MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE
DEPARTMENT OF PUBLIC HEALTH AND WELFARE OF DEATH ( f .sswsss
- ' - 'g-  Registration District hio. ___'_____-_éjl_l’rlmlry Registration District No. __J._i ;._____kegim'ar's No. é__ﬁ__ STATE FILE NUMBER

DO NOT WRITE - - 1\~ 10 B
ON THIS STUE amenoer ) L H - AUGH9-1963

7
1. PLACE OF DEATH 2. USUAL R.ESIDE&E {Whera decenud lived, If institution: Residence before

a. COUNTY s.t'. I_ouis . a. STATE M;E Ourib COUNTY St Louis admisslon) -+
b. CITY (If outside corporate limits, give TOWNSHIP only} Length of stay in )b c. CITY Inside Limits
OR T . OR
TOWN CIaytm : D.0.,A. TOWN Haplewood YesX Ne O
. i%épﬁw%gF {1f NOTY in hospital, give location} Inside Limits d. Asg)RDEREEES {If cutside, give lacation} Reside on Farm

instiution St eLouis County Hospital |[vem non 7826 Weaver Ave, - Ye O No[K

3. NAME OF DECEASED First Middle Last 4 DATE Fonth - Day Year

{Type.or print) . .-
HOJARD NMT PINSON DE‘"” ugt 5 1963
5. SEX 5. COLOR OR RACE 7. Married B%  Never Married [] |3, DATE OF BIRTH | - AGE o bmhdw) IF UNDER | YEAR ] IF UNDER 24 HR
HBJ..B m,te Widowed J Divorced [ 7-11_1890 73 o Months ] Days |-Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | }2.. CITIZEN OF WHAT COUNTRY

ReEoidcanotive Ehgifiber  Railroad Blaclwell, Mo, - USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Leander Pinson Penelope Hansford Olivia Pinson
15. WAS DECEASED EVER IN U..S. ARMED FORCES? ; 17. INFORMANT Address
(Yes, nzghunknown) I {If yes, give W rm-of sorvi aboye -

18. CAUSE OF DEATH (Enter only one causa per line 10 = a i€k INTERVAL BETWEE|
PART |, DEATH WAS CAUSED BY: / "QOINSET AND DEATI-hI‘

IMMEDIATE CAUSE () [ A g & . Y L b 0
—

'V§ 300
Rev. 4/59

Y /00 2
24/ piofie

DATE AMENDED

DOCUMENT

Conditions, If any, DUE TO (b)
which gave rise to
above cause [a),
. stating the under-
lying cause’ last, DUE TO (c) - -

PART QOTHER S!GNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Ili. If deceased was female was
dise. condition 0 inPART 1 (a) there a .pregnancy in last 90 days.

- . .
- 3 | [l Yes | 01 Ne | O Unknown

19. WAS AUTOPSY | 2Da. ACCIDENT  SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY GCCURRED. (Enter nature of injury in PART I or PART.1I of item 18.)
PERFORMED? . | O a a :
YES[] NO A

20c. TIME OF Hour . Month, Day, Year
INJURY a.m.
. p.m.

20d. INJURY OCCLIRRED 20e. PLACE OF INJURY (2.9, in or about home, | 20f. CITY, TOWN, OR LOCATICN
WHILE WRK a ?:.rm, factory, street, office bidg., ete.}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

COUNTY STATE

NOT WHHLE AT WORK [

21. | arpénded-the d_ﬂcqased'fm

W: to. % i i:jmd last law‘m;'iiw on ‘%’ % 4 j i‘ ﬁ

200 p. m on thu]dm stated abave, and to the best of my knowledge, from the causes stated.

occurred  af.

; at ] NAW‘R‘ (Degrne of title) . 22b, AQDRESS h909 mdamoﬁ Blvd. ) 22¢c. DATE SIGNED
M 7)7 " St. Louis, Moe - B=7-63 .

/Ga BURIAL, CREMATION, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or :aunry) {State}

RS | 8 863 _Nationsl Cemetery Ste Louis Cos, Moe

24, FUNERAL DIRECTOR ADDRESS 25. TE RECD. B\f CAL REG. REGISJTRAR'S SIGNATURE y
JAY Be SMITH, Maplewood, Moe f %%”’7 :

{Liconsed Embalmer’s Statement. on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON

ITEM NO.] SHOULD READ

BY AFDAVITPF




_Leland E Hosto MD
"FL 16134

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 i . : Student _E-rpbalmer No.
working under my personal supervision.

Student. " Signed
Signatyre of Student Embalmer -

Licensed Embalmer, No;é/?d ‘3
: T~

P. O. Address

Nofe: -The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with The above’ oonsh'rutes grounds for revocation of ||cense) « . "

If embaltned by“a STUDENT; he also shail sign in his OWN handwmmg A R ..

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

I T N T+ A




