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Doctor, coroner, stc. must use only stondord nomenclature in item 18. Mo symptoms will ba listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseasas in Part | musy be causally related.
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Registration District No. ._____|

J.' ‘

STANDARD CERTIFICATE OF DEATH

J/7__ _____ Primary Registration oimi_cg/ 4#

THE DIVISION OF HEALTH OF MISSOURI

=600

7540

STATE FILE NUMBER

Regmrur s /Za_____......u_

rF 4

1. PLACE OF DEATH / 2. USUAL RESIDENCE (Where deceased lived. If institution: Regidance bfh"
. €O Y . STATE b. COUNTY, "“”"-’"
o COUNT St. Louis ° Misgouri St. Lou
b. CITY (If outside corporcte limits, give TOWNSHIP only) Inside Limits c. C:)TY y 2 |ns|dn Limits
CR R . (=l .
TOWN Kirkwood Yos [ No [ Town__Kirkwood ~ Yos ] - No [
. FgLL NALA:\EROF {If NOT in hespital, give locatien) ;Yngth of fay in 1b d. STREET (If outside, give location} Reside on Farm
HOSPITA ADDRESS
instivuTion St. Joseph Hospital /fﬁ/ 625 Nirk Yes O] Mo [
3 Nf\ME OF DE)CEASED First Middle Last 4. DATE Manth Day Year
{Type or print In A
5. SEX 6. COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIEDG 8. DATE OF BIRTH 9. AGE (In yuars §F UNDER i YEAR| IF UNDER 24 HRS.
P . lost birthday) [Months | Days H'h‘r-rl fﬁ
Male White wooweo[]  Chivorceod|  )y/1/60
100 USUAL OCCUPATION (Give kind of work done | 105, KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country} 12. CITIZEN OF WHAT COUNTRY?
during most of working life, evan if ratired) INDUSTRY
e Kirkwood, Missourdi < Us, S. A.

13a. FATHER*S NAME

John L. Medlock

13b. MOTHER*$ MAIDEN NAME

J4. NAME OF HUSBAND OR WIFE

Joyce Husky

15. WAS DRCEASED EVER IN U, 5§, ARMED FORCES?
{Yos, n mm)l(il yes, gi i

give war ar dotes of service)

INFDRMANT
John Medlock

16. SOCIAL SECURITY NO.| 17.

Mrs.

Address 625 Nirk

Kir

PART L.

Condltions, if any,
which gave risa 1o
obove cause (o),
stating the vnder-

t.

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (g).}
DEATH WAS CAUSED BY:

L]
IMMEDIATE CAUSE {a} Mﬁ.

INT

kwood, Mo,

ERVAL BETWEEN

ONSET AND DEATH

L ] -
DUE TO (&) M_z‘lﬂﬁ

7625

g. lying couse laa DUE TO (C)

= PART H. OTHER SEGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal diswase eondition given in PART I (a) 19. WAS AUTOPSY
hi 2 PERFORMED?
i V. v?z«u £ YES ] NO A"
% | 20a. ACCIDENT SUICIDE  HQMICIDE 20b. DESCRIBE HOW INIURY OCCURRED. (Enter nature of injury in PART I or PART Il of item 18.)

w

; O O d

U| 2. TIME OF ,Hour Month, Day, Year

1 INIURY  am.

1% p.m.

204. INJURY OCCURRED

20e. PLACE OF INJURY (e.g., inor about homa,

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

Death occurred at

WHILE ATD NOT WHILE farm, factory, sireet, Gitice bldg., etc.)
WORK AT WORK O
21. | attendod the deceased from #- / - b a, to - , - éo ond last QWR alive on # / 6 o

m on the date stoted above; and to the best of my kmwledg.. from the causes siated.

22a. SIGNATURE

e

atley

D

{Degree or ml.)

22b. ADDRESS

2zbk.

&

23a. BURIAL , CREMATION,
EMOVAL (Specify)

URIA L

A
;2’ ;’;;Z A /560

23e. NAME OF CEMETERY OR CREMATORY

OAN Y LL CEMETERY

23d. LOCATICN (City, town, or ceunty)

Kirlwood, Mo

22c. PATE SIGNED

(Statw)

24. FUNERAL DIRECTOR

Louis H Bopp Inc. Kirlwood 22 Mo,

ADDRESS

25. 7EC Y LZ REG.

4 Ecabak

on Revarse Side)

Li

zs-";%yu?"%”“, % Aot




STATEMENT BY LICENSED EMBALMER M

I hereby certify that the body whose name is recorded on the reverse side of this certificate was ‘rmbalmed

BY ME, OF BY viieeiieiieiccmmi it it it rme e bernae b e s s , Student Embalmer No. ...................

working under my personal supervision.

SEUARNE  cooevnrrnrrrrnnrnrrnrnreaenscscsstssssersanssnsnnsssnns i (P Ly B/ S SR
Signature of Student Embalmer

P. O. Address

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

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

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




