THE DIVRION OF HeEALTR VUF MUK 6618

No. 300
‘o.48 STANDARD CERTIFICATE OF DEATH State File No...
terath Weol A & IlI!I I:D MAR REG. DIST. NO. _318_ PRIMARY REG. DIST. NO. —m&"""""””‘ —_— l@&ﬁ
1 PLACE OF DEATH 2. USUAL RESIDENCE (Whers decowsed lived, If jowthwtion: residenes before
0 a. COUNTY a. STATE M b. COUNTY ad:oimion).
: 0. Callaway
b. CITY (If outside eorporats limite, write RURAL and give | ¢. LENGTH OF e. CITY d. 1s Resldence witbia Lmits of
b OR . Tac
TOWN St.Louis.Mo. rowabio | STAY anchiaplaestl] SN Fulton RS S o M
g d. FII'.IJ!‘SLPIIIBAHI'_EOORF (If not in boepital or lnstitution, give streat address or location) . .A%T[?REEESTS (IF rural, give location) Y, % -t
S | ISTUTON eyish Hoapdsal - 225 B.5th St ‘
ﬁ SDNEAC'EESDE% a. (First) b. (Middle) - ¢. (Last) 4. DATE (Month) (Day) (Year)
- (e Pinty pod wavel Newsors DEATH  Feb,12,1954
Z . +5, SEX . 0 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| IF UNDER 1 TEAR | & GNDER 40 Wi,
g 1. A WIDOWED, BIVORCED (Epecit laat birtbdsy) |Months| Days | Hours I Min,
4 male 62 1
; 10a. USUAL OCCUPATION (Ghekindof work | 10b. KIND OF BUSINESS OR IN- | t1. Bl PLACE . . 3
-4 done during mmo!-wun‘m'.o:‘cﬂ'}llw:z:'d) i DUSTRY (Cicy end Scate or Forsiga Country) IZQ&E“%E@?FWHAT
ﬁ Fulto n Mo, d
< 138, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
9 Robert Newson Medora Hopking Marie Galwith
= i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yse, Do, or unknown) (I yes, glve war ot dates of service) NO.
2loyea . o | Wowg M
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION - INTERVAL BETWEEN
@ || Enteronly onemuse I. DISEASE OR CONDITION _ . dfz‘ TH
7 ]mem(a)_m,md’(’g DIRECTLY LEADING TO DEATH*(g) C b\,gnq_\-—y 14 \_/meosj s L vpp
5 *Tihly does nol mean ANTECEDENT CAUSES:
the mode of dying, such | Morbid condilions, if any, giving OUE TO (b)
3 on hearl failure, asthenta, | rise lo the above cause (o) sloiing R . .
o ete. It means (he dix- the underlying cause lost. ‘ . . S
® ease, injury, or compli DUE TO (o)
= tions which caused death. | 11. OTHER. SIGNIFICANT CONDITIONS
- ' Conditions contributing to the death bt 08 b
ﬁ . related to ihe disease or condition causing death,
tm [I-19a. DATE OF OPERA- | 1Sb. MAJOR FINDINGS OF OPERATION . T 40 { s e . 20. AUTOPSY?
Z i TION
o) YES EI NO D
21a. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (ag..inorabomt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
'CS UICIDE . home, farm, factory. street, ofice bldg.. wu.) : . . e
= HOMICIDE . :
) g . 21d. TégE . {Monts) (Day) (Year) (Eour) 21e, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- o e WHILE AT NOT WHILE
. J‘ INJURY = | WORK AT WORK 70 I
2 || 2. I hereby certify that I allended the deceased from 2 19,24_ to _E.b_LL 19_53 that I last saw the deceased
E; alive on .BL-_I_L._, 18 , and that death occurred at ., Jrom the causes and on the date stated above.
- g || 23a, smmumz . O (Degres or title} | 23b. ADDRESS - { ' 23c. DATES
' - h»’
s et ww D 457 J¥- / “?hsh"\I'I DY 21)
H . REMANLR2Ab. DATE 24c. NAME OF CEMETERY. OR CREMATORY T@i (Ofty, town, or county) . / * (sr.m)
(Bpecify) - .
£ Peb,12,195% | H111 Crest’Cemet : Moo
Y LOCEAGL REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S S1GMATURE ADDRESS
| %4 .2 2
L_FER 15 1954 1

(Licensed Embalmer’s Statement on Reverse Side)




3
‘q\’(‘\

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
Y Me, OF DY <ot iiitittemraaaaeaaiaaeean e ara s saeee P . Student Embalmer No...........

working under my personal supervision..

Studenf ................................................ Signed_%.. 8 . % % ......

Signature of Student Embalmer K
-Licensed Embalmer No.bﬁ é.‘

P. O. Address %

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F:
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




