THE DIVISION OF HEALTH OF MISSOURI

REMOW\.L

om oxmw

't || DATE REC'D BY LOCAL

JOL 311987

7=31«52 Springfield,lio,

'S SIGN RE 1 = FUNERAI. DIRECTOR'S S1GMATURE ADDRE 83
fow @5% 3% 52 EaéAlbert H.Hoppe,4700 Washington Blivd
74 {Licansed s Statement on Reverse Side)

No.300 " ‘ ~ Pg
o0 | BEBAUG °5 395,  STANDARD CERTIFICATE OF DEATH L0 e Fete 327
'BIRTH KO, REG. DIST. NO. 5-— PRIMARY REG..DIST. NO. . Kegirtrer's No. “ngusuu&“t -
[N PIESCE OF DEATH 2. USUAL RESIDENCE (Whers decossed lived. If Institutlon: residence befoie
. COUNTY ' . STATE UNT dinfsel
a 2 . Missouri b COUNTY 3 ¢ , Loudd ™"
b. CITY (I outelds corpurate lim!ta, write RURAL and give ¢. LENGTH OF || e C|TY {1 outatde corporats lisita, write RURAL a5d give township! 7 A fi
towrahip)| STAY rin this place} z
TOWN SteLlouls J’J TOWN SteLlouis -
g d. F#O%P?‘I&J'?‘LEO%F {1f pot in hospital or Institation, glve streat addrees or location) T d. ASDTEIEES (1! rural, give location) hnd
S . wsmTution  St. Louis State Hospital 5349 -Porshing,
a 3 NAME OF = (FisD) ] B. (Middle) T. (Last) 4. DATE (Month)  (Dsy)  (Year)
= ( Twpe or Print} GLENN PALMORE COFFELT })EA‘IH July 30, 1952
E 5. SEX ) 6. COLOR OR RACE | 7. MARRIED. NEVER PgSRRIED 8. DATE OF BIRTH - JGE tn yan 7 G0ca T | 7 oo
{ t3) Hour Min.
Male White | Divoraed— % | July 11,1900 7] “88 l |
g i0a. USUAL E%:UF‘A;]EI:  (Qle kiad of vork 10b, KIND OF Busmssncdg_r N |1 BIRTHPLACE  (cicy wad Stata or Foraign Conpter) 12_CITIZEN OF WHAT
i Drarssman Marshfileld,Mo. Uy o
< 138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE .
“ T.A.Coffelt Mary Clatton Unavailable .
i (|15 WAS DECEASED EVER :Nﬂu.s.mmﬁo FORCES? I 6. SOCIAL SECURITY | 7. INFORMANT' 5 5! GNATURE OR NAME ADDRESS
4 L OF oW, yen, Elve WAL O ted
3 o * | Unknown - |Mrs ¢ J«CoButchison,Springfield,No,
| il 8. cause oF peatH MEDICAL CERTIFICATION IEERVAL BETWEEN
- R {. DISEASE OR CONDITION .
Z ,l::::r"'(‘:;’“(g;“l:‘(’; DIRECTLY LEADING TO DEATH* ) __Presumably masive hemorrhage into
8 Talr dots nt meen | ANTECEDENT CAUSES ural .
the mode of dying, such | Afordid conditions, if any, giring DUE TO (B) plural cavity
3 a2 heart faflure, asthenda, rise to the above caure (a} dating o . _ .
M de. 1t means the dis- the underlying cauae last, - . .
o | cassinturs, orcompn ___oueTo @ Pulmonary tuberculosis 1/1/52x
S || thom tohich couaed deats. | 11. OTHER SIGNIFICANT CONDITIONS R ‘ :
Conditions contributing o the death but not :
t::a; Siluted to the dlacaze o1 condition caturing death. Addison's disease
= || 13a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION .. S . - . 20, AUTOPSY?
= . TION
w || 218 ACCIDENT (Bpectty) 21b, PLACEGF INJURY (e.0. Incrabout | 2lc. (CITY, TOWN, OR TOWNSHIP) {(COUNTY) " (STATE)
¢ SUICIDE bome, larm. {actory. strest, offioe bldg..#t0) . R
Z HOMICIDE . - - .
g 21d. TIME (Meoth) (Dw) (Yean) Houn) | 2ie. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
] wSiRY - o mnu:n Ng_rwnu.: ) Oa._)\
H b
. E 2l hereby certify that I altended the & d from July 7 1952 ,t0 ﬂleo_ 19 52, that I last saw the dmased
- , and that death occurred at 61003 m., from the causes and on the date stated abose.
E Dchree or titls) | 23b. ADDRESS 23c. DATE SiGNED
!! 5400 #rgsenal oty - 7/30/52
E BURIA Wi OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, ot county) (State}




GBI E 190

W

-~
=
(a2}
™~
i ~ 8 a2
%

STATEMENT BY LICENSED EMBALMER

) 1
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Student Embalmar Mo.

working under my persona! supervision. - Z
Lideied Embalmer No ¢/ Jf |
P. Q. Address_._//n_f s d -}

Student ....,
Studmt Enbalmr
'\

N’ou. The above MUST BB SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

;&

the above constitutes grounds for revocation of license.)
If this*body 'is not embalmed, fact should be so stated above.



