»SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

~61=002694

I STATE FILE NUMBER
| AMENDED Registration District No. _____s’__zg___-_-.?nmnrv Regmrahon District Na. ,—1____- r _—Registrar’s No. 3.4,.--________
l ST
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
2. COUNTY a. STAT b. COUNTY " admissi
g St.CharleB sonri St. Louiﬂ ‘i‘q_::n:ssmn!
b b. CO”RY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY lmide*imiu
o . OR 2\
2 TOWN ___St,.Charles TowN  Florissant Yo & "No O
< c. FULL NAME OF (if NOT in hospital, give location) Ingida Limits d. STREET (If cutside, give location) Reside on Farm
E HOSPITAL OR ADDRESS -
< INSTTUTION St , Joseph's Hospital Yo NoD) 785 Mullanthy Road &, [ YeD NeX
3. NAME OF DECEASED First Middle Last 4. DATE ﬂ;\onth Day Year
(Type or print) OF
Florence Alma Wilson DEATH Februvary 8, 1961
5 SEX &6 COLOR OR RACE 7. Married [1  Never Married XJ IL} L; élRTH 9. AGE (last birthday) § IF UNDER | YEAR IF UNDER 24 HR
wid d Di od Months Days Hours Min,
Femle White towed O oreed O 68
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10a. USUAL OCCUPATION [Give kind of work done

10b, KIND OF BUSINESS QR INDUSTRY

BIRTHPLACE

(City and state or country)

12. CITIZEN OF WHAT COUNTRY

uri, o5t g i, n if retired)
Hetired' 8¢hdof feacher 1g T:leen, Tllinoisg, 4S.h.
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR W‘_IFE
»
William J. Wilson Margaret Sim _Nil
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO, 17. INFORMANT Address
{Yes, no, or unknownl}] (If yes, give war or dates of urvlce)
No ] N1i] Rodney Wilgo,
8. CAUSE OF DEATH (Enter only one cause per line for (a},

Conditions, if any,
which gave rise to
above cause {a),
stating the under-
lying cause last.

IMMEDIATE CAUSE (a)

PART |. DEATH WAS CAUSED B

T nnd {c] INTERVAL BETWEEN
W_M ) ST A oA

*J
DUE TO (b}

DUE TO {¢) m S«M_

MV—Qu_Qa«LL

PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bu! not related to 1hc termmal PART
disease tondition given in PART | (a)

1. H decsased was  female was
there & pregnancy in tast 90 days.

][] Yes—IF No [D Unknown

PERFORMED?
YES[] NO ﬂ’

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIDE
] n; m]

20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of

njury in PART | or PART Il of item 18))

INJURY am.
p.m.

MEDICAL CERTIFICATION

20c. TIME OF  Houl Monh, Day, Year |

20d. INJURY QCCURRED
WHILE AT WORK
NOT WHILE AT WORK O

20e. PLACE OF INJURY (e.g., in or about home, | 201. CITY, TOWN, OR LOCATION
farm, factory, strest, office bldg., etc.)

COQUNTY STATE

Death occurred at.

21. | sttended the decaased fro CP M \ S- 5- Aﬂzj?lﬁ._a_._[iu_md last qu:'Te:?alive un%&_m_[__

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

22a. SIGNATURE

§egru or mle)

22¢. DATE SIGNED

Pno _|2-9-6/

230. BURIAL, CREMATION, | 23b. DATE

RQEEMOVATSpe:ify) 2/11/@

23c. NAME OF CEMETERY OR CREMATORY

Union Cemetery

-

.
23d. LOCATION (City, 1own, or county) (State)

24, FUNERAL DIRECTOR

ADDRESS

25, DATE RECD. BY LOCAL REG.

Albert H.Hoppe,Inc.,4700 Washing ton Blvd

il Eomele ‘e T

é /o -

s an D ca Sidad

Sparja’ ' I1linais,
26, REGISTRAR'S SIGNATURE -
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STATEMENT BY LICENSED EMBALMER

|
|
|

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

or by Student Embalmer No.—__l

working under my personal supervision. ﬁ/ QM l
Student Signed an-Lng

Signature of Student Embalmer

Licen Embalmer No. )71"["7 L

‘ P. O. Address S—i_ :IO’W-\B// M a

- . M

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

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

“If this body is not embalmed, fact should be so stated ‘above, R




