SOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH )

——SA;QM
TMENT OF PUBLIC HEALTH AND WEL FARE 3 .~ EFNE NUMBER
Registration District No. _8-_Primnry Registration District No L A A Ia B | Registrar's No. _ = X ——

AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
. . STAT b, UNTY a
8 a. COUNTY a E Ill. co S t . C la ip eadmissian)
% b. C(I)‘LY {If outside corporata limits, give TOWNSHIF only) Length of stay in 1b €. CCI)TRY Inside Limits
|
12 TOWN St, Louis 13 days OWN Waghington Park Yeodd N O
c. FULL NAME OF i spitad, «gi ocatia Inside Limits d. STREET {If cutside, give location) Reside on Farm
u HOSPITAL OR 8 Tféfni 1%61’1 ?i.ve . ADDRESS
% instiuTiod Hamilfon Nursing Home|Ysg NeO 222]4_ N. 531"(3 Ste. Yes [J No [}
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
{Type or print) DE:TH
CARI, JOHN LARSEN October 12, 1961
5. SEX 6, COLOR OR RACE 7. Married L Never Married [ [8. DATE OF BIRTH | 9- AGE (last birthday} |IF UNhDER lDYEAR ::UNDER 24 HR
Widowed [] Divorced [ Months | ays ours Min.
Male White 9-27-8L | 77
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)
Iron worker Construction Bergen, Norway U,S,A,
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Nils Learsen Methe Ellingsen Kathryn Larsen
15. WAS DECEASED EVER iN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
{Yeyg o, or unknown} | {If ves, gjye w: orfures of service)
Yes [ 4 W Mrs, Kathryn Larsen,E.St.louis,Il1,
| ot 18. CAUSE OF DEATH (Enter only ane cayse per line for (2), (B), and (cl. INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED-B QNSET AND DEATH
w = }
8] =
o 3 "
g [=] Conditions, if A
E which gave rise”to
Z above cause (a),
= stating tha under-
lying cause last,
z PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but nat related to the tarminal PART 1. If deceased waz femsle was
g disease condition given in PART | {a} thers a pregnancy in last 90 days.
§ O Yes I O No I O Unknown
E 19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= PERFORME 0 O O
W) YES [0 NO
5 20c. TIME OF = Hour Manth, Day, Year
v a INJURY B.m.
; p.m.
20d. INJURY QCCURRED 20s. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (3 farm, factory, street, office bldg., stc.)

NOT WHILE AT WORK [ n

1/ 4 .

_Azgz‘tMJ_
w‘. rom the causes stated.
N

K7l Py

| I
td

N

Vi
225, ADDRESS

o Y. SIGNATO | 727, | 22c. DATE SIGNED
2 c Aézfz S Lld .21 P26/
z 23a. BURIAL, ChEMA:I'ION . NA OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) (S1ate)
o ol THSMET™ | 10-1L-61 St. John's Cemetery | Collinsville,Ill.
2 24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. GIST W ” p
- a John Kassly, East St.Louis,ill.] nrT 17 19m4 %;&J




8

Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No.

P. O. Address

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failhre 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 . . - -






