AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~651<005739

159 1 STATE FILE NUMBER
Registration District NG, oo oo Primary Registration District No. 5 59 R trar’s No. 4
AMENDED .
v g
) ilEE;lAQESOFIDEAiTH b IH" 2. USUAL RESIDEMCE {Where deceased lived, If institution: Residence before
a. COUNTY Jef a. STATE b. COYNT dmission)
a efferson Mo JE¥ferson ’
% b. Cé'l;zY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b [ COITY Inside Limits
R
o)
T N Yo
| = Owl Central TOWN Arnold es O Noqc
< ¢, FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {lf cuiside, give location) Reside on Farm
"*_J HOSPITA ADDRESS
< NSITUTION Hi Way 21 Rl HillsbordYeO Nk Rox -)‘)_*_7 Yes O Nof]
3. (!IJAME OF DE)CEASED Firss Midd!e Last 4. DOAF"I'E Month Day Year
ype or print .
- 0IR 5 .19 S JAY € oX DEATH 7 - SE - &/
5. §EX 6. COLOR Of RACE 7. Married] Never Marrigh (] 8. DATE OF BIRTH | 9- AGE (las1 birthday) [ IF UNDER 1 YEAR IF UNDER 24 HR
ﬁemale hlh i te Widowad [] Divorced [0 2 - 5_19 27 3,+ Months | Days Hours Min.
10a. UiUAL QOCCUPATION (Give kind of work done | 10b. KIND OF B8USINESS OR INDUSTRY| 11. BIRTHPLACE (City and srate or country) | 12, CITIZEN OF WHAT COUNTRY
v dori f ife, aven if retired)
2 Houslewsig & Home St. Louis, Mo. USA
9 13a. FATHER'S NAME i3b. MOTHER'S MAIDEN NAME i4. NAME OF HUSBAND OR WIFE
—
) Frank Schillinger Liliian Unger Carl W, Jaycox
W) 15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
L {Ye or unknown)] (I ycs, gwc war or dates of service)
wy No [T R R Carl W, Jaycox Arnold ., Mo,
o = 18. CAUSE OF DEATH [Enfer enly one cause per line for {a), (b), and (c). 4 INTERVAL BETWEEN
< uZ_, PART |. DEATH WAS CAUSED B / ONSET AND DEATH
a s g - IMMEDIATE CAUSE (a) GU/!/J /Io 7 doval ) Te //{9 e L7
o}
5 8
= |5 a Conditions, if any, DUE TO (b}
- "u-) which gave rize 1o
= |z above cause (a),
EE = stating the under.
lying csuse last. DUE TO (c)
g z PART |I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART I1l. If deceased was female was
g diseass condition given in PART | (2) there a pregnancy in last %0 days.
g § . ID Yes | 0O No I O Unknewn
Y E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of infury in PART { or PART I} of item 18.)
g o PERFORMED? u] g u] . a/
z S|__yed nod . Sesf T Efyi e
%’ ,j 20¢, TIME OF Hou Month, Day, Year
3 z INJURY  wioer
gl pzs0 o™ 226/
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CH’Y 1{OWI"«’ OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, atrest, offize bidg., etc.) en a /_
- NOTWHILE &TWORK R | /) & oy R i Tz olell. 2o
é 21. | attended the deceased from___dﬂ.ﬁ_é!_}.e_.@ o MC (22 and fast saw ;o alive on.
[ Death occurred a1 L2 6/0 2t m on the date stated above, and to the best of my knowledge, from the causes stated.
-
8 6 2723, YGNATURE {Degree or title) 22b, ADDRE 22c. DATE SIGNED
I
3 E| e OTod I Cpne 2 A oo 21267
c>( 23a BURIAVLAEIigMA‘HON DA é 23¢<. NAME OF CEMETERY OTY SOQATION tCity, 1gwn, or county} ;y
y o peci
= <] 24 Fu RAL DIRECTOR 7 RESS E.Zd/ATgE}:tg ;Y LOCAL REG. REGISTRAR'S SIGNATURE
2| T&f /s s
= @ /4” /}/é’/?/?i . 7/6' 79/ /0 AV}, ‘&’ﬂ_

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER |

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

or by Student Embalmer No._____

working under my personal supervision. 4 577 A/"l
Student Sngned //{,IYJZ/ ><;Zl'/ ﬁy

Signature of Student Embaimer /“ //
Llcensed Embalmer No ? 75

P. O. Addres D J

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
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. : 4




