MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~63-Q21153

DEPARTMENT OF PUBLIC HEALTH AND WELWFARKE

R . AU ) STATE FILE NUMBER
DO NOT WRITE AMENDED Registration Distrlct No. .:;?/.a... " Primary Reg District- No. __ééé}f,___k,i,m,-, No. ﬁe_i___‘ - )

ON THIS STUB | L
1. PLACE OF DEATH bl 3. USUAL RESIDENCE (Whera deceased lived. (f institution: Residence before

s COUNTY ST. C HARLES o STAE Ma. b. COUNTY Sy CHARGES dmission)

b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b e CITY Inside Limims

TOWN ST. C HARLES & YEARS o Sy CHARLES Yos & No O

c. FULL NAME OF (1f NOT in hoapital, give Jocation) inside Limits d. STREEY {if cutside, give location} Reside on Ferm

HOSPITAL OR Al - ;
NSV ST JosepH's HosP Yer f Mo 3 P 208 Boowsick Yor 3 Mo

3. NAME OF DECEASED First Middla _Last 4. DAJE Month Day Year

{Type or print} g OF '

: BeveRLy Awxn B LR Ton . MAy & 1963
5. SEX 6. COLOR OR RACE 7. Mamied [1  Never Married ¥ |B. DATE OF BIRTH | 9- AGE (imst birthday) | IF UNDER 1 YEAR ] IF UNDER 24 HR
wW ' Widowed 3 Divoresd T’ (19 Jowa 1940 5 . [Months | Days | Hours [ Min.

T0a. USUAL OCCUPATION (Give kind of work done | 10b. KIND:OF BUSINESS OR INDUSTRY| 13. BIRTHPLACE (City'and state or country) | 12, CITIZEN OF WHAT COUNTRY

during nsc:’i_of‘;vogig :f;:mn if retired) .SC Hoow ST. c Hd’ R ‘-ESI M 2. /54

132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE

ARnoep BuRTown Cocrerre MARESCHAL
15. WAS DECEASED EVER IN U.5. ARMED FORCE e —eactar essusiny NQ, [ 17. INFORMANT Address

(Yes, no, or unknown} | {If yes, give war or dates ¢
Fd | ARpnoro BofTex . ST CHnReBs , Mo.
18. CAUSE OF DEATH (Enter only one cauie per line for (b}, and {c). L {NTERVAL BETWEEN
PART |.. DEATH WAS CAUSED BY: SET AND DEATH

IMMEDIATE CAUSE (a)

Conditions, if any, DUE TO (b) M

which gave rlse 1o

above causq (l).

stating the ynder- .

lying cause last. DUE TO (]

PART 1). OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TG DEATH but not relsted to the terminal PARY 1) If deceated was female was
.  diseasa condition pivan.in PART | (s} thera » pregnancy in last 90 deys.

I O Yes | 0 No I [0 Unknown

'V§ 300
Rev. 4/59

'p92%

DATE AMENDED

DOCUMENT

19. WAS .au..nos's';r [ 20s. ACCIDENT  SUICIDE HDMﬁClDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART 11 of item 18.)
O O

PERFORMED?
YES{] NO

20c. TIME.OF - Hour Month, Day, Year
1NJURY am, .
‘Pt .

20d. INJURY DCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCAYION COUNTY
WHILE AT WORK: (O ' farm, facrory, sireet, office bldg., etc.)
NOT WHILE AT WORK O

21, 1 atended he decesed fom V30760 1o S0hD it e st b2l 25/ G 0
7 [yl 2 m on the date stated above, and to the best.of my knowledge, from the couses stated.
- 22¢. DATE SIGNED

25, SIGNATURE [Degres or ¥ifle) | 22b. ADDRESS .
@/k,%m.p - 3L P PP aew ,Z( é,é\,,.g;m 6‘/;;,&3_

73a. BURIAL, CREMATION, | 23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, town, or county) (State)

REMOVAL (Specify) ) A WEecDoN .SA Fid ' M .
BURIAC 1 MAy (963 | Howecet CEMEBTERY LRING 1o

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26, REGISTRARS 5

PRivsTeR- Bave F 4. ST CﬂAﬂLES/Mo 1 (63 AX

{14 o Embaimer's St on Reverse Side]

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Desth occurred  at.

USE BLACK INK
OR

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.[ SHOULD READ




£96l &2 AUW

E6L & N

STATEMENT. BY LICENSED EMBALMER

l hgreby cerfify 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 - Signed g./‘m ﬂ(/ @C}J‘d

Signature of Student Embalmer

Licensed Emba!mer No L~ 607

- r.0. Address‘ﬁ m .

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER -in, hns 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 handwrltmg T

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

[




