ISSOURI DIVISION OF HEALTH — STANDAR ATH —re g ’
Lt
8 1003
AMENDED pr—’EED'J'ULN" -? w—wa_Primary Registration District hle. Nl Ml ¥ Registrar's No. __ - |
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decensed lived. If institution; Residence before
o ». COUNTY a. STATE b. COUNTY admission)
w
% b. CO"RY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. C(;LY Inside Limits
g TowN ot Louis R Mo 1own Gt Louils Mo Yes [J No [
< c. FULL NAME OF [(If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
:’;‘ HOSPITAL OR ADDRESS
5 g,,. INSTITUTION Ny Payl Hospital Yes 3 No O 2514a N Fourteenth Ste. Yes ] No [J
/ 3. P_:AME OF DECEASED First Middle Last 4, DOAFTE Month Day Year
int
| {Fype or print) A D. Haye s DEATH Jllne 21}, 1961
5. SEX 6. COLOR OR RACE 7. Married [J  Never Married [ ATE OF BIRTH | % AGE (last birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR
female white Widowed (X Divorcac B3 3} i g ?5 Months | Days Hours Min.
10a. USUAL OCCUPATION (Give kind of wark done | 10b, KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
n during most of working life, even if retired}
Eousewife At Home Grafton,Illinois U.5.A, .
135, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME QOF HUSBAND OR WIFE
John Ennis Eliza‘beth LaHarsh Earl Hayes
15. WAS DECEASED EVER IN LLS. ARMED FORCES? T T INFORMANT Address
{Yes, no, or unknown] (If yes, give war or dates of service)
no tricia Wyman 1320 Werren St .
- 18. CAUSE OF DEATH (Enter only one cause per line for [a)b(b}, and (g). INTERVAL BETWEEN
g PART i. DEATH WAS CAUSED BY: gerebral Vascular accident (thrombos }s) ONFETAND
5 2 IMMEDIATE CAUSE {a) Cobrnrpglng \fouwa Lo 2 ( ot \/ng__.,-.j‘,; ]
Bl 1
k)
E 2 3 cerebral arterlosclerosia
i ] Conditions, if any, DUETO M) _ (e L a b D Tlcpn >flgm achd
'-u_) which gave rise 1o
E z sbave c:um d(l),
—_— statin the under-
- Ivingg:ause last. DUE T0O (2) 3 b 2 IK /‘,
k z PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not releted 12 the 1erminel PART 1. If deceased was femsle was
E g disease conditio: tn].:&{lﬁihlrﬁn)carc nom/a" Of breast there a Dreﬂnancy. in last 90 days.
> g | Re. ooy v EC S o Commn s T DAL [T ves ’ orfo | O Unknown
; e 19. WAS AUTQPSY 20a. ACCIDENT  SUICIDE HOMICIDE 2Ch. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART |1 of item 18.)
S o PERFORMED? [} O ju]
= 3 YES [] NO [
= - .
; 5 20¢, TIME OF Hou Month, Day, Year
3 z INJURY  a.m.
z p.m. .
20d. INJURY QUCURRED 20e. PLACE OF IMJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK ] farm, factory, street, office bldg., etc.)
NOT WHILE AT WCRK [J
(] L / "
é 21. | attended the deceased from (ﬂl/ 7 l/ Va / :n_éla'_%éimd lest saw r:,, alive on & I/‘-‘?m?//é/
o Death o¢curred nt /j 3 0 pm on the date stated above, a o the best of my knowledge, from ghe causes stared.
= V]
8 ] 2Z0. SIGNATURE (Degm mr.r’ 22b_ ACDRESS 1
2 2 ;/ / - f
2 733, BURIAL, CREMATIDN, 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or coddiy)
e} o REMOVAL (Specify) .
z z Removal 2?-61 Memorial Park Cemetery St.louis Co. .Mo.
= < 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 28. REGﬁARS GNAT
) >
ot
= @ Robe vel, JUN 26 1961




.. 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 ,: E' 2 ! a Vi & - 0/1\#

Signature of Student Embalmer

Licensed Embalm&r No. 14

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failure to compl
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 abave.

.
L3 - . . -






