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BY AFFIDAVIT OF

VS JAN 5 196%

Registration District No.

=z

RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

//f\

Pk

w—=Primary Registration Distriet No. e _______ Registrar’s No,

S 72

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decmued\ lived. If institution: Residence before
2. COUNTY . STATE b. COUNTY dmission)
stvo LO‘lﬁ.B a I-l.]inois Y > admissiol
b. CéTRY (if ounside corporate limits, give TOWNSHIP only) Length of stay in 1b [ %LY T Inside Limits
TOWN Rural Wellston 1l yr.19 days Tow Alton Yos @Ko O
c. ;LIOI.IS.PIIQT&TEO%F {If NOT in hospital, give location) Insiyimiis d:l;%iEEES (It cutside, give location) Reside on Farm
iNstution  St.Vincent's Hospital |ve@ ~en hlh Prospect Street Yes O No (B~
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type ot print) OF
WINIFRED BADIEY PADDQCK DEATH Dec. 28, 1960
5. SEX 6. COLOR OR RACE 7. Married 1 Never Married (3 |8, DATE OF BIRTH | 9 AGE {last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
Fema.le mte widowed XJ Divorced [ 7/5/82 78 ths | Days Hours I Min.

108, USUAL OCCUPATION {Give kind of wark done
during most af worl g l:fc, eﬂf retired)

10b. KIND QF BUSINESS OR INDUSTRY

i1,

BIRTHPLACE {City and state or country)

13a. FATHER'S NAME

William F, H adley

13b. MOTHER'S MAIDEN NAME

Mary

Wesat

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, or unknown) I(If yas, give war or dates of service)

14, SOCIAL SECURITY NO.

W onk

|

12. CITIZEN OF WHAT COUNTRY

UaS,4

Edwardsville, I1linois
14, NAME OF HUSBAND OR WIFE ?ad'
M T !
17. INF NT Address
J
1§ EhadchnRreachery sTpter

PART 1.

Conditions, if any,
which gave rize 1o
above cause (a),
stating the under-
lying cause last.

18. CAUSE OF DEATH (Enter only one cause per line for {s), {(b), and {c).
DEATH WAS CAUSED BY,

IMMEDIATE CAUSE (a)

Broncho-pneumon:\.g

INTERVAL BETWEEN
CONSET AND DEATH

10 days

DUE 1O (b}

Generalized Arteriosclercsis

DUE TO {¢)

Years

6 PART . OTHER SIGI\_II_FICA[\I'I C_ONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal FART (1) If deceased was female was
E disease condition given in PART I {a) Chronic Brain Syndrome ASSOCia d there a pregnagcy in last 90 days.
S ~ with Cerebral Arteriosclerosis ~ Years [ O ves | #No | O Unknown
- 19. WAS AUTOPSY 20a. ACCIDENT  SUNICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.}

3 PERFORMED? 0O 0 m]

o YES[O NOLX

S 20c, TIME OF Hour Month, Day, Year

a INJURY am,

w p-m.

3

WHILE AT WORK
NOT WHILE AT

20d. INJURY OCCURRED

ORK (O

20e. PLACE OF INJURY (e.g.,

in or about heme,

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

20f. CITY, TOWN,

OR LOCATION

COUNTY

STATE

21,

Death eccurred at.

December 9, 1559

o,

Dec. 28, 1960

| attended the deceased from.

10: 00 &,

her .
2nd last saw pyygalive on

m on the date stated above, and 1o the best of my knowledge, from the causes stated.

73a. BURIAL, CREMATION,
REMOVAL {Specify)

/-3 o~ Lo

CALHALLA

ff Lovis e

22s. $1 E . [(Degree gr title 22b. ADDRESS [ 22c. ATE SIGNED
S, A thoeds, Y. DN, | 7301 St.Charies Rock R /28 /60
23b. DATE 23¢, NAME OF Sttty OR CREMATORY 23d. LOCATION {City, town, ar county] (Srate)

o

CREMALION
4, FUNERAL DIRECTOR

Fd

h

ADDRESS

;-)70 25. DATE RECD. BY LOCAL REG. ISTRAR’S SIGNATURE
s A721n [ R-F b0 %6"%“4%; S

(Llcensed Embalmer s Statemnent on Reverse Side)

‘U‘
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- oo Pe o 7 - "STATEMENT BY LICENSED EMBALMER

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

or by i . - ' _ i Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embalmer

Licensed Embalmer NO.M
3 T - P. Q. AddressM

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to
~N T 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.
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