3SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

TMENT OF PUBLIC HEALTH AND WELFARE

AMENDED
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Registration District No. ___________ =

._]:8_Fn'mary Registration District No. _lma_.._keginrar’l No. 121’22__

-61~046356

STATE FILE NUMBER

. PLACE OF D [ 2. USUAL RESIDENCE (Whers deceased lived. If institution: Residence before
a. COUNTY a. STATM'LS SOu Tt b. COUNTY admision)
b. CITY (If ourside corparata limits, give TOWNSHIP only) Length of stay in 1b €. COIEY Insicte Limits
WN_ ST, LOUTS, MISSOURT own  St. Louis e Q N0
c. FULL NAME OF (If NOT in hospital, give locatian) {nside Limits d. STREET (¥ cutside, give location} Reside on Farm
H HOSPITAL OR ADDRESS
INSTITUTION BARNES HOSPITAL Yes O Ne D 462? Carrie Avenue Yes 0 No (O
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} D?:TH
WILLIAM R, UTOT DECEMBER 2k
5. SEX 6. COLOR OR RACE 7. Morried X3  Never Married [1 [8. DATE OF BIRTH | ¥ AGE (last birthday) | IF UNhDER 1 YEAR | IF UNDER 24 HR
Ma_l e Wh'L t e Widowed [J Divarced 1 1 /?/ I 900 61 Months | Days Hours [ Min.
10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and stata or country} | 12. CITIZEN OF WHAT COUNTRY

uring most of working life, even if ratired)
FFmgn” "% |Generql Steel |Granite City, I11. D.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Emil Guiot

Mary Finance

Stella Guiot

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes,ﬁ, or unknown} I {If yes, give war or dates of service}

PART I.

Conditions, if any,
which gave rise 10

DEATH WAS CAUSED BY:

IMMEDIATE CAUSE () PULMONARY EMBOLUS

18. CAUSE OF DEATH (Enter only one cause per line for o), ), anu (.

Address

oue 1o () THROMBOPHTERTTYS, LEFT FEMORAL VEIN, ETJOLOGY

INTERVAL BETWEEN
QONSET AND DEATH

ONDS

E

|:|Nol

asbove coute {4), ilNIIE:‘I'E:RM'NE:
,stating tha under- D %é 3 *
tying cause last. DUE TQ (2)
PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal -PART Hi. if decossed was female was
disease conditian given in PART | {a) there a pregnancy in last 90 days,
POST-OPERATIVE HI HERNIA REPAIR AND PYLOROPLASTY

[J Unknown

WHILE AT WORK

0
NOT WHILE AT WORK [J

farm, factory, sireet, office bidg., etc.)

201. CITY, TOWN, OR LOCATION

Zz
c
=4
<
Y
£ | 75, WaS AUTOPSY | 20s, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.)
] PERFQRMED? 0 0 O
w YESE NO[OJ
o
Z | 20c. TIME OF  Hour  Month, Day, Year
z INJURY a.m.
E . p.rn, ~ B ] ,
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, COUNTY STATE

. to_mc.._alh,_]_g.ﬁ:]_nnd last saw ::; alive on_ DG , 21&; 1Q61

21. | attended the deceased fro -
Daath occurrgd an : 11»0 P.M. \/"“\\ m on the date stated above, and to the best of my knowledge, from the causes stated.
W (Degfu or f 2%h. ADD%SARNES HOSPIT Al 22¢. DATE SIGNED
f st Eons /4 M, 12/26/61

23a. BURIAL, CREMA‘I"ION 23b. DATE 23¢c, NAME OF CEME"ERY ORr CR MATORY 23d. LOCATION (City, town, or county) {Stata)”

REMOVAL (Specify)
Buria 12/28/61 Calvary Cemetery St, Louis, Mo, )
24. FUNERAL DIRECTOR ADDRESS ad 25. DATE RECD. BY LOCAL REG.

JOHN STYGAR & SON = 5541 RIVERVIEW BLVD.

nec 27 1961

CRLT e M.




STATEMENT BY LICENSED EMBALMER

N —_— .

| 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 SigneW

Signature of Student Embalmer ..
Licensed Embalmer No. ; ﬂ’

P. O. AddressM’-‘ﬂ %

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

. -






