VISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —a -
FI Lgegst!ﬁson Eigncl Ne. ___1_9_6_1____3_1.8_Primnry Registration District No. _10.03-__chisrrar‘s Ne. . __ _87.3'__ TATER

AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. I|f institution: Residence before
[ a. COUNTY a. STATE B b. COUNTY . admission}
o I1linois Macounin
% b. C(i)fa\’ {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b €. Ccl)'l"‘Y - Inside Limits
v}
3 own  ST. LOUIS, MISSOURI TOWN  Mt, Clara Yes @ No [
w ¢, ;%;P?TAATEO(;F {If NOT in hospital, give location) tnside timits d. SI.:’)%EEETSS (If cutside, give location} Reside on Farm
ADDR
71 nstrotion BARNES HOSPITAL Yes 1 NoJ Box 6 Yes O No
O
3. NAME OFf DECEASED First Middle Last 4, DATE Month Day Yeut
{Type or prin1) OF
CARRIE ANNIS KULENKAMP DEATH  JTANUARY 27 1961
5. SEX 6. COLOR OR RACE 7. Married 2]  Never Married {1 [8. DATE OF BIRTH | 9. AGE [last birthday) [ IF UNhDER 1 YEAR IF UNDER 24 HR
. Widowsd [J Divorced [J Months | Days l Hours Min.
Female White 1/30/1897 63
10a. USUAL OCCUPATION (Give kind of work dona [ 10b. KIND OF BUSINESS OR INDUSTRY} 11, BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
o during most of working life, even if ratired)
IS ifa At Home Flainview  I1l4i U.S.A.
9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME F HUSBAND OR WIFE
—
19 Tom Taylor Grace Combs Roy Kulenkamp, Stf. Cisre,
v 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
i< (Yes, no, or unknown) | {If yes, give war or dates of service)
s 0 Nil None Roy Kulenkimn,_i._ﬁlaza,__m_i.noii,_
- e = 18. CAUSE OF DEATH (Enter only one cayse per line for (a), (b}, and (c). INTERVAL BETWEEN
< uZJ ART 1. DEATH WAS CAUSED BY: ONSET AND DEATH
1o w = immeptate cavse () CARDIORESPIRATORY FAILURE 2 MINUTES
) .
12le o ,
& (3§ & Conditions, if sny,7  DUE 10 (CRANTOTOMY, POST-OPERATPIVE 3 DAYS
wis which gave rize to =
.E ¢£ above C;Ul& d(a).
= stating the under.
= g e "] oue 10 RECURRENT INTRAVENTRICULAR TUMOR (% MEKINGTOMA) O YEARS
-% z PART il. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH bur not related ta the terminal PART 1ll. If deceased was female wes
Z._. g disease condition given in PART | (a) . there a pregnancy in last 90 days.
%]
'i § 2; 3"\ rlj Yes I X Ne I 1 Unknown
o E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1i of item 18.)
2 & PERFORMED? O O a
g ¥ vesJ NO¥
o S| 20c.TIME OF  FHoul  Month, Day, Year |
3 o INJURY a.m.
g 2.,
20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bldg., etc.)
. NOT WHILE AT WORK [J
[a]
é 21. | artended the deceased fro mﬂ 28 0 . 'o_QI&H_n__al;_l%l_and last saw 'h.'f;, alive on_JAﬂ._ZZ,_l_QGJ__
o Death “cu",d at 5 25 P M. m an the date stated above, and to the best of my knowledge, from the csuses stated.
-F
=2 u- 1 Degree or mlo 22b. 22¢. DATE SIGNED
) 5 27a. % / ? i o9 - BARNES HOSPITAL
» £ " M, D, 1/28/61
< 23a. BURIAL, CREMA‘IICSN 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stare) 7
e} o REMOVAL {Specify) )
z T Removal 1/28/61 Local Sh Sa
= < 24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. . REG, R'S
i % : . JAN 28 1961
= Albert H., H Tnc., 1700 Hashington Blvd, >0




-

o ST LA T
STATEMENT BY LICENSED EMBALMER
e S e Tl
. +. . .| hereby certify that the body whose name is recorded on_the reverse side of this certificate was embalme@
or by Student Embalmer No.
working under my personal supervision. Q’

-/ [
Student Signed &’7 /4] f ﬁ&g(w&
Signature of Student Embalmer
No. l/Zf) 0‘/2

Licensed Embal

P. ©. Addres

(Failure to comply

Mote: The above MUST BE SIGNED BY THE LICENSED EMEALME.R':in his OWN HANDWRITIN
with the above constitutes grounds for revocation of license). ~—
.- If embalmed by a STUDENT, he also shali sign in his OWN handwriting.
-7 If this body is not embalmed, fact should Be so stated above.




