kSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

thmuhon District No. ...

‘{‘_Lrumnw Registration District No. ﬂ ﬂ Registrar's No. _..-/ _(lz.__

-61-019680 |

STATE FILE NUMBER

(Licensed Embalmer’s Statement on Reverse Suda)

AMENDED ™1 lM
SN U TJTS
1. PLACE OF DEATH / 2. USUAL RESIDENCE (Where decuud lived. If institution: Residence before
. COUNTY . STATE b. COUNTY taal
2 : St. Louls ° Mo St. T,0ulg odmisien
% b, CITRY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. CCI,TRT Inside Limits
(YT e
3 TowN  Rllisville 1 day Town  Qrrville Yaig N D
c. FULL NAME OF (If NOT in hospital, give location) tnyide Limits d. STREET {If cutside, giva location) Raside on Farm
e TNTTUTION, YeuO No O ADDRESS Yog@ NeO
g Sunset Sanitarium w0 e 01d Eatherton Road ugg MO
3. (ITIAME QF DE)CEASED First Middle Last 4, DSFTE Month Day Yaar '
ype or print -
Harry Gordon Bacon oean  5/20/61
5, SEX 6. COLOR QR RACE 7. Married [ Never Married ) [8. DATE OF 8IRTH | % AGE (last birthday} | F UNhDER 1 YEAR l: UNDER 24 HR
Widowed [ Divorced [ Months Days ours Min.
M W | 0/168/1879 85
10a. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR INDUSTRY| BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
durmg mosy of king |fe, even if retired)
Retired P umbe 1 Self employed ChesOrryvidleé, Mo, USA
13a. FATHER'S NAME 12b. MOTHER'S MAIDEN NAME M NAME OF HUSBAND OR WIFE
_Hm._E._..B.&.G_QD_________G_ﬁ_QI%LG Ann Stevens ——————
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIALSECURITY NO, 17. INFORMANT Address
Yes, ki I} yeou, gi dates of i
{Yes norl%unnown)l( yeou, give war or dates of service) none Phillip Bacon, Chesterfield Mo
- 18. CAUSE OF DEATH (Enter only one cause per lina for {a), (b}, and {c). INTERVAL BETWEEN
z PART I. DEATH WAS CAUSED BY: Rt 1, Box 212 ONSET AND DpATH ¢
w = IMMEDIATE CAUSE (o) M?
0 a '
a !
JHRN: oot > ,
v itions, if any, DUE TO (b) '
[ which gave rise to
‘ 2 above cause (a),
= stating the under- -
lying cause  last. DUE TC (c) -
x PART L. OTHER SIGNIFICANT COMDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Il1. If deceasad was female was b
.Q_ dizpase :ngd;f.on given in PART | (a) r there a pragnancy in last 90 days. |-
< s - S [O e l O N- | 0 Unknown |
t&— 9. AS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICI, 20b. DE BE HO' Y OCCURRED, (Enter nature of injury in PART | or PART 1) of item 18.}
= PERFORMED? o a 8]
u YES [ NO' .
- "
X | 20c TIME OF Houb  Month, Day, Year
a INJURY am.
g p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.¢., in or sbout home, | 20, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK g farm, factory, street, office bldg., wte.)
NOT WHILE AT WORK ] . .,
a — -
é 21, | attended the decansad fro . b nd last saw .. dlive on. S,A/x;//é/
o Death occurred at. r m dn the date stated above, and to the best of my knowledge, from the causes stated.
—d
3 & 72a. SIGNATURE {Degres or tiile) Z3b. ADDRESS 22c. DATE SIGNED
o
3| el @ 708 7 ettty il . | By
< 238, BURIAL, CREMXTION, | 23b. DATE L NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, tdwn, or county) / (Stare) ¥
d e REMOVAL (Specify)
z T Burial. 5/23/61 Antioch Cem,, Monarch, Mo.
= L. 8 24, FUNERAL DIRECTOR - ADDRESS 25. DATE RECD. BY LOCAL REG. . 'REGISTRAR'S SIGNATURE
o » Bchrader Ffun'l Home, Ballwin,Mo. 5= j_g___é/
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" STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision. E ? 2 |
Student S|gned &c‘ﬂd"t.ﬂ/ / ﬁ \

Signature of Student Embalmer
Licensed Embalmer No sf—ff '7

or by ey o l : ' Student Embalmer No._____ |
|
1

~ L4 - a“ ~ H 1,
’ . ¢ . BORY R A b
: T Y PO, Address S C:“ﬁ..{/&{.%fﬂ’\ v Y
_i+ - 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 handwrmng . -
*If this body is not embalmed, fact shoudd be so stated ‘above. N \ :




