MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -62-024700
DEPARTMENT OF PUBLIC HEALTH ANDO WHLFAR

318 STATE FILE NUMBER
Registration District Nn [ __..Primarv Registration District No., ————aRegistrar's No. _____.| 4,8

DO NOT WRITE, . - )
ON THIS sTUB AMENDED
1. B!ucg OF DEATH IgEz 2. USUAL RESIDEMCE (Where decessed lived. 1f institution: Residence before
VS 300 a # CONY  op  Touls, Mo, = STATE . M1 5 500t coUNTY admission)
Rev, 4/ 59 % b. CITY {If onsﬂe :OBMSMMUve TOWNSHIP only) LeIn'gjt'hi?f stay in 1b <. COEEY Insida Limits
E S g%,” Touls Gity Hosp. #1. e vown  St, Léuls [Ys0 N D
1 : c Luol.épf;lrﬂEo(aF {H NOT in hospital, give location) Inside Limits d. .EE)EEEETSS {If outside, give lacation) Reside on Farm
2 4 .Z.g_t wenmution  City Hospital YoX) Nol 1250 Chouteau Yoo O No O
3 r 3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Yeer
{¥ype or print) . m, or s
T ] Clarence . HAuso DEATH  June 18, 1962
g | 5. SEX 6. COLOR OR RACE 7. Married Never Married [0 |6, DATE OF BIRTH | ¥- AGE (last birthday} 'f:o'JNhDER 'DYEAR l: UNDER 1;: HR
Widowed [J Divorced [] nths ays ours in.
.  Mala White | lo/31/08 53 | |
Ll

UPATION (Give kind &T-whrK done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

6 g dufing most of‘:::klnq I’Iie;evan if retired) Trucking St . LOU.iS MO . U . S . A .
7 g Q Tﬁ%ﬁ%ﬁmﬁ“ Vel 13b. MOTHER'S MAIDEN NAME 1. NAME OF HUSBAND OR WIFE
—
3 Michael Hansen Emma - Bauer Irene Hansen
8 2 |, 15. WAS DECEASED EVER IN U.S. ARMED FORCES? INFORMANT Address
<< {Yes, no, nknown) | {If yes, give war or dates of service)
o : N¢ | Irene Hansen-1250 Chouteau
o — 18. CAUSE OF DEATH (Enter only one cause per line for'(a), (b), and {c}. INTERVAL BETWEEN
10 < Z PART I. DEATH WAS CAUSED ” QINSET AND DEATH
e lu = " IMMEDIATE CAUSE (s) MW Mﬂ' MQML
1N o @ 2
SER— T 0 fé!ZEE =!£'ZE , .
12 S o |_|<_, [a] Conditians, 1f any, DUE TO (b}
7 >3 |w G waCh pave rln(t;:
I|Z Shating hey der. 4 )
3 = :y?nlg“g cauauunl:a;. DUE TO {c) b zb 0
z z PART 1l. GTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I1I. If decassed was famale  was
7-5(Q g disease condition given in PART 1 (a) . there a pregnancy in last 90 days.
g 3 - . l I Yes I A no | 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.)
g & PERFORMED? E/ ] ] O
= d YES B NO
< Z | 20 TIME OF  Hour  Manth, Day, Yesr
Zz iz H INJURY  a.m. -
¥ g g p.m. R
r4 ] 20d, INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or about homa, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK [J tarm, factary, street, office bldg., etc.)
5 NOT WHILE AT WORK [T
“ “ D e o ] ;
E.S o E "z" 21. | attended the deceased from. blg_lbz to. 6/1 “162 and last saw :.’-:- alive on 6118/62
= : ; 9 - Desth occurred ot 9: 10 ﬂ! m on tha date stated sbove, and to the best of my knowledge, from the causes stated.
ﬁ (7] i = uw 22a. SIGNATURE {Degrea or. title} 22b. ADDRESS 22c. DATE SIGNED
o a 9 o 7
a7 = |3 E id o 0. 7. 1515 Lafayette Ave, 6/18/62
= z 234, BUR)AL, GEMATION, b. DATE Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)
= O 9 RE ﬁ"&‘ﬂ‘.’ d t " M -
z & June 21, 62! St, Matthew's Cemetelly St, Louis O. _
= < FUNE ECTO * ADDRESS 25. DATE RECD. BY LOCAL REG. ’_Jgf ’gselsma's SIGNATURE n -
o > ﬁ“ﬁ'f:f Puneral Ju y }
= m ome 2301 Lafavette N21 19;3_;




¥

STATEMENT BY I.Is‘:ENSED EMBALMER

| 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.

e (
Student Signed Q%W

Signature of Student Embalmer

Licensed Embalmer No. 3
P. O. Address W AP

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
i with the above constitutes grounds for revocation of license).
. H embalmed by a STUDENT, he also shall sign in his OQWN handwriting.
‘ ‘If this body is not embalmed, fact should be so stated above.






