MISSOURI DIVISION OF HEAETH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFAREK 1_0_03__11 ) o ;T.E ILE N ER
Istration Di . — i istratian, i
DO NOT WRITE AMENDED Regimyion putrict No {.‘8—’"""” Regiatration Dlstrict No. eRierars Mo e -

ON THIS STUB -
1. PLACE OF DEATH: 2. USUAL RESIDENCE (Where deceased lived. If institution: Residerme Bofors
V$ 300 Q s. COUNTY = sTaTE Missourd gounty admission)
Rev. 4/59 % b. C(IJI;! (If autside corporate Limits, give TOWNSHIP orly) Cength ok stay im 1b c"‘cé? Inside Limits
w 1]
e TOWN St, Louis, Mo. . TOwWN 5S¢, Louis, Yer i No O
H f.r c. ;%éP';‘TﬂEogF (If NOT in hospital, give location): Inside: Limits d. SII;EEET (If: cutside, give location) Reside on Farm
PR | A
2 y gé:,‘: iNsTiTuTion: 1135 Talmage Yea XI. re 1 | 1135 Talmage Yo O WNo [H]
__ez_ ,
3 ! 3. NAME OF DECEASED First Middle Last 4. DATE Mamith: Day Year
2 {Type or print} s oF
—_— John M. Wix DEATHi March 3, 1962
4 Jo) 5. SEX 4 COLOR OR RACE | 7. Marvied (J MNoves Married [} [8: DATE OF BIRTH | 9- AGE:(las:Birthday) | IF_ UNDER ¥ VEAR IF UNDER 24 HR
E— . ; “Months | O H Min.
5 Male | White woewed D vheify | 5 /5 /1888 | 73 el I S
- F 102 USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY 1. BIRTHPLACE (Cify andistate of country] | 12 CITIZEN OF WHAT COUNTRY
d\.r 3t of worl |If., mn if retired) N .
6 g HeTlred ‘Pm 4 Farm;mp: ' iana. | UeS.A.
7 1 13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME , 4. NAME OF RLSEAND OR WIFE
— . . . -
-—-—LQ_ Jacob Nix Unknown _ Lena
8 2 la 5. WAS DECEASED EVER IN U.5. ARMED FORLES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Addrens
o > (Yes, no, k )] , give war or dates of service} . :
9 M Stk b (E 6 & Everett Nix. 1135 Talmage, Ave,
3 [ 18. CAUSE OF DEA'I'H [En\‘-t only one cause par line for {a}, (b),_and (c). INTERVAL B8ETWEEN
10 < z PART |. DEATH WAS CAUSED BY: W‘) ¢ ONSET AND TH
o 8 3 IMMEDIATE CAUSE (a) L g : //LM@OWVVJ‘WQ = &'&;ﬂt
n Cla g ~ /4 {-'%m/-"*-v( ' Z
12 &g o Cendltions, f sny, DUE TO (b) {
- [ il ve rise to
___9'0_d_¥ 2 .wbo';,,. 95:”,. Ny J/ / ,Lm v V 2
- = tat -
13 = ?yfné' e lawt.|  DUETO (o) W 7 /& }4 ) ”}’(1"“(
4 z PART OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reln‘d to the terminal PART L. 1¥ “cemd was  female was
o o diseasa ¢ ition given in PART | (a) . there & pregnancy in last 90 days.
702 z - ’ Aonly Hu b i p—
Z g %wtﬂm‘- j‘“mnvﬂ|m~o|uum
u Z | 19, WAS AUTOPSY | 20a. ACCIDENT _ SUICIDE  HOMICIDE 20b. DESCRIBE HOW »uuav OCGRRED. (Enter natura of injuy in PART 1 or PART Il of item 18.]
= = PERFORMED? a ] u} 7
5 U YES O NO 7 )(
< Z| ZcTME OF Ho Month, Day, Yaar |
r4 E H INJURY am.
N o E p.m.
Zz g 20d. INJURY OCCURRED 20w, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- = WHILE AT WORK farm, factory, strest, office bldg., a1c.)
5‘:“ a NOT WHILE AT WORK O . 7 . - ~ ,.,l P Y ra f()/
— T — [ m—\ — —
S (o] E é 21. | attended the decsased ﬁm\_%_%‘r_%é, ta. 5 b b ond last saw peo slive on 5 b 6
o g a Desth occurred at b 3 m on the date stated sbove, and to the bes! of my knowledge, from the causes :Inmd
(TT] —
g i 8 5 2o ng“ o {Degree or title} énoasss 73 DATE SIGNED
3 23a. BURIAL, CREMATION, | 23b. DATE (] Zc. NAME GF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State}
: = REMOVAL (Specify}
2 T Removal Fubys? Local Rolla, Mo
= < | T24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. QWW p
g > /7
= @ Albert H, Hoppe Inc., L700 Washineton, {Blvd, MAR 5 1962
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3
o

STATEMENT BY LICENSED EMBALMER

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

or by - Student Embaimer No.

working under my personal supervision.

Student Signed Ml

Signature of Student Embalmer
Licensed Embalmer No ‘5"}’ 95

. P. Q. AddressM

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.




