MDED

MRV g 5 18

IVISION OF HEAL !H STANDARD CERTIFICATE OF DEATH

Registration District No. ___

/7-._._anary Registration District No. ﬂ_--_--lagumr ‘s No.

B60-013729

STATE FILE NUMBER

DOCUMENT

BY AFFIDAVIT OF

during

+ of wnrluii];fe, even if retired)

13a. FATHER'S NAME

Albert Copeland

At Home

12b. MOTHER'S MAIDEN NAME

Rosella Med'.l.ey

Winona,Ma,

U.S,

1. PLACE QF DEATH 2. USUAL RESIDENCE (Where decepsed lived. If institution: Residence before
s. COUNTY St «Louis s STATE M3 omg e b COUNTY admission)
b. CgRY {If ovtside carporate limirs, give TOWNSHIP only} Length of stay in 1b <. %TY Inside Limin
R
TOWN Lema.-y 23 d ays TOWN St.louws Yes T No O
<. :1%; I:JAME OF {If NOT in hospital, give location) Inside Limits d. :g%EREEES {If cutside, give location} Reside on Farm
INSTITUTION Mt, St .Rose Ho spital Yes () No O L4170 Folsom Yes [ No X
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type ot prinl} H OF
elen Eula Griffith DEATH March 10, 1960
5. SEX 6. COLOR OR RACE 7. Married X Nover Married [] [8. DATE OF BIRTH | 9- AGE {last birthday) [IF UNDER | YEAR | IF UNDER 24 HR
Femle White Widowed [] Divorced J 5/h/1908 51 Months { Days Hours Min.
10a. USUAL OCCUPATION (Give Xind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and ttate or country} | 12. CITIZEN OF WHAT COUNTRY

14. NAME OF

HUSBAND OR WIFE

John

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

{Yes, no,ﬁr unknown) | (If yes, give war or dates of service)
0

16, SOCIAL SECURITY NO,

Uninown

INFORMANT

Address

John Griffith,

4170 Folsom

18. CAUSE OF DEATH (Enter only one cause per line
PART ). ]

o),
DEATH WAS CAUSED BY el

IMMEDIATE CAUSE (a)

(&), and {c).

e

/

INTERVAL BETWEEN
ONSET AND DEATH

G Meon)dS .

u/mmpah/

%Vlﬂcw/}s,‘ S

Conditions, if any, DUE TO (b)
which gave rite 1o
sbove cause (a),
stating the under-
lying cavuse last. DUE TO (<)

002 X

WHILE AT WORK
NOT WHILE AT WORK ]

farm, factory, street, office bidg., etc.)

F4 PART 1). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH, but not related to the terminal PART JIl. If deceased was female was
[+ disease cpndition given in PART | (a} there a pﬂlgmrﬁy in last 90 days.
D A
) T‘a.)‘_ umo,{- ?05 p}zl"ﬂ#}’& *-/}5"/-—5'(, lDYesl E/an E£] Unknown
w
= 9. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 11 of item 18.)
] PERFORMED? (m a a
] YES[J NO
-d
& | 20c. TIME OF  Heur  Month, Day, Year
: INJURY  am.
S P - 73
20d. INJURY OCCURRED . T | Z0e. PLACE OF INJURY (o.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

o

“a.

| attended the deceased from.

Z /,
278767

12:20 am

. )

;"//;ﬂ///é&

y, Z .
and last nwmaliw on 31/ dg//é &

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

2 GN RE

22b, ADDRE

L8500

ehlyern ~

7 Lo, S,

2275 SIGNED

234, BURIAL, CRE
EMO'

BN,
ify)

23b. BATE

3-12-60

23c. NAME OF\CEMETERY OR CR

Cedar Grove Cemetery

MATORY

lem,Mo,

23d. LOCATION (City, tawn, ¢r county)

(Stafe}

24, FUNERAL DTRECTOR

Albert H.Hoppe,Inc.,L700 Washington Blvd

ADDRESS

25. DATE RECD. BY LOCAL REG.

3-//-bo

REGISTRAR'S SIGNATURE

'y St

{Li d Embal

on Reverse Side)

[
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STATEMENT BY LICENSED EMBALMER J

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

v Student Embalmer No._ ~ J

working under my personal supervision.

—
e t—
Student__ T ———

Signature of Student Embalmer

P. Q. Addressﬂ_ﬂ L) le

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cor
with the above constitutes grounds for revocation of Ilcense) ve

If embatmed: by a STUDENT, Fe-also shali sign“in his" OWN handwrmng - Lwerr ] 1
If thls body is not embalmed, fact should be so stated above. _ B
v .. B S -

-




