URI DIVISION.OF-HEALTH STANDARD CERTIFICATE OF DEATH

LD 9551, 8.9960 3L oy s s e \EPY i AIEER

DED

DOCUMENT

BY AFFIDAVIT OF

~60-03342

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If institution: Residence before
¢ COUNY  ge 1o I.liS a STATE M@, b. COUNDGG—Eoul-a—Chdggpen
b. CITY (If outside carporate limits, give TOWNSHIP only} Length of stay in.1b c. CITY Inside Limits
OR OR
oW Koeoh, Mo 7% monthg oww  St, Louis Yes X No O
c. FULL NAME QF (If NOT in haspital, give locatian) Inside Limits d, STREET dlf ine lgcation Reside on Farm
HOSPITAL O . N ADDRESS «3_3 2
"N Rob't Koech Hospital [|"% ™0 St. Louis Chronic HoB3p YeO NoX
3. NAME OF DECEASED Migddle ast 4. DATE Meonth ¥
(vpe orprm) £ f.ﬁ’unter (@eme) Webster JOF 8 ¥ 5
oRES
5. SEX 1 aNcmon OR RACE 7. Married [ Never Married [ BJ-QATEOF élEH ¥. AGE (last birthday) | IF UNhDER IDYEAR IF UNDER 24 HR
Iy 8 i i - - Months ays Hours Min.
e egro Widowed 28] Diverced ] 67 y—rs . Y )
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
durinhpgislg working life, even if retired) None Mis Souri i 'U - S.A .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Wayne Webster Mary Johhson Jogie Ties Webster
15. WAS DECEASED EVER IN US ARMED FORCES? . 16. ?CIAL SECUR!TY NO. | 17. INFORMANT Address’
" o R g g |4 72394 Records Koch Hosp., Koch, Mo.

18, CAUSE OF DEATH (Enter only ene cause per line for (a), {b), and (c)- INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: QNSET AND DEATH
IMMEDIATE CAUSE (a) Bronchopneumoni& 1l week

Conditions, if any, DUE TO (b)
which gave rise to
abova cause  (a),
stating the under-
fying cause last. DUE TO (<)} /

Death octurred at. ll L"‘O

z PART It. OTHER SIGNIFICANT CONDITIONS NTRIBUT!NG TO DEATH bul not related to the terminal PART [Ik. If deceased was fomale was
. disesss condition given in PART 1 1) DPyulmonalry Tuberculosis, ingctiydere s presency in last %0 devs
$| . Diabetes Mellitus, Chronic Brain Syndrome OYes | ONo | O Unknown
£ | 75, WAS AUTOPSY | %0s. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of item 18}
5 sggrom&m Im| a o
> e
& 20c.TIME OF  Hour  Month, Day, Year
o INJURY am.
g p.m.
20d. INJURY GCCURRED 20e. FLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, affice bidg., etfc.)
NOT WHILE AT WORK [J
21. | sttended the deceased from__lz__zlpsgg————, to. 8-5"60 and last saw hi‘m alive on 8-5-60

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

22a. SIGNATURE _:./4 m__,yﬂe)
H.A.Harris

22b. ADDRESS

Koch Hospital, Koch, Mo

[22c. DATE SIGNED

8-5-6Q

23a. BURIAL, CREMATION, | 23h. DATE
REMOVAL (Specify) 8/7. 60

23c NAME OF CEMETERY OR CR

ELESBERRY

» MO

MATORY 23d. LOCATION (City, town, or caunty)

W,

{State)

24, FuNE&ﬁ .Biit'ECT OR

PORTER FUNERAL. 3028 Dickson ST

25. DATE RECD. BY LOCAL REG. |2

f - &

EGISTRAR 5 SIGNATURE - .

é”z;;-

<

%,

{Licansed Embalmer’s Statement on Reverss Sida)



SYATEMENTY BY LICENSED EMBALMER

i hereby certifﬁ that the body whose name is ‘recorded ah the reverse side of this cerfificate was embalmed by
faed ¢ h A

or by Student Embalmer No.

working under my personal supervision.

Student O Signed -

Signature of Student Embalmer

| ‘ | . 7 '+ Licensed Embalmer No. _\w
<l .P. O. Address. //Z ? 77 J

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRiTING (Failure to co
with the above constitutes grounds for revocation &f 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.




