MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBMNC dEALTH AND WELFA

DO NOT WRITE
ON THIS STUB

AMENDED

VS 300
Rev. 4/59

i

0840, 4,

DATE AMENDED

3

. Regim“.ﬂun District No. _

1. PLACE OF DEATH
a. COUNTY

STATE FILE NUMBER

2. USUAL RESIDENCE (Where deceased lived.

a. STATE Mls 50 m!ig COUNTY Frankl]n

If “institution: Residernce before
admisslon}

-{ b. CCI;!Y [If outside corporats |imits, give TOWNSHIP oniy)

TOWN-

Length of stay in 1b e. CITY

oR
TOWN

Sullivan

Inside Limits

Yo ) no

¢. FULL NAME OF {If NOT in hospitsl, give locarion)

HOSPITAL OR
INSTITUTION

d. STREET
ADDRESS

inside Limits
Yes X No [J

{If cuhide, give location)

Reside on Ferm

Rt. # 2

Yes B No i3

BARNES HOSPITAL

3. NAME OF DECEASED

(Type or print)

Firsy

JOSEPH

Midd|

.

I Last

73 .

4. DATE

Month

ofatt  FEBRUARY

Day

.18

Year

1963

5. SEX

9. AGE (last birthday)

IF UNDER .] YEAR

IF UNDER 24 HR

7. Moarried [, Never Married [] IE DATE:  OF BIRTH

Widowed [f  Oiverssd O | 2 /15/1872

10b. KIND OF BUSINESS OR INDUSTRY| 1L

6. 'COLOR OR RACE
Male White

10a. USUAL QCCUPATION [Give kind of work done
amost of aﬁ Iifa Ewod)

Months | - Days Houul Min.

91

BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

France UeS.Ae

T4. NAME OF HUSBAND OR WIFE

Minnie

Address

4 0
5 2
.3

ri
etirec
13a. FATHER'S NAME

Uniknown

15. WAS DECEASED EVER IN U.S. ARMED FORCE

(Yn‘l‘.‘rod or unknown) l f “Nﬂ war of dates
)

18. CAUSE OF DEATH (Enter only one causs prar—r
, RT I. DEATH WAS CAUSED BY:
~

lw w PROBABLE PUIJ!)NARY INFARCT
out 10 v SUBCAPTTAL FRACTURE RIGE? HIP

_Godo "Ry

PART NI If decesset was formale wo
there & pregnancy in last 90 deys.

rDYul [ No | O Unknown
njury in PART ] or PART il of item 18.)

13b. MOTHER'S MAIDEN NAME

7 2
8 ]

14 cAcLAlL cEounity NQ.

17. INFORMANT

Angile Goin, St. Clair, Missa

™

url

e e
INTERVAL BE
QINSET AND B"EV.E'E}T

16 Brs,
2 weaks

il L L L

DOCUMENT

INSTEAD OF

DUE TO ic)

1l. OTHER/SH NIFICANT CONDIT!ONS CONTRIBUTING TO DEATH but not related to tha terminal
- en given in PART 1 (a} .

20h. DESCRIBE HOW INJURY OCCURRED, (Enter nature of

19. WAS AUTOPSY
PER D?
ves X NO O

20c. TIME_OF
INJUR

[ 20a. ACCIDENT _ SUICIDE _ HOMICIDE
i w] a

‘Month, Day, Year

2 463

—PLACE OF INJURY (e.g., in or about home,
farm, factory, sireet, offace bldg., etc.)
5 ‘home

Hour

AMENDMENTS ON THIS RECORD ARE A5 FOLLOWS

MEDICAL CERTIFICA&OI;\

20§, CITY, TOWN, OR LOCATION COUNTY

Sullivan

lu__mam——and {ast saw hnm alive an_2p.al61

m on the date ttated above, and to tha best of my knowledge, from the causes nuud

T22¢. DATE SIGNED
BARNES HOSPITAL  [370%7
73d. LOCATION (City, town, or counly)

(State)
St Gla ir, Missom;:l..

20d. INJURY OCCURRED
WHiILE AT WORK []
NOT WHILE AT WORK 3

| attended” the dacoased fiom_ 2L
Daath occurred ot .

{Degree or title)

A ] H-D .

[ 3. NAME OF CEMETERY OR CR

21,

22h. ADDRESS™

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

23b. DATE MATORY

2-21-63 ADDRESS 1.0.0.F, %um
FEB 21 1963

24. FUNERAL DIRECTOR

Casey -Lenox Funeral Home, St. Clair,Mo

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No.

v
b

or by

working under my personal supervision.

- . Ly, @é,é/

Signature of Student Embalmer
P AR A

SRR ' v Llcenseanbalmer No%
"P. O. Address_ g N(..,g %

" ,.-

Student

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in ‘his OWN\HAND.WRITING (Failure to comply
with the above constitutes grounds for revacation of license). .

If:embalmed by a STUDENT, he ‘also shall sign in his OWN handwritingl -

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

' ' »




