MISSOURI DIVISION OF HEALTH —ﬂQNDARD TIFI 5 DEATH g
e s 4 5t Recismrarion Dictrict N Reciemrars N 345 STATE FILE NUMBER
AMENDED -19 ——mmee—em=lrimary Registration District No. —eeee——______Registrar’s No. . 5% Q5 M2 L
" 17 PLATE OF DEATH 2. USUAL RESIDENCE (Whem deceased lived. If institution: Residence before
E a. COUNTY a. STATE mj'noia b. COUNTY Ma.rion admisslon)
% b. Col'll'zY (If outside corporate limits, give TOWNSHIP only} Length of stey in b c. COI'LY Inside Limits
= own ST, LOUIS, MISSOURI TOWN Patoka Ya gl No[]
z c. Z%éP?IT‘:TEogF {If NOT in hospiral, give location) Inside Limits d. AEITJEEEETSS (If cutside, give location) Reside on Farm
z_'g wnstiuion . BARNES HOSPITAL Ye ff No O Route 2 Yo O Nofd
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print} OF
ROY IRA MALAN DEATH APRTL. 10 1961
5. SEX 6. COLOR OR RACE 7. Married Never Married [J {8. DATE OF BIRTH | ¥ AGE (last birthday) |'IF UNDER | YEAR IF UNDER 24 HR
Male White Widowsd Diverced [} um/la89 71 Months | Days Hours Min.

INSTEAD OF

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

¥0e. USUAL OCCUPATION {Give kind of work done
durinngou of working life, even if retired)
armer

10b, KIND OF BUSINESS OR INDUSTRY| 11.

13a. FATHER'S NAME

Levli Malan

13b. MOTHER'S MAIDEN NAME

Mary Tremblay

BIRTHPLACE (C

Highland,T11

ity and state or country)

12, CITIZEN OF WHAT COUNTRY

UsSe

4. NAME OF HUSBAND OR WIFE

_Maude

MEDICAL CERTIFICATION

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yea,ﬁa or unknown)| (If yes, give war or dates of service)

14, SOCIAL SECURITY NO. | 17,

INFORMANT

Addrass

Grover Malan, Odjin,I1l,

disesse condition given in PART | {a

OTHER SIGNIFICANT CONDI‘I’I!‘.)NSJ CONTRIBUTING TO DEATH but not related to the terminal

2F b %

18. CAUSE OF OEATH (Enter only one cause per line for {2), (b), and {c). |- INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: *] ONSET AND DEATH
IMMEDIATE cause (a) CLRCULATORY FAILURE 48 HOURS
Conditions, i any,)  0UE To ) STAPHYLOCOCCAL SEPSIS AND ACUTE PYELONEPHRITIS | 4 MONTHS
hich o rine AMEGAKARYOCYTIC THROMBOCYTOPENIA, ETIOLOGY
ing” cane st ] DUETO (@ UNDETERMINED } MONTHS
PART 11. PART Il If deceased was female was

there & pregnancy in last 90 days,

|0 Yes

I 0O N- l O Unkncwn

Death occurred at.

A’.%o P.M.

19. WAS AUTOPST | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in PART | or PART (1 of item 18.)
PERFORMED? m] ] W]
YESE NOOO
20c. TIME OF  Houl  Month, Day, Year |
INJURY am. .
p.-m.
70d. INJURY OCCURRED J0e. PLACE OF INJURY {e.g., in or sbout home, | 20. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (3 farm, factory, straet, office bldg., etc.)
NOT WHILE AT WORK
AN, 12, 196 - APRIL 10, 1961, her
21. 1 stiedBed the decessed from. ’T * 2 19 1 t nd last saw hie'; alive 10, 1 61

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

[
{Degree or til
4«%\ W fa)

M. D.

22b. ADDRESS

BARNES HOSPITAL

22¢. DATE SIGNED

4/11/61

Z3a. BUﬁIcl)\VLAERéMAT‘!VO]N 23b. DATE
REM i
Remova L=13-61

Patoka Ce

24. FUNERAL DIRECTOR

Albert H.Ho Inc,,l Wg Blwd

ADDRESS

23c.NAME OF CEMETERY OR CREMATORY

23d. LOCATION {City, town, & tounty)

(State)

25, DATE RECD. BY LOCAL REG.

APR 11 1961

Patoia,Ill,
26. n?k's IGNAT
fa¥7i

E

.




ah i A e

. 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.

working under my personal supervision.

Student Signed ﬂ‘dMLAT ;(dtﬂ-ﬂ‘e/

Signature of Student Embalmer
Licensed Embalmer No LLJ- ?é

‘:' P. O. Address /Jj‘ 9{0“&0‘-[6{ )’L{ o

Note: -TherabbthlJST--‘BE {SIGNED_BY THE LICENSED EMBALMER |r\ his OV\_/NMH‘ANDWF{ITING: {Failure to comply
with the abiove constitutes grqunds for revocation of license).- ) - e T

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

¥ this body'is not embalmed, fact should be so stated above. : -

- - ey . ) . .
* } - . W4 if .4_‘- . l-r)‘.-t_ . v oe.. o w'l L




