AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH : Jas 14

- =61-02661"7
. . . XC-1 7 SL 25 6398 STATE FILE NUMBER
Registration District Ng, — - ___ 1 ==_.Primary Registration District No - —.-Registrar’s No, 222" RF 7"

AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, 1f institution: Residence before
uq a. COUNTY a. STATE ARKAI\BAS b. COUNTY admission)
% b. Ccl)'l;"l’ (If outside corporate [imits, give TOWNSHIP only) Length of stay in 1b €. COI'LY Inside Limirs
w
z OWN 915 N.Grand,St.Louis,Mo. 9 days rown  HOT SPRINGS Yes A No D
¢, FULL NAME OF (if NCT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
E HOSPITAL OR m ADDRESS Y N E
g INSTIUTION e ADM, HOSPITAL Ye: Ne O 11} BEECH es [ No
3 FIIAME OF DE,CEASED First Middle Last - 4. D(;)\I;I’E Month Day Year
ype of print]
WILLIE BOYD DEATH JULY 8 1961
5. SEX 6. COLOR OR RACE 7. Morried [ MNever Married [ |8 DATE OF BIRTH | 9 AGE (last birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR
MALE WHITE Widowed [J Divarced [ 12/%/91 69 Months | Days l Hours Min.
10s. USUAL OCCUPATION {Give kind of work dane | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY
g dm’iné most of working life, even if retired) G’EN EE F GARLAND CO. s ARK. USA
9 13a. FATHER'S NAMES - 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
—
Q DAVID BODY | MAGGIE GREEN et diet
"W 15, WAS DECEASED EVER IN U5, ARMED FORCES? 17. INFORMANT Hﬂdr&pnngs Ark.
< [Yes, no, or unknown}[ {If yes, give war or dates of service) ’
w YES -1 Lokey Boyd (Brother),315 Tarlane Dr.,
x = 18. CAUSE OF DEATH (Enter only one caute per line for (a), (b}, and {e). INTERVAL BETWEEN
< uZ_' PART 1. DEATH WAS CAUSED B ONSET A!‘JD DEATH
E w z IMMEDIATE CAUSE (s} CEREBRO VASCULAR ACCIDENT 10 Minutes
0 {9 a
w19 Q
AN a Conditiors, if any,]  DUETO ) __Cerebral Arteriosclerosis 6 years
w5 wb!:ch Qave flse‘ t)r.\
I Z :tally:g :l::':nd:r: g
= lying causs last. BUE TO {c) 3 / A A é_
g z PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART II. If deceased weas female was
F__’ disease condition given in PART | {a) there & pregnancy in last 90 days.
bild < .
z ¢| Pulmonary Emphysema; Pulmonary Tbe.,Active; Fracture, left fequr, [Ove [ D8 | O untrown
g = 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY Occuﬁmmb\afuro of injury in PART | or PART Il of item 18.)
3 & PERFORMED? ] a n)
o o Yes ] NOX
-t .
g & | "20c.TIME OF  Houb  Month, Day, Year
g = INJURY am.
g p.m,
20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
WHILE AT WORK [] farm, factory, stroet, office bldg., etc.)
NOT WHILE AT WORK J
m]
g 2. /.,,.,m,,d e decesad from_0/29/6, o 7/8/61 and tost sow Fative on____ 7/8/61
o ;
e Death occurred at 2'35 A-M- m on the date stated sbove, and to the best of my knowledge, from the causes stated.
8 8 230, S IGNATURE {Degree or title) 22b. ADDRESS 22c. DATE SIGNED
I v
5 2| LA s ibhesha ) My, VAH, ST. LOUIS, MO, 7/8/61
Z W L, CREMATI [ 23b. DATE / ¥ 23: NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State}
o [a] E lf(Specifv) .
z | Re 7/8/61 Loca) Hot Sprin
= < 24. FOMERAL DIRECTOR ADDRES 25. DATE RECD. BY LOCAL REG. 26. REG AR'S SGNAT
wi >_ -
& % | Albert H, Hoppe,Inc., L4700 Washington Bivd., JUL 10 1861
i t




"> .. STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No.

or by -~ - PR — .
N LA - -
working under my personal supervision.
Student Signed M 227 ”7
Signature of Student Embalmer : /

Licensed Embalmer No. cs 7

. L . el
. . ) ; !
. P.O. Address AKJ/ wa 274

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

)f this body is not embalmed, fact should be so stated above.






