MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —-62-024869

’ STATE FILE NUMBER
Registration District No. 3 1 8 Primary Registration Diltritl\o_o_.3__--_---__kegisrrar’s No. _-----.ﬁ‘_lzi: . .

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceassd lived. If institution: Residence before
s. COUNTY a. STATE MlSSOU.I'l b. COUNTY Jefferson admission)
b. CITY (If outside corporate limits, give TOWNSRHIP only) Length of stay in 1b c. CHY " . Insida Limits

R OR
TowN  St. Louis 1 day TOWN Herculanemn Yo O Ne O

c. FULL NAME OF (If NOT in hospitsl, give location) Inside Limits d. STREET (I cutside, give location) Reride on Farm
HOSPITAL OR ADDRESS

INSTHUTION. Mo, Baptist Hospital Yesfg No[l 122 Short St. Yes [ No [
3. NAME OF DECEASED First Middle Lost 4, DAI'IE Month Day Year

{Type or print) CLAUDE MILTON LEONARD, SR . DEOJ:‘IH June 28 1962

5. SEX 6. COLOR OR RACE 7. Married [} Never Married [] [8. DATE OF BIRTH | 9. AGE (last birthday} | IF UNDER | YEAR IF UNDER 24 HR

’ . Widowed [ Diverced [J Monthy | Days ! Hours | Min.

Male White 8-25-18871 7L
108. 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
durms* most ol working life, even if retired)

Lead Worker Lead Smelterer Bonne Terre, Mo. U.S.A.
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Milton P, Leonard Julia Ann Gibbons Gertrude Bohe
15. WAS DECEASED EVER 1N U.5. ARMED FORCES? 16, SOCIAL SECURITY NO, 17. INFORMANT Address

(Y“N'B or unknown) [ (I yes, give war or dates of servi MI‘S . Gertrude Leonard, He rculaneum MO.
]

18. CAUSE OF DEATH (Enter only one causas per lLine INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: rq

ONSEL AND_DEATH
IMMEDIATE CAUSE (2) __A—FL GA C—{‘l ey A/’ iy Cﬁ»«(,coi Loy Al/gaﬁ

Conditions, if any, DUE TO {b) M # 02 d / c .

which gave rise to T

sbove cause ({a},

stating the under- Q/L« e l L

lying cause last. m

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH byt not related to the terminal PART M. If deceased was femasle was
isease condition given in PART | {a} o thare a pregnancy in last 90 days.

m L‘J—Mlu‘.«‘m ,M IDY"lDNOIDUnknown

ICIDE _ HOMICIGE | :

20a. ACCIDENT . 20b. DESCRIBE HOWSINJURY OCCURRED. (Enter nature of injury in PART | or PART bl of item 16.)
0 m] .

DO NOT WRITE
ON THIS STUB

V5 300
Rev. 4/59

1

" 205004

DATE AMENDED

DOCUMENT

r . rl*
20c. TIME OF Houwl Month, Day, Year.

INJURY a.m.
p-m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, strees, office bldg., erc.)
NOT WHILE AT WORK []

A e n
21, | attended the decenssed frog\_mlr (91( - Io%&&lié_"-_md_luf saw mlive m\_#} 7 / 9 é.é__

’
Death occurred at_S 2 0

22a. SIGNATURE (Degres or titla) N 22b. ADDRESS . 22c. DATE IE;NED
Wiy A fretlfeiens Ar & V&2 7oy for SPlooss & &/ag/ki

Z3a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY Z3d. LOCATION (City, town, or county} {State)
REMOVAL (Specify) -

emov. July ISt,.1962 Hereulaneum Hepeyl i

74. FUNERAL DIRECTOR ° ADDRESS 25 DME Rﬁ’?ga %é\zkee %ﬂ

Vinyard Funeral Home, Inc., Festus, Mo.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

Il

MEDICAL CERTIFICATION

m ot'a, the date stated above, and to the best of my knawledge, from the causes stated.

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




K - 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 Embalmer No.

working under my personal supervision.

Student.

Signature of Student Embalmer

4276

Licensed Embalmer No.

—_ . et
P. O. Address /7;5&47—; ’f%

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 alsoc shal! sign in his OWN handwrmng
* If this body-is not embalmed, fact should be so stated above.

! . 3




