+

MISSOURI . DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 63—=030357
b

DEFPARTMENT OF PUBLIC HEALTH AND WELFA
Registration District N 31,8_ P Registration District Nl QO STATE FILE NUMBER
DO NOT WRITE AMENDED g r i --—Primary Registration Distri ..o Registrer's No. ]

OK THIS STUB L =1) "" [ 9 ey
1. PLACE OF DEATH VAU 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befora
a, COUNTY i - STATE . COUNTY i
2 a. 5T/ M.'!.SSOU.I'i b. CO admission)
b. CCI)'I;( (If ounside carporate limits, give TOWNSHIP anly) Length of stay in |b c. CITY Insida Limits
QR
: [3] -
Town St Louis Town - 3t ,Louis Ye: pg No O
c. EULL NAME OF (If NOT in hospital, give location] laside Limits d. STREET {1f outside, give location) Reride on Farm

Neraution Missouri Baptist Hospital [vemxwen | -2"2° 8409 N Broadway - Yee O No B

VS 300
Rev. 4759

B L Lo TR WP

S
SATE AMENDED

3. NAME OF DECEASED Firsr Middle Last d. DATE Manih Day Year

(Type or print}
FRANX P. OLIVER pEATH July l4th, 1963
5. SEX 6. COLOR OR RACE 7. Worcicd B Never Married (] |8, DAT BIRTH | ¥ AGE (last binthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
male white Widowed [ Divorced [ f j 52 Months | Days Hours Min.
10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS QR INDUSTRY| 11, BIRTHPLACE {City and wlata or country) 12. CITIZEN OF WHAT COUNTRY
dyring mpst of working life, even if retired) : ’
punch press operator B'u:leing Trades Sikest.on, Mo, USA
__)-_l?a_..FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

“*" Handson Oliver Mahile Greer Grace Oliver

15. WAS DECEASED EVER IN U.5. ARMED FORCE i —casiareesumty NQ. |17, INFORMANT Address

{Yes, no, or unknown) | (If yes, give war or dates
Bo |t Grace Oliver,8409 N Broadw

18. CAUSE OF DEATH {Enter oniy one cause per line far' (a}, {b), and [c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: /1’ ONSET AND DEATH

-
{MMEDIATE CAUSE {a)

Conditions, if any, OUE TO (b) @' 2

wbl'::ich gave rise‘ r,o —

abave <ause {a), -
stating the under- / 9[:2‘0 /
lying cause last. DUE TO ()

PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the rerminal PART 111, If deceased was female weas
disesse condition given in PART | (a) there a pregnancy in last %0 days.

O Yes | O Neo | O Unknewn
19, WAS AUTOPSY | 202, ACCIDENT  SUICIDE HOME]C!DE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter natere of injury in PART | or PART |1 of item 18.)
O m} :

i

~

0

Okm ~ o (L]

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

[

DOCUMENT

g~
Q(/

PERFORMED? -~
YES O NO

20c. TIME OF Hnur, Month, Day, Yeer
INJURY am.!
p.m. ‘
20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J tarm, factory, street, office bldg., etc.) /

MEDICAL CERTIFICATION

NOT WHILE AT WORK []

i “'el - ‘
. | attended the deceased from /9 6 2— — to. '5 / ,éf — w/—}ﬂd last saw himal“’e or\_é%%_‘jk
Death cccurred B2 r 2 M"/ ‘ m on the date stated above, and to the best of my knowledge, frim the causes stated.
- Flath Y

il ) oo A Tenlee Gt

3b. DATE [23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City"tdwn, or county) (smé)d

¥

USE BLACK INK
OR
TYPEWRITER RIBEON

SHOULD READ

232 BRTAL, CRERMATON,
"ﬁﬂggﬁ’f ! 7/17/63 Ebenezsr Cemebery Wast Alton, Mo,
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. 8Y LOCAL REG. %ﬁlsm ‘S Sl
DIEDRICH FUNERAL HOME,B319 Hallsferry |JUL 16 1963 d

[Licansed Embaimer's Statement on Reverse Side)

BY AFFIDAVIT OF

ITEM NO.




_r.,Lzl

BB -VO-ER s

.
STATEMENT BY llCENSED EMBAIMER

5 ‘

“w
| hereby certify that the l;édy whose name is recorded on the reverse side of this centificate was embalmed by me,

or by Student Embalmer No

working under my personal supervision. m M
Student Signed d‘ Q/\

Signature of Studant Embalmer

Licensed Embal

e~ ST " P.O. Address
Nofe: 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 handwrmng
If this body is not embalmed, fact should be so stated above.
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