RI DIVISION OF HEALTH — STANDARD _CERTIFICATE OF DEATH
FILED VS JUL 7 1360

Registration District No,

-__Z.___;____.annrv Registration District Naﬂd__-_ﬂegurrar ‘s No. ___-Zg_-

STATE Fi

LE NUMBER

1. PLACE OF DEATH
2. COUNTY

Sa.ianouia

2. USUAL RESIDENCE (Where docelscd lved.

STATE b. €O sdmission,
SWsagourd > WYy g i

b. CITY {If outside corporate limits, give TOWNSHIP only)

own  Nirmandy

Length of stay in 1b

6 days

c. CITY
OR
oW Bargusan

It institvtion: Residence before

Inside Limirs

Yes P No [

c. FULL NAME OF {If NOT in hospitsl, give |ocation}

HOSPITAL OR

iNsTTuTioN Normandy Ost,eopathic Hosp

Inside Limgj
Yes %f[‘]

d. STREET
ADDRESS

202 No.

{If cutside, give locatien)

Dade

Reside on Farm

Yes O NOR

DOCUMENT

BY AFFIDAVIT OF

3. NAME OF DECEASED

(Type or print)

First

James

Middle

Laar

Massey

4. DATE
DEA‘I"H

Month

Jung 27, 1960

5, SEX

Male

6. COLOR OR RACE

Vihite

7. Married [0 Never Married [J
Widowaed E Divorced [

le. DATE OF BIRTH

}-22-1876 8k

9. AGE (inst birthday)

\F UNDER 1T YEAR

Day Yeoar

IF UNDER 24 HR

Months

Days

Hours Min.

10a. USUAL OCCUPATION

dyring most of working life, aven if retired)
§ el S aonme .

(Give kind of work done

10b. KIND OF BUSINE

QR INDUSTRY

1.

Union County,

BIRTHPLACE {City and state or country)}

.,

12, CITIZE

U SA

N OF WHAT COUNTRY

13a, FATHER'S NAME

L

NDA

13b. MOTHER'S MAIDEN NAME

DRER/AN

T4. MAME OF HUSBAND OR WIFE
—_—

15

EVER IN V.5, ARMED FORCES?

. WAS DECEAS| EA
(Yn,ﬂno. or unkn n)' {If yes, give war or dates of sorvice)

16.7 SOCIAL SECURITY NO.
e ————

ErHE

which g
above
stating

Canditions, if any,

lying cause

IMMEDIATE CAUSE (2}

ave rise to
cause (a),
the under-
last.

18, CAUSE OF DEATH (Enier only one cause per lins for {a), (b), and {c).
PART |. DEATH WAS CAUSED BY:

MEDULIARY FATLURE

Address

iNTERVAL BE
ONSET AND DEATH

immadiate

DUE 10 (b) Cerebro-Vaacular Accident

immediate

DUE TO (<) !fb:nmbﬂ-_-ambn I ]' 3m Qf care bz:g | a‘r“l‘a‘r‘ieq

S days

PART I3,

diseass condition given in PARY | (s

Auricular fibrillation, areterio-sclerosis

OTHER SIGNIFICANT CONI:)I‘II(:)J’:SJ CONTRIBUTING 7O DEATH but not related to the terminal

PART ILL. If

deceased was
thers a pregnancy in last 90 dlyxi

fomals was

IDY“IDNv [DUnknawn'g

19, WAS AUTOPSY
PERFORMED
YES [0 NO

20a. ACCIDENT  SUICIDE
u] o

HOMICIDE
0

20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of Injury in PART | or PART Il of item 18.)

Hou
am,
p.m.

20c. TIME OF
INJURY

MEDICAL CERTIFICATION

Month, Day, Yeer |

WHILE AT WORK

20d. INJURY OCCURREIZC}]
NOT WHILE AT WORK ]

20e. PLACE OF INJURY (e.g., in or about home,
farm, factory, streas, office bldg., erc.}

20t. CITY, TOWN, OR LOCATION

COUNTY

STATE

21,

| attended the decessed from

6-21-60

to.

6-27-60

Death occyyred at.
-7

2315 AMe
_

and last saw R;:, alive on

6=26-60

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

23s. BUR) N,
REMOWAL (Specify}

REMovmL

7
{Degree or title)

DO

22b. ADDRESS

6638 Pepperidge,

St.louis 34

is

Whire Mitl

23¢. NAME OF CEMETERY OR CREMATORY

23d. LOCATION (City, town, or county)

22c. DATE SIGNED

2=27-60

(State)

24, FUNERAL DIRECTOR

ADDRESS

JOHN STYGAR & SON ~ 5541 RIVERVIEW BLYR.

b -

25. DATE RECD. BY LOCAL REG.

28 -6 0 |

{Licensed Embalmer’s Statement on Reversa Side)

26. REGIERARS?VAT% z ;




o

"STATEMENT BY LICENSED EMBALMER

l

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

or by : i . ", Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

*

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cJ
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.

R -




