i THE DIVISION OF HEALTH OF MISSOURI

41303

¥.S. No.300
e l ~ STANDARD CERTIFICATE OF DEATH State Fite Mo
’l» ,,NOV 19 1953 REG. IDIST. NO, 31 8 PRIMARY REG. DIST. l0-1 Registrar's No..... 981.:.(:).....
PI_ACE OF DEATH 2. USUAL RESIDENCE (Whers decoased lived. If Institution: residence before
a. COUNTY a. STATE b. COUNTY admision),
0 : Indlania Parke County
b. CITY (11 outsdde corpurats lizmits, write RURAL and .ﬂ':.u o csr A%Etfm nl?cF') c. C|TY eu 3:;“‘_“" wittin ymte of
TOWN ST, LOUIS, MISSOURI 11 ‘days | "#bsadsle : )
d. FULL NAME OF (If not ia boepital or irstitution, give strect address or location) . STREET (If rural, give leation)” 0
HOSPITAL O A
mermution BARNES HOSPITAL " ADDRESS g /3 ]
3.DPIEACME OFD a. (First) b. {Mlddle) e (Last} 4. DSIE {Month) (Day) (Year)
rm.»mw TOBI THA E. Vianlieu_ DEATH Q¢
6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH ‘19, AGE (In yeara| i uNbER | TEAR | [ GiDER 4 was,
/ wht WIDOWED, DIVORCED (Spactfy Laat birthday) Mon&-l Days | Hours | Mis.
Female White. Never married.(Apr. 3, 1897, 56 - |
T0a. USUAL OCCUPATION (ke tind ot work | 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE  ((;1, wug stase or Foreign Couatry) / 12, CITIZEN OF WHAT
Saleslady J.C.PENNY.CO. Lyford Indlania U.S.A.
l!l:h. FATHER'S NAME 13b. MOTHER™ 5 MAIDEN NAME 14, NAME OF HUSBAND-OR WIFE -
William VanLieu. Kate Buchsa m———e— e —— e~
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
Yes, 0o, ot unksown) | (If ree, xive war or dates of servios) NO. )
de

>

18. CAUSE OF DEATH
. Enter only onecause per
line for (a), (b}, and (&)

*This does not mean
the mode of dying, such
as heart faflure, asthenia,
ete. It means the dis-
ecse, injury, o complica-
tion which coured death.

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (5)

MEDICAL CERTIFICATION

CHRONIC MYELOID LEUKEMIA

INTERVAL BETWEEN
ONSET AND DEATH

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b)
rise to the above cause (o) stating
the underiying cause last.

DUE TO (¢)

I1. OTHER SIGNIFICANT CONDITIONS

Conditions contriduting to the decth bt not
related to the disease or condition couding death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION .
ves ] wo []
21a. ACCIDENT (Bpecify) 216, PLACEOF INJURY (sg..inorabeut | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE, home, fnrm, notory, streat, sfice bldg,,et0.)
HOMICIDE | .
214, T(I)'gE (Month) (Day) (Year) ({(Hour) 2le. INJURY OCCURRED { 211. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY.. = | "woRK AT WORK QA) ’-/ /

2. I hereby certify that T aitended the deceased Jrom ,ISE_SL_,._.,
aliveon _10=14 ____ 19 O3 and that death occurred at

18583 1o

10-14

, 19 53 , that T last saw the deceascd

omn., from the causes and on thc date staled above,

23a. SIGNATURE

o

(Degree or mle)(/
M.Da

23b. ADDRESS

BARNES HOSPITAL

23c. DATE SIGNED
10-14=53

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

24a. BURIAL. CREMA- | 24b. DATE f 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Clty, town, or county) (State)
TION, REMOV. ) I t I d
Remoya 10-14 53, Tesre Haute Ind.

25. FUNMERAL DIRECTOR' S SIGNATURE ADDRESS
Albert H. Hoppe Inc.4700Washington.
(Licensed F.mbdmcr'o Staternent on Revetse Side) 2

DATE REC'D BY LOCAL

06T 14 1953




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

by me, ol i iiaeicrectaceseitenseerarsisrananan feeeeanenaaenns , Student Embalmer No.....ccocnenn.... L
working under my personal supervision.. - 4
. € . 02,
Student .. ..o ieieeiaaaa, Signed.. LR 720 % ot -
Signature of Student Embalmer |
.. Licensed Embalmer No.. f AI ﬁ

P. O. Addres%&.‘.%ﬁéﬁ\'.nm :

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 embalmed by a STUDENT, he also shall sign in his OWN handwntlng

7 this'body is not embalmed, fact should be so stated above, "



