|RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
SL 20448

ation Digtrict o wsumemre=nerfimary Registration District No. ___________.____Registrar’s
IDED HI-

DOCUMENT

BY AFFIDAVIT OF

- . XC 21040909

-60—-008106- -

2363

STAJE FILE NUMBER

PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a. STATE ILLINOIS b. COUNTY sdmission)
b. COiTY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. C(;';Y Inside Limits
R
T WN Y, N
OWN 8T, 1OUIS, MO, DAYS TowN EAST ALTON =& NoD
c. FULL NAME OF (If NOT in hospital, give lacation) Inside Limits _d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION YR ADM _HOSPITAL YD) %0 || goj, AJRLINE DRIVE o ned
3. NAME OF DECEASED Firs? Middle Last 4, DATE Month Day Year
(Type or print) D?:TH
JESSE V. D. FEBRUARY 26, X
5 SEX 6. COLOR OR RACE 7. Martiod JI  Never Married (1 [8. DATE OF BIRTH | 9- AGE {last birthday} |IF UNhDER 1 YEAR | IF UNDER 24 HR
Widowed [J Divorced ] Months { Days Hours Min.
M LE WHITE 3]

10a. USUAL OCCUPATION (Give kind of work done

dyring mast of working life, aven if retired)
BARERR

10b. KIND OF BUSINESS OR INDUSTRY| 11.

BIRTHPLACE (City and state or country}

HETTICK, ILIINOIS

12. CITIZEN OF WHAT CQUNTRY

USA

13a. FATHER'S NAME

15, WAS DECEASED EVER IN U.S. ARMED FORCES?
{Yes, ? or unknown) l[lf yes, give war or dates of service)

13b. MOTHER'S MAIDEN NAME

EMMA GARRISON
16, SOCIAL SECURITY NO. |17.

323304986 |

14. NAME OF

INFORMANT

 MAXTIE DAWSON, 404 AIRLINE DR,

HUSBAND OR WIFE

Adie: K, AETON, ILLe

disease condition given in PART | (a)

18. CAUSE OF DEATH {Enter only one cause par line for'{a), {b), and [c). INTERVAL BETWEEN

PART I. DEATH WAS CAUSED B QONSET AND DEATH
immeDIATE cause (o _ UREMIA 2 MONTHS

Conditions, f any,1  DUE 10 (b) __ MONOCETTC TRUKEMTA 2 YEARS
which gave rise to
above :;uu d(a),
stating the wunder- [
hing come low | 0UE 10 1) __BRONCHOPNEUMONIA XY 2 2 WEEKS
PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal PART Il If decoased was female wes

there a pregnancy in last 90 days.

=

o

-

S i 0 Y“] [ Neo ] ] Unknown
= | "79. WAS AUTORSY | 20, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.}
= PERFORMED' w] (m] =)

o YES[] NO

-

& | 20c. TIME OF Hour  Month, Day, Year

a INJURY a.m.

w p-m.

=

" to__k26=6n——-and last uwﬁn alive on

20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, faclory, sirmet, office bldg., etc.)
NOT WHILE AT WORK [] )
2-26~-60

m an the date stated above, and 1o the best of my kanowledge, from the causes stated.

22c. DATE SIGNED

Upper Alton Cemetery

22b. ADDRESS
PR ]
oD VAH, ST, LOUIS et
. NAME OF CEMETERY OR CREMATORY 23d. LOCA

Witd

24. FUNERAL DIRECTOR ADODRESS

Marks Mortuary, Woodriver, I1linois,.

25. DATE RECD. BY LOCAL REG.

FEB 29 1960

(Licensed Embalmer’s Statement on Reverse Side)
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- STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.
working under my personal supervision,

Student

Signature of Student Embalmer

— - ¢ . LY

- fomi = e 75
R 5

hakbove MUST BE SIGNED BY THE LICENSED EMBALMER in h:§ 'OWN HANDWRITING. (Failure to cor

by a STUDENT, he also shall sign in hls OWN hundwrmng - Lre

& not embalmed, fact should be so stated above, )
L] . . .I.- " ! 3




