Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DOCUMENT

BY AFFIDAVIT OF -~

“-m!rvs §§|ct Ilb ]:__lg_g_g;___________ftimary Registration District No.

59-030626

STATE FILE NUMBER

1. PLACE OF DEATH

57 Lovns

2. USUAL RESIDENCE (Where deceased lived.

I institution: Residence before

fMﬂ’Jb. COUNTY JE//

a. COUNTY a. STATE j[ '/ 25 M-/n/dmiuion)
b. Cl'l;f (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b . CO”;!Y Inside Limits
ToWN gr, LOUIS, MISSOURI KX Oty TOWN Ve rkrlo r/ Yes DR No
<. ;L:jl.gpl:{erogF {H NOT in hospital, give location) Inside Limits d':I;ETEEETSS (If cutside, give location) Reside on Farm
instiution BARNES HOSPITAL Yes . Nofl RAA 7 (’,ﬁey Yes [ No/it’
I
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year |
(Type or print) D?:TH
BENJAMIN SAMITET, MARTTIN ATIGLIST 25 a59
5. SEX 6. COLOR OR RACE 7. Married¥g] Never Married (1 |8. DATE OF BIRTH, | #- AGE (last birthday) [IF UNDER 1 YEAR | IF UNDERZ4 HR
M4ze/ A4, /-—e/ Widowed [ Bivorced O3 3' ‘ - /BJA Months | Days Hours Min.

10s. USUAL QCCUPATION (Give kind of work done

during mofhw;?lp elif,e‘f%?&:ed)

10b. KiND OF BUSINESS OR INDUSTRY

Qeate vl

11.

Coldew

BIRTHPLACE (City and state or country)

12. CITIZEN OF WHAT COUNTRY

CR7e ThL, US #,

13a. FAT:(?; ?A;/A m”m "/

13b. MOTHER'S MAIDEN NAME

LecheTi A

————

T4, NAME OFMMSRAND-SR WIFE

ﬁ/zswcz MACT

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

16. SQOCIAL SECURITY NO.

17. INFORMANT

(Yes, np, or unknown) | (If . @ive w ice
yes g:{ ar or dates of service) u,‘/}(m‘,w,\/ M W m[/%
18. _CAUSE/OF DEATH (Enter only one cause per line for (a), (b}, and (ch V INTERVAL BETWEEN
ART I. DEATH WAS CAUSED BY ONSET AND DEATH
{ K/‘ 31,& ) MYOCARDIAL INFARCTION 96 HOURS
o & CORONARY THROMBOSIS 96 HOURS
i e rise{fo
"y e {s
Tl ‘Pwlo (;ZORONARY ARTERIOSCIEROSIS : UNKNOWN
UPART 1B ‘!’J‘Il:aE’F: cso'sgfl!rolf‘:{‘\lr:ncgr:?kg}cir‘f CONTRIBUTING T%FDEPﬁHIéLﬁ'fOI relaie{}]{os the terminal PART UL It;erge:epurs:gnanv:;‘in f:;r;alouo d:\’::.
LEFT CEREBROVASCULAR ACCIDENT. INTERSTITIAL FPNEUMONIA & | O Yes I D No l O Unknown
20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART | of item 18.)

19. WAS AUTOPSY

208, AC%ENT SUICDIDE HOMEIICIDE

MEDICAL CERTIFICATIOPY"-\\_

PERFORMED?
YESL] NO FELL OFF ROOF OF GARACE WHILE PAINTING .HOUSE.

20c. TIME OF r Month, Day, Year
INJURY ﬁ

.30 ™ 8/20/5¢
20d. INJURY OCCURRED ! 20e. PLACE OF INJURY {e.g., in or about hame, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
. WHILE AT WORK farm, factory, street, office bldg., etc.)

NOT WHILE AT WORK [ HOME ML. VERNON ILLINOIS

" Death occurred

9:07 A.M.

at.

21, | attended the deceased fmmAllGIB_T__E,B.,_J_Q_S_Q_. m_AlIGIIST_25.,_19_5.91d last sow ::.L alive onm%,_l%g__

m on the date stated above, and to the best of my knowledge, from the causes stated.

. ¢
223. SIGNATYREY,
\
e
23a. 1AL, CREMATION,
MOVAL (Specify}

eMmal/

g/( lse) Cem,

22b. ADDRESS, 22c. DATE SIGNED
ITAL
M. D. BARNES HUSPIL 8/25/59
MATORY 23d. LOCATION (C-ty. town, or county) (State)

i

Ve #ntont

, LA,

24, FUNERAL DIRECTOR

DDRESS

My Verrion) , T4

25. DATE RECD. BY LOCAL REG.

A

%fﬁ 'S mzmun:{ /u ﬁ!’

MYERS

All6 2 659

(Licensed Embalmer’s Statement on Reverse Side)

,;f (.h
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STATEMENT BY LICENSED EMBAI..MER'
' L o g "‘:; .
| hereby certify that the body whose name is recorded on the reverse side of thi§ certificate was embalmed by r

or by Student Embalmer No.

working under my personal supervision

Student Signed W W

Signature of Student Embalmer J/V

Licensed Embalmer No._l/ﬂ

*
P. O. Address 7 74

Nofe! The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to com
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

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




