RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH S59-033589
HLED VS SEp21 1959 Recturars Nz_ntil STATE FILE NUMBER

NDED Registration District N®, ceeeeece—aceee——___ Primary Registration District No.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If institution: Reside e before
a. COUNTY a. STATE k. COUNTY mission)
Ho . izsi
b. CéTY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b [ COITY * Inside Limits
R R
TOWN ST. LOUIS TOWN ST. LOUIS Yes ] Ne O
¢, FULL NAME OF (If NOT in hespital, give location) Inside Limits d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTTUTION 20004 McDoNALD Yes (1 No [ 39004 McDownaLD Yes 0 No O
3. NAME OF DECEASED First Middle Last 4. DOA';I'E Month Day Year
{Type ar print)
MinwIE H BocksTRUCK veat  SEPT 4 1959
5. SEX & COLOR OR RACE 7. Married (]  Never Married (1 [8. DATE OF BIRTH | 9 AGE (lasf birthday) | IF UNDER 1 YEAR | {F UNDER 24 HR
FEMALE WHITE widowed X Divorced 1 1 /29/1 8 73 85 Months l Days Hours T Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1. BIRTHPLACE {City and state or country} | 12. CITIZEN OF WHAT COUNTRY
duridngﬁioal of ing life, even if retired) H S
FORE Sr. Loars 0. USA
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME QF HUSBAND OR WIFE
Dewnis Srtock THERESA HaXKE HENRY
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. [17. INFORMANT Address 9004
(Yes, no, or unknown) | (If yes, give war or dates of sarvice)
NO | NONE Ceceria CoppEpGE McDownaLDp
- 18. CAUSE OF DEATH (Enter only one cause per line tor, nd INTERVAL BETWEEN
z PART |. DEATH WAS CAUSED BY: w.‘f ﬁon—dshyd}gation ’C‘ N ONSET AND DEATH
g IMMEDIATE CAUSE (a) ‘iniditan bt phon Lo fall oo, 2L Aot
g caroinoma of -rt. Kidney - cystiii /f?/ 2 & %’yffi
a Conditions, if any, DUE TO {B) Catticrd s /‘/H # J(’"’&{ f 7 ,,é/ ‘
which gave rise to .
above cause (s}, /f
1;utin;} the unlder- BUE 10 (o) 4
ving cause last. (4
4 PART II. OTHER SIGNIFICANT CONDITEONS CONTRIBUTING TO DEATH but neot releted to tha terminal PART 111 If  decessed was  female was
g disease condition given in PART | (8] g there & pregnancy in last 90 days.
§ / d* l O Yes I &1l | O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enier nature of mjury in PART | or PART 1) of item 18.}
= PERFORMED? » m] O (]
u YES[] NO
I | 20c. TIME OF  Hour  Month, Day, Yeor
a INJURY a.m.
[} p-m.
S .
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK furm factory, streat, office bldg., etc.)
NOT WHILE AT WORK (O r\ i
“(‘ ) 1
21. 1 attendad the decessed from 2~ ..&l// T7 - 77 vo (AT A}J 7 and tast saw P, slive on 1’4/1 ‘J 4 /
Desth occurred at. 7 Py -go A m "on the date stated above, and to the best of my knowlldqc, fmm the causes stated.
5 22F5'°"“'”—T“E alter - Megm or title) om 22h. ADDRESS mo ][org DATE SIGNED
3 YAy o) s
S rinidin ol n it r e 0L fie | 2l J L *?/«u/ e
<] BURB\VLAE%MAT'IV?N 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. Locl‘now (c.t{ Town, or :ounty) (Sture)
o REM peci
=| rREMOVAL 9/7/1959 | ZroN CEMETERY Sr.” Lovis Co., Mo.
< 24, FUNERAL DIRECTOR ADDRESS 25. DATESREECPD. BY£L'OC§15§EG 24, REGIST?'S%TURE
> 1
sl I Z1EcENHEIN & Sons 7027 GravpIs '/na ﬂ’ /D,

(Llcensed Embalmer’s Statement on Reverse Side}



STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Y , .
Student Signed, x%&.’:’/&/ c'“/ﬁ /%/V?

Signature of Student Embalmer /
YT 2
Licensed Embalmer No. yg
P. Q. Addres_sM/ - 7

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

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

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




