s, no.30 . . THE DIVISION OF HEALTH OF MISSOURI 4 02'&3
= w3 | EY JAN 19 1954 STANDARD CERTIFICATE OF DEATH( Q3 e i

v, 10.48 00
! BIRTM NO. REG. DIST. NO. 318 PRIMARY REG. DISY. NO. . Regmmr:No 123

rYYY i ralSirv

i"1. PLACE OF DEATH ) ‘ 2. USUAL RESIDENCE (Where d d lived, 1 i : reshlencs befors
a. COUNTY 0 a. STATE Missouri b. COUNTY adinisston).
b. C(IJEY (Tf vutaide corpurste Limlta, write RURAL and t:;l'v:. gy gT Al?E::SE; pt?f-) c. CBI"‘{S . Is Residence within Lantta of
' own 3t. Louls, Mo. 1owB . Louis, il SN
d. FH(I)JS-PP*‘A'?.EO%F (If ot in hospital or institetion, giva strest address or loeatlon) sDrI;;REESS (B rural, ghva loestion) 5‘ 2/ 9.
INSTITUTON  Christian Hospital, /q 3914 No. Market St.
3. éqﬁ:"éi sg-:'i-:i a. (First) b. (Mlddle} c. (Last) - i 4. Ds}-g (Month)  (Day) (Year)
{ Type or Print) Proeston Day oAt Dece 29, 1953,
5. SEX O 6. COLOR OR RACE § 7. w&%}f‘tﬂ EB ﬁlE\ygEc%REIEo?: 8. DATE OF BIRTH 9. :‘G‘SE o yeurs| o wota | fun v a4 e
{ ¥ on Min.
Male White P BE . e i s
10a. USUAL OCCUPATION (Giveindof work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE - . X
:ondnrinlm.mr.otvorkluuf..o:unlf :-J:::!) - DUSTRY {City aad State or Foreiga Country) IZCgLTP:%}ERP{'?FWHAT
Machinigt fBlectric Coe. DantyGOouissourie. </ UaS.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR ¥IFE
_John _Day | Della Heedptck | IethaDay
15. WAS DECEASED EVER {N U.S. ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT 5 SIGNATURE OR NAME ADDKRESS
(Yes, nio, knu-n) a dates of service)
. | "N‘II"" ot 498-05-4949 | Letha Day, 3914 No. Market St.
- || 18. CAUSE OF DEATH" * . .. MEDICAL-.CERTI{FICATION- - - .. 3 ¢ - {- INTERVAL BETWEEN
| Rnter anly cnecuuseper . DISEASE OR CONDITION ONSET AND DEATH

line for (), (b), and. (c), [ DIRECTLY LEADING TO Dﬂ_.TH'(n) .

i e A M-S . —
*Thiz- does nol mean |; ANTECEDENT CAUSFS @M—ﬂ-% M Mﬁa' e

the mode of dying, such | Morbid conditions, if eny, giving DUE TO (B)

ar heart foflure, asthenio, |. rise {0 the aboce cause (o) liﬂﬁﬂﬂ . 5 K4
“ete. It ‘means the i i the underlying cause last, ‘ @ .

case, injury, or complica’ |- - DUE TO (¢) : j

_tion which mugeg‘d@atp H DTHER SIGNIFICANT CONDITIONS

T 7|7 Oomditions eontributing to the death but ot
.. .| related to the disease or condition cousing death,

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

19a. DATE OF OPERA- |, 19b. MAJOR FINDINGS OF OPERATION e a ., .. -] 2. AUTQ
- TION: |- o - .
L b N ) ) . L . YES NO‘D
- 21a, ACCIDENT® 7 (Boadiiy) ‘216, PLACEOF INJURY (o.g. Inorabont | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)}
SUICIDE ! . bome. farm, !notnrr sireat, ofiew bidy.. #0.) - . ..
HOMICIDE . T ' . - .

.210.‘-INJURY OCCURRED | 2tf. HOW DID. INJURY OCCUR?

. . ‘71d. TIME (Moath) (Day) (Year) (Hour) N

’ CONURY - T m | Mhoek L2 Nt woRk L : 2.8/

!_‘_ ) 22 I hereby cerhfy that I attended the deceased from — 18, that ] last sow the deceased

T . alwe on : , and that death oceurred a;ﬂ— from the cquses and on the dale stated above.

o )IGN TURE. eroe or title) | Z3b. ADDRESS Z3:. DATE SIGNED

j M rTSoo . | AR A S,
24a. BURIAL. CREMA. 24;. NAME OF CEMETERY OR CBEMATORY 24d. LG:ATION (0ity, wown, or county) '(sum)

TION, REMOVAL (Bpedity)
Ramoval 12-;50 55
DATE REC'D BY LOCAL | RE RAR'S SIGNA

| DEC 2 9 1953

Bogg, -Missouri.
.| 5. FUMERAL DIRECTOR"S B51GMATURE ADDRESS +~




STATEMENT BY LICENSED EMBALMER,

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaln
by me, or by ........... et eceseranestasitasiimssismsssessstesamneasatasitentrisananns dmaenans . Student Embalmer ) . (- .

working under my personal supervision..

Student.....ccooioiciiiintincairamraer i e rinaenanaean Signed .oy lth o it I 00 DO

‘Licensed E ¥ No.l,..»r.0lh g
P. O. Address v C R T AV
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg.
T4 this body is not embalmed, fact should be s0 stated above. .




