>SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
AMENDED FltFnDDuHWo _2 _qu§_18_?rlmlry Registration District Mo, 1.m____ﬂeqm‘url Na. __,______4_ _

——
STATE FILE NUMBER

- PLACE OF DEATH

2. USUAL RESIDENCE (Where decessed lived.

If institution: Residerce before

s, COUNTY a. STATE . COUNTY dmissi
2 Illinoig Madigon ‘"
% b. C(I)TRY (If outside corporate limits, give TOWNSHIP only) Length of stay in Ib c. CIty Inside Limis
5 OR
E owN_ gt, Louis 22 days oW Gollinsville YoXy No D
< c. FULL NAME OF (If NOT in hospital, give location) tnside Eimits d. STREET (If cutside, give location) Reside on Farm
‘u;' HOSPITAL O ADDRESS
g INSTITUTION Jewlsh Yes ({ No O gle ghio Ave, Yas )1 Ne O
3. NMAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print) . DEOF "
LETHA VIOLA GCLINE AT 5 18 1961
5. SEX 4. COLOR OR RACE 7. Married Never Married [] [B. DATE OF BIRTH | 9- AGE (last birthday} | IF UNDER 1 YEAR _IF UNDER 24 HR
Pa male wWhit e Widowed Divarced [] 5_24_ 12 4 9 Months | Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)
Opera% Dressg Mfg. Co. |Owsensville, Ind, UsA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James Wesley Rogers Sarah Ellzabeth Lee
15. WAS DECEASED EVER IN U.5. ARMED FORCES? l?.Rm Address
(Yes, no, or unknown} {If yer, give war or dates ¢ of rervice) C Dl l i ) l I l
e e Stinchfield, nsville, 111,
= 18. CAUSE OF DEATH (Emar only one cauie pur line for (a), (b), and {c}. T INTERV AL BETWEEN
E PART ). DEATH WAS CAUSED BY: —— ONSET AND DEATH
s ES IMMEDIATE CAUSE (a} BﬂSlLR R"r’ ARTE.(("’ {HRom GoS| .5 £ weeks
(W]
2 o] several
S o Conditions, if any, DUETO(b)CEREP)RHL— }QRTE RioSCLEROSIS vyears
s which gave rise to j
z above c;uu d(a}, 3 b
= i tl nder-
I‘;‘i‘::?g cau’seu last. DUE TO (¢} 0‘2 *
4 PART )l. QTHER SIGMNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART 1L If deceased wes female was
g disease condition given in PART | {a} there a pregnancy in last 90 days.
< ~ ™
SIARTER0sCLEROT I NenrT Dgease (C»Mesﬁuc L5y lure |0 yes | gno | O unknown
- 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.}
= PERFORMED? o] ] a
8 YES ] NOB§
51 20c. TIME OF  Houl  Menth, Day, Year |
o INJURY a.m.
|§ p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORX [J farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [J
a i .
é 21, 1 attended the decessed from l 1/ 3 0/ /7"’ ? 10, J-,// 8’,// 9‘/ and last saw E""“ on Jj/:/—gf//? 6,/
fa Death occurred at 2 15 P. M m on the date stated above, and to the best »f my knowledge, from the causes stated.
| .
2 L Degreo or sitle) 27b. ADDRESS 22c. DATE SIGNED
O o] ATURE {Deg .
I - HD’ /74 L{é L/fv Dthj Sl Low% /L'7° ‘5"7,9/5 f
2 33a, BURIAL, CREMATION, | Z3b. DATE 73c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City. lown, or county} T (State)’
3 (=) REMOVAL (Specify)
g T _5/22/61 Bethel Chapel
b3 <] 77 ’ AODRESS 25, ﬂh VZECD BY LOCAL REG.
jud
= % P/: Collinsville, I 19 1961




STATEMENT BY LICENSED EMBALMER

[ hereby certify tha bo whoseﬁ is recorded on the reverse side of this certificate was embalmed by me,

or by -~ Student Emb.almer No.

working under my personal supervision. / .
!
Student Signedw%%

Signature of Student Embalmer

Licensed Embalmer No.__ 2803
’ 7 - P.O. Address Collinsville, I1}

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.

\ T . L B






