SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Reg mranon Eumc! No

_??“?.-g.aPi&annry Registration zmn:r No. ___.0__Q _______ Registrar’s No.

~61-027128

STATE FILE NUMBER
S

6484

AMENDED s
FH-ED 25186
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence ‘before
0o a. COUNTY a. STATE b. COUNTY admission
3 MISSOURT BE-EouIa. ‘
% b. C(I)‘L‘r {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COII?Y Inside Limits
v}
¥
: oW ST L0018 DAYS %N 37 LOUIS * Gyte O
¢. FULL NAME OF (If NOT in hospital, give location) inside Limifs o, STREET (I cutside, give location} Reside on Farm
= INSTITUTION. Y No (0 ADDRESS Yes O No L
®
&, __'NSTTUTON yRTERANS ADMIN HOSPITAL T e 43412 FINNEY AVE #0 N
i 3. #AME OF DECEASED First Middle Last 4. DéﬂgE Month Day Yoar
ype of print) y—
: LEROY NI MILIER DEATH 7-10=-81
5. SEX 6. COLOR OR RACE 7. Married JBK Never Morried [J |8 OATE OF BIRTH | 9 AGE (last birthday} | IF UNDER | YEAR IF UNDER 24 HR
HALE NEG' Widowed [] Divorced [] B 8 30 30 Months Days Hours Min.
i0a. 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 mest of working life, even if retired)
oz Famous ¢ Bare Co| s, 10UIS Mo, USA
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
CATRO MITILER COBA T YOILA
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO, 17. INFORMANT Address
(Yes, no, or unknawn) | (If yes, give war or dates of service}
Y5 | Ky DORRTS ANDERSON 1421 Graveille Fl.,
= AUSE OF DEATH (Entér ¢nly one cause per lina for (a), (b}, ana (). INTERVAL BETWEEN
5 PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
K S IMMEDIATE cause (o  WREMIA WITH PERICARDITIS 10 DAYS
Q Q
& =] Conditions, ¥ any,] DUETO(b) _ HYPERIENSIVE RENAL DISEASE YEARS
’JJ which gave rise to
z above cl:usu d{n),
= stating the under- ¢ ?
- lying couse last, DUE TO (<) ﬁ‘ ¥
y z PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1il. If deceassd was femals was
?_ disease condition given in PART | (&) there a pregnancy in last 50 days.
z CONJESTIVE HEART FAILURE  ANEMIA [Gves [ O | D Unknow
‘é 19. WAS AUTOPSY 20a. ACCEJENT SUICDIDE HOMDlCmE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
. ERF
81 VER b o
&1 20e TIME OF , Hout’ Manth, Day, Year
. S| eINJURY- Sreoaim.. % G
ES o
ZOd INJURY OCCURRED 20a, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, QR LOCATION COUNTY STATE
4 v WHILE AT WORK O farm, factory, streer, office bidg., eic.)
' NOT WHILE AT WORK [J
2
Wi . . 217 f rllled the deceaged from_s-zt.,-&i o 7=10-61  namomadiietenc:
la Deo!h occurred  at. f m on the date stated sbove, and to the best of my knowledge, from the causes stated.
= L ?‘77
o 8 r_Ji 22b. ADDRESS 22c. DATE SIGNED
> S JULL 12 1961
w 5 ROBERT VAN MD VA HOSP ST, LOUIS f, MO, -
= | 23, BURIAL, CREMATION, | 23b. DATE 23<. NAME OF CEMETERY OR CREMATORY 73d. LOCAIION {City, town or counly) {State}
o a REMOVAL ($pecify) ‘ 6—» J Q h
z E 7- %=L/ Greenwoed Cmeler howis, A Mo,
= < | 24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOGAL REG. | 26. REG%H 75l ATU
w 5 j.
= @ N~ Nd’/t.r /23N 7A{/o JUL 12 1961




STATEMENT BY LICENSED EMBALMER

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

or by - _+ Student Embalmer No.

working under my personal supervision.

Student Signed

Signature of Student Embalmer

Licensed Embalmer No.__‘j_ﬁZL

LITLoll s - - - P._O.Address_dz._%%z

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds Jor revocation of ligense). oL -
If embalmed by a STUDENT, he alse shall sign in his OWN handwrmng -
. * If this body is ‘not embalmed fact.should be so;stared above. o en

3






