Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
HLED VS NOV ¢ 1959

*NDED

Registration District Mo, ____________________._Primary Registration District No. . _ae.o_.o__Registrar’s No. __2--_9&0

99-0

38198

STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where dn::au¢ lived.

If institution:

Residence hefore

DOCUMENT

5, SEX

6. COLOR OR RACE

?. Married 3 Never Martie:g
Widowed [] Divarce:

during

2

T0a. USUAL OCCUPATION (Give kind of work done

ost of working life, even if retired)
ol

10k, KIND OF BUSINESS OR INDUSTRY

8. DATE OF BIRTH

4-4-37.22
BIRTHPLACE {City and state or country}

9. AGE [last birthday) | IF UNDER

a. COUNTY a. STATE l ssaﬁ) admission)
b. CITY {If outside corporate limits, give TOWMNSHIP only} Length of stay in 1b e. CITY Inside Limits
TOWN S*Lpu,’s 37_45. Towngl— ! ﬂul.-s Yes O No O
c. FULL NAME OF (If NOT in hospital, give locarion) __‘ Inside Limits d. STREET =~ (If cutside, g:ve Iocation) Reside o0 Farm
RS Q, 19 wi o | 258 g MHalalle 84 [wowo
L £/ e S
3. NAME OF DECEASED ' First Middie Last 4. DATE Month Day Yaar
{Type or print) CA ! ; ES DEDITH /o : Hg
IF_ UNDER 24

1 YEAR

Months

Days Hours Min.

)
T3a. FATHER'S NAME

-f- Yr E-VlL 3s

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, or unknown)l {If yes, give war or dates of service)

13b. MOTHER'S MAIDEN NAME

ails

Vie sk u!ﬁ_%__w

12 CITIZEN OF

WHAT COUNTRY

S 4.

USBAND O

S,vigle

. SOCIAL SECURITY NO.

PART

Condirions, if any,
which gava rise to
sbove cause (a
stating the under-
lying cavze last.

(v
18, CAUSE OF DEATH (Enter only one causa per line for (s), {b), and {c).
1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

|

17. INFORMANT

ddress

Ir A
Massive Intra=Cranial Hemorrhage with Brein

R WIFE

!

destruction; CUNIKIB?:

Compound s hotgun

suetomy Skull and Braln, suffered when shot with

Q1 nNd Ot
sh otgun

in the hands of

DUE TO (¢} 2951 Gamble St. 3

one,

William Davis,

on Oct. 22nd, 1959 abouit 6:00 P .M

in

hlome at

PART I,

OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not related 1o the terminal

disease condition given in PART 1 (a)

PART JIL If
there a

deceased  was

female was

pregnancy in last 90 days.

75 /X

[DYes

| [ No l 3 Unknown

WWIQQVIT OF

WHILE AT WORK [J
NOT WHILE AT WORK ﬁ

In

farm, factory, street, offics bidg., ete.}

home

=
3!
—-
«
Y
E 19. WAS AUTOPSY 20a. ACCBENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART 1 or PART II of item 18,)
PERFORMED? (W]
o Yes[) NO O See Above =
v , .
S 20c. TIME OF Houl Month, Day, Year o
H INJURY .
2l 6:00 °™ 10-22-59 St. Louis, Mo,
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY - STATE

1 attended the d

d from,

to.

21,

6:26 P.M,

h occurred ot

her .
and last saw iy alive

on

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

Z 2 {Degree
23b, DATE

lﬁ“e.k <

F LEMETERY OR CREMATORY

lenn

71 d

22b. ADDRESS 22:?ATE SIGNED
Ve
,.3400 @éz,c,/{ /o 27/,#
23d., tOCATION (City, town, or county) (Stase) [

\/iek s

Wikl —

Mirss.

Rmovel | 10-28~57 |
Gus lowe 2930 Dicksak

25. DATE RECD. BY LOC

3“" 0CT 27 1959

REG.

/72

{Licensed Embalmer’s Statement on Rmru Sad:}'

s

%(;7‘?55 9
2, =




L a . . . |
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< = - - . . |
- - H TR e EREY o Pt ! ., }'j-" E ¥ .
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LR | -
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- t
v ‘ . STATEMENT -BY LICENSED EMBALMER
. ' . - - .
! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by r
or by Student Embalmer No.

working under my persoFfal supervision. %
Student . . Signed W @‘//a drzaz.eSs ,Z

Signature of Student Embalmer
anensed Embalmer No. ; j 2 5

P. O. Address 42.'5-/ VVBS ,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER |n his OWN HANDWRITING. (Failure to com

. with the above constitutes grounds for revocation of license). N
’,‘ Lo If embalmed by a STUDENT, he also. shall sign in his OWN handwmmg ‘ ) "
T i 1§ this body’is ndt embalmed “fact” should be 50 stated ‘above. ¢t T R
-: PRI ¢ 3::- .- p 5 wn




