5SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

TMENT OF PUSLIC HEALTH AND wELFARKE S5T7.]/,518
Registration District No, ___

XC~-1

— b > L -
98 STATE FILE NUMBER
 ———~——Frimary Registration Distri S——— 0.7 113 1 7 o ) - . VA LW La

AMENDED
2. USUAL RESIDENCE {Where deceased lived. !f institution: Residence before
8 = = & COUNTY a. STATE [] Ij nOiS b. CGOUNTY admission)
% b. CéTY {If outside corparate limits, give TOWNSHIP only) Length of stay in 1b . COITY Inside Limits
R R
] own ST, LOUIS, MISSOURI 2 Hrs. 45 Mifis, own Granite City Yo g NoO
: €. FULL NAMEOOF {if NOT in hospital, giva location} Inside Limits d. :TREETS {If cutside, give locstion) Reside on Farm
HOSPITAL OR DDRES.
=
7 INSTTUTION JAH, 915 NO. GRAND AVE. Yesf1 No [ 2644, Highway 67 Yes [ No M
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
{Type ar prin) D?:TH .
LENIS OLIVER 10/24 /61
5. SEX &, COLOR OR RACE 7. Married [J Never Married [ |8, DATE OF BIRTH | 9- AGE (laat birthday) [ IF UNhDER ) YEAR IF UNDER 24 HR
Wido Divorced [ Months Dayx Hours Min.
MALE WHITE owed P L/11/92 | 69
10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE {City and state or country) | 12. CITIZEN QF WHAT COUNTRY
during most of working life, even if retired) 4
GRAHAM, KENTUCKY, U.S.Ae
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
SAM OLIVER -—————
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no, or unknown)| (If yes, give war or dates of service)
pa l A LOGay OLIVER (SON) SEE # 2
[ TECAUSE OF DEATH (Enter only une cause per line for {a), (b), and (c). INTERVAL BETWEEN
E PART 1. DRATH|WAS CAUSED BY: ONSET AND DEATH
w S ' eoiate cause ) _LOBAR PNEUMONTA 1 WEEK
o 3 0.
2 Q : o\
3 8 @O} o Nenv,)  DUE TO ) _CHRONTC LYING DISEASE 30 YEARS
c rise to
L) ause {a),
= m . und(ez- ﬂZ’LH
lying cause last. DUE TO (c)
z PART I, OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not relared to the rerminal PART I1l. If decoased was female was
g ditesase condition given in PART | (a) thera » pregnancy in lasy 90 days.
n
3 GIANT FOLLICULAR LYMPHCOMA [Ove | ON | (J Unknown
E 19. WAS AUTOPSY 208. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1} of item 18.)
[ PERFORMED? a O | )
v} YERF] NODJ
% | 70c TME OF  Houl  Menih, Day, Year |
3 INJURY am.
g p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, stree!, office bldg., etc.}
NOT WHILE AT WORK [
] ITA "
YA KX
é 21. Jfartended the deceased from__wz#él___, fo. 10/214'/61 and last saw b alive on 10/21-}/61
[ Death occurred n_-Z:l;S—Bﬁ m on the date stated above, and 1o the best of my knowledge, from the causes stated.
—
8 6 22a. SIGNATURE {Qpgree or title) 22b. ADDRESS 22c. DATE SIGNED
L
2 = Ay M,D, | VAH, ST, LOULS, MO, 10/24/61
- 7 | =5 sukiAL, cremaTiON, DAE? zac]_ﬁ%,or CEMETERY OR CREMATORY 23d. LOCATION (City. fown, of county) (State)
5 3| rayen | T0=27-1961 | Sunilet Hill Edwardsville Pwp. Il1i
< w
25, DATE RECD. BY LOCAL REG. | 26. BEGISTRAR'S SIGNATURE
3 < 24 ,FU AL/VmEcwR Aoﬁfae.sa
hoi ~
= 3 E WJ/Q lson Ill. oCT 25 198' <




A

R

STATEMENT BY LICENSED EMBALMER

PN
.

| hereby certify that the body whose name |5 recorded on the reverse side of tb;s cerhflcate was embalmed by me,
F L

; Student'Emba’Imer Nd.'

or by )
working under my persona! supervision.
. C '
Student Signed -~ Wt/"/&_) /@Z’ EBQZV
Signature of Student Embalmer - / -
Licensed Embalmer No.__ 219
P. O. Address
o Note: The above MUST BE SIGNED BY.THE LICENSED EMBf\LMER 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 handwriting.

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

* )
.- . . [






