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WRITE PLAINLY—USING' UNFADING BLACHK INE—MAEKE A PERMANENT RECORD

FILED JUN 16 1952

" THE DIVISION OF HEALTH OF MISSOURI : p
STANDARD CERTIFICATE OF DEATH s s o 14964

ciwm 2 REG. O ST. NO, _3.18_‘ PRIMARY REG. DtST. WO. ‘1.0.03. Registrar's No. ...4.84.&....

! BIRTH MO ra
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased Hved. If isstitution; residesos befors
a. COUNTY 8. STATE M b. COUNTY adinimaton}.
ile) A:t‘:' i M
b. CITY (If cutside corpurats Limits, write RURAL and give' ¢. LENGTH OF c. CITY (H-amudde mrnonh limits, write RUBAL s5d cive townabip)
[o] townahipt| STAY tia thie place OR é i
Toww St ILouis,Mo. 40 viffls O™ St Louis,Mo,
d. FULL NAME OF (If oot in boapital or institgtion, give streat addres or location) d. STREET (U reral, ghve location) .
HOSPITAL OR G ADDRESS
INSTITUTION 5517 Palm Street _ 5517 Palm St.
3. NAME OF a. (First) b, (Middie} c. (Last)
DECEASED . . 4 03}'5 (Month)  (Dsy) (Year)
{ Type or Print) William Edward Farrar /DEM“ I -2¥- /952
5. SEX 0 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, 8. DATE COF BIRTH 9. AGE (In yesrs| F UNOER | YEAR | tr UsOgR 34 HEs.
W{DOWED, DIVORCED (8pecify) 5__ -/ 8 4 last birthday) Mqau-l Dars | Hours | BMin.
M W M / -/E87 s |
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or foreign ocuntry) 12. CITIZEN OF WHAT -,
doﬂ-dq.l_'i?xmmd-w tife, aven if retired) DUSTRY y COUNTRY?
Y/oodworker codfellow Imbr@o, Perry Co. Mo Usa
138, FATHER'S NAME 13b, MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John W. Farrar Mallissa Cook Chloe Byrd Farpar 3
I5. WAS DECEASED EVER IN U.5 ARMED FORCES? | 16. SOCIAL SECURITY { 17. INFORMANT' S5 S5IGNATURE OR NAME ADDRESS
{Ysa, 00, or unknown} | {If you, give war or dates of service) ND.
NG . SF-07-/4% # 5517 Palm St.
18. CAUSE OF DEATH MEPJCAL CERTIFICATION L INTERVAL BETWEEN
- ONSET AND DEATH
| Enteronly cneeaumper | |- DISEASE OR CONDITION i £ }
Jine for (a), (b), and (¢) | DVRECTLY LEADINGTO DEATH® () — 2 Jﬂdjﬁ'
“This does 1ol mean ANTECEDENT CAUSES Z% - é é { . i % .
the mode of dying, such | Afosbid conditions, if any, giring DUE TO (b} : .
as keartfalture,asthenia, | rise (0 the abose cuse () siating ] e . /‘ .
cté. It ‘michs the dis. | Ihe underlying catiselost. .- - - s : o L T L
case, injury, ar compli _DUE 70 (o)
tiom which coused death. | 1. OTHER SIGNIFICANT CONDITIONS . _-. ™ .
Conditions contributing o the death but —mt
related to the disense or condition causing death.
19a. DATE OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION . . .. . - LT CE s 20, AUTOPSY?
] TION oo
- : | vel] w8
21a. ACCIDENT (My‘)_‘ 21b. PLACE OF INJURY (o.x..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE bome. farm, faetory, street, offics bldx., ets.) . . . .
HOMICIDE - R
21d. TIME (Month) (Duy) (Year) (Houor} 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
OF L WHILEAT [T NOT WHILE 5 9
INJURY = .. = | “work AT WORK N . :

2. 1 hereby cottify that I attended the deceased from %.44/_@ 195 210 %_f;ﬁ, 152 Z-that I last sow the deceased
alive on . 19_5_? and that deatheeurred ot 830 £ m., from (he causes and on the date stated above.

A R e

24a. BURIAL. CREMA- | 24b. DATE
TION, REMOVAL (Boeei?y)

24c. NA\‘.E OF CEMETERY OR CREMATORY | 24d. I.MTIOH ‘Eclty. town, or uounty) 4 (5tate)

Remayel #1 5.,0p-1952 Brazesn,to Cemetery Brazeau, Mo,

DATE REC'D BY LOCAL

MAY 2 6 1959

25. FUMERAL DIRECTOR’ S 81GNATURE ‘ADDREAS

IRAEGER-TENVICK Funersl Home

s Sutememt on Reverse 580 5402 No Kingshighway




Dr Arthur Gundlach ' o
2202 University St.
Ce 3995, - , E .

[ AE PH S-24-52,

STATEMENT BY LICENSED EMBALMER

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

e . Student Embalimer No.

working under my persona! supervision,

StudeRt L..siecarcaatranonbeannnantas Ceaves
Student Embalmer

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 this b?dy is not embalmed, fact should be so stated above. *




