF
WILLIAM DICKSON MARSHALL DEaTH  T=24-1959
5. §EX 6. COLOR OR RACE T.MARR'ED EVER MARRIEDD 8. DATE OF BIRTH 9. AGE (in yeors F UNDER | YEAR| IF UNDER 24 HRS
Iowhdqy) Months | Doys Hours Min.
| Male o Whiita / WioOwED orvorceo[] 3=7-~1882
10a. USUAL OCCUPATION {Give kind of wark done | 30b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of wagking life, evendid ratired) INDUSTRY
Hotired CIsTk Sy.Louls Mo o| U.S.A.
13a. FATHER'S NAME 13b. MDTHER'S MAIDEN NAME 14, NAME OF HUSBAND CR WIFE
w arshall Mary McGee Clara Marshall
u—]’ 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NOQ. . Address
2 {Yes, noﬁrounknuwn)[(ll yus, give war or dates of service) 4 90_05 -025 ry
o, 18. CAUSE OF DEATH (Enter only one couse per line for (a), (b), ond (¢}.) INTERVAL BETWEEN
uw PART |I. DEATH WAS CAUSED 3Y: - ONSET AND DEATH
"j‘_" IMMEDIATE CAUSE {(a) a
= - P
=
w Conditians, if ony, DUE TO (b)
t w:ci:h gave r;u; t)n
abov I ,
5 e et ok 204/
8 % lying causs last. DUE TO (&) -
=N = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the terminal diseass condition given in PART | {a) 19. WAS AUTOPSY
ol b PERFORMED? [
] I YESXl N0
§ 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1l of item 18.)
-—_ w
” E ] O O
=1 K
j | 20c. TIME OF Hour Month, Doy, Yeor
afa INIURY  a.m.
: * p.m. s
% 20d. INJURY OCCURRED He. PLACE QF INJURY {e.g., inor chout home,| 20f. CITY, TOWN, OR LOCATION . COUNTY STATE
w WHILE ATD HOT WHILE O farm, foctory, street, office bldg:, ete.}” |
4 WORK AT WORK - 4 /7

. A
21. | attended the deceased from /?j_“;d .o 5( ’&’% / ;% E and last saw ::; alive on 7&%/5—9
530 P, m én the ddte stated above; and to the best of my knowledg(from Ihc{:cusu{luud.

Death occurred at
U T 22b. ADDRESS - 22¢. DATE SIGNED:

22a. URE {Degres or title)

230. BURIAL, CREMATION, | zab. DaATE 2%¢. NAME OF CEMETENY OR CREMATORY 23d, LOCATION (City, town, ar county} 7 (Siaraf”
a1 | 7-27-1059 | Bellefontaine Cem 4947 W.Florissant Av M
~ " 24P UNERAL DIRECTOR ADDRESS 25. DATE RECD. 8Y LOCAL REG. REGISTRAR’S SIGNATURE
y - - %/ & @5
avols - Av LB, M Z A,




e S o = & -

STATEMENT BY LICENSED EMRALMER

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

, Student Embalmer No. ...............c.0.

working under my personal supervision.

Lol T Ts = 1 A PO Signedat LAV
Signature of Student Embalmer

icensed Embw’?‘/73

P. 0. Address

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

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




