SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

MENT OF PUBLIC HEALTH AND WELFg‘fO

ﬂ#o i iR _____-____.anary Registration District No. ____=Z_Z ~~*__ Registrar's No. __[_g__i_______
4004
il -l. TJLU)

=61-018675

3058

STATE FILE NUMBER

AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
. COUNTY 3 . STA b. COl Y dmissi
3 2 5%. Charles * Sl 1ssourtl WY Charles admission)
; b. CHY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CéTaY Insice Limits
; TOWN St. Charles 4 Yprs. town  St. Charles Yes @ N[
L ¢. FULL NAME OF {If NOT in hospital, give location} Inside Limits d. STREET {If ecutside, give location) Reside on Farm
’ HOSPITAL OR | . ADDRESS . - -~
INSTITUTION 54, . Joseph hospltal Yesfd No [J 3024 West Elm Sb. Yes [] No [
3. NAME OF DECEASED First Middle Last 4. DOA';I'E Month Day Year
{Type or print) T
Earl S. Davis ofATH May 23, 1961
5. SEX &. COLOR OR RACE 7. Married [§  Never Married [ [B. DATE OF BIRTH | 9. AGE (last birthday) | IF UNhDER 1 YEAR IF UNDER 24 HR
i R t Ho Min.
Iqa le ﬁh ite Widowed [J biverced [J Ngpo , l y l 97 63 '&Bﬂ 3 ?é urs in
10a, USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
i during r-nkoéfcifgcglg\}hfe, even if retired) House Pﬂlntlng Fulton’ MO- U_S-A.
i 13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME i4. NAME OF RUSBAND OR WIFE t- er
| Ransom Davis Loulisa Cliver Lillian Wiethoel-
! 15. WAS DECEASED £VER IN L.5. ARMED FORCES? 17, INFORMANT Address
(Veq no, or unknown}| (If ves, give war or dates of service) . MI‘S.Lllllan DaVlS,St .CharleS,MO
[y 18. CAUSE OF DEATH (Enter only one cause per line for (a). {b), nnd (35 INTERVAL BETWEEN
E PART 1. DEATH WAS CAUSED BY . ONSET AND DEATH
= IMMEDIATE CAUSE (8) -W—/ M A
o 7/
y [
o . . .
g =t Conditions, if any, pue 1oy _Corona insufficienc tr 8
B which gave rise to R .
4 sbove “cause (o), steriosis, valvular heart disease, rheumatic
= stating the under-
. lying cause lssr. oueT0 () heart disease |
' = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related o the terminal PART (1. If decessed was female was
('_3 disease condition given in PART | (a) there a pregnancy in last 90 days.
: 5 ’ O Yes O Ne I O Unknown
; é 19. WAS AUTQPSY 20s. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW [NJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
! x PERFORMED? O O a
, ¥ YES[] NO
5 .&| <. TME OF  Houl  Month, Day, Year |
| a INIURY &,
' g p-m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.q., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factary, streat, offica bldg., etc.)
NOT WHILE AT WORK O
N
E 21. | attendsd the deceased Irom___muﬂmlﬁ_,_lg_ﬁow_m.u.,_lg_ﬁﬁ_md last saw ﬁ;ﬂalive on_Mg-Ll.o_;J.L
h Death occurred at. approx 10:00_am on the dete stated above, and to the best of my knowledge, from the causes stated.
H
g 5 227a. SIGNATURE Deg ¢ Title) 375, ADDRESS 27c. DATE SIGNED
: ° o 4161 Lindell Blvd., St. Louis 8 | 5/24/61
Z | s uriaL, CREmATION, | 236 BATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cily, town, or county} (Stare)
y o REMOVAL (Specify) - ’ "
P T Buria Moy 26.T961|3t. John's Cemetery St. Charles, Mo.
3 < | ~Za FUNERAL DIRECTOR ADDRESS 5. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE -
F ZH.C.Dallmeyer & Sons,St.Charles,Mo. W(.&dw
{Licensed Embalmer’s Statefnent on Reverse Side)




STATEMENT BY llCENSEﬁ "EMBALMER

.o ] -~ re '

I "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

Signature of Student Embalmer

Licensed Embalmer No.

Al - LR -

Note: The above MUST BE SIGNED BY THE LIéENSED EMBALMER in his OWN HANDWRITING. (Failure 1o 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.






