‘o 300 HLED THE DIVISSON OF HEALTH OF MISSOURI . 391}59
0.
’ £ONOV 221954 STANDARD CERTIFICATE OF DEATH e Fite o I IS
: BIRTH KO, _ REG. DIST. NO. __3]_8 PRIMARY REG. DIST. NO-J_0.0.BRmulrdr:Nn ﬁ-():392
9 I 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. II .n-!izullon residence before
a. COUNTY a. STATE b. COUNTY adunisainn).
I1llinois Madison™
b. CITY (If outide corpurats limits, write RURAL and give ¢ I;;'-ZNGTH OF c. ng . & It Residence within Unalts of
wiahi it in place) of. incorporai
TOWN rombio!| JTA ‘aay"s" Town Collinasville SR
d. F}EIO_%P?T{‘AI"[‘_EO%F (I not in hoepital or ingmurzon. give stregt addreas or locatien) ASDTgéEEESTS . (If rural, give loeation) g /0‘2 L4
mstiturion. BARNES HOSPITAL Rural Route # /[ ?
36‘JEAC!EES(3EIE a. (First) b. {Middle) ¢. {Last) . - . DATE {Month) {Day) (Yeoan
(Tupe o7 Print) Paul Jasgse Wild DEATH
8. 5EX ’6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE COF BIRTH 9, AGE (f years| F ONDER 1 YEAR | o uMDER 4 Hws.
WIDOWED, DIVORCED {Bpecif, Last birthday) Monun[ Days' | Hours | Min.
Male White Married cApril 29,1899 | .55 | _ l
102. USUAL OCCUPATION (i biadofwark | 105 KIND OF BUSINESS OR IN. kD BIRTHPLACE  (¢;¢ 4ad Suate cr Foreign mm,,/l 12, SITIZEN OF WHAT

Laborer Glidden Co, (‘gqawi'l la annshig? 111, TSA _
13a. FATHER'S NAME 13b. MOTHER™ S MAIDEN NAME 14. NAME OF BAND OR WIFE

! George Wild {  Mary Schmidt Mabel W1llid
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFOR MANT; TURE DR NAME ADDRESS
Y .orunknown} | (If yew, give war or dates of service) NO,
e Unknown M Collinaville, Ill
18. CAUSE OF DEATH MEDICAL CERTIFICAKON INTERVAL BETWEEN
Enter only onecausaper | |. DISEASE OR-CONDITION R C - ONSET AND.DEATH

lis for (a3, (), and (0) | D'RECTLY LEADINGTO DEATH'(a) __..Bulmonaxy_ﬂonges’rinn 1 wk,

*This does mot mean ANTECEDENT CAUS&'

the mode of dying, such Aforbid conditionas, if any, gwlug DUE TO (b) ——Snbphnem—abs-ce ? Wks-

a2 heart failure, asthenia, rise to the above caute (a} sta!mg
ete. [t means the dig- | he underlying cause last.

SING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

case, fajury, or complica- L—_____.—DUE TO (c) C ST
tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS
oo - Conditions contributing to the death but not
related Lo the dizease or condition causing death, - .
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION ] e .
YES Gi NO D
21a. ACCIDENT Epecity) 21b. PLACE OF INJURY to.g.lnorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homs, farm, Iagtory, atreet, office bidg.,a10.)
HOMICIDE K ) R
-_;‘P 2 2. TégE {Month} (Day} (Yemr) (Hour 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? -
P WHILEAY ] NOT WHILE
4] INJURY | . WORK AT WORK 5 0 x
b
; 2. I hereby cerufy that I attended the deceased from __OQota 29 | 198k, to __Nov, 15, 198l , that I last saw the deceased
ﬁ alive on 7 19.5):_, and that deafh oceurred at _3 +QQOA m., from the causes and on the date slated above.
I~ 23a. S TYRE L oo or title) b. ADDRESS 23c. DATE SIGNED
N e ~ . 40 " ‘BARNES HOSPITAL
m . M,D,| _ BARNES HOSL17 - | 13/18/8
E 24a, BHERMIOA\};LCREM- 24b. DATE 7 24c. I\A‘-‘IE OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or connty) ' {5tate)
E T]%:‘l.lrin] (Bpecify} NDV. 18’1954A St ot John COlliﬂSVil lB ,Ill
=

DATE REC'D BY LOGAL J R'S SIGNATU . MERAL Oy RECTOR ATURE ADDRESS
l NOV 15]3&3" );/,ﬂ: ﬁz iéﬂ;!zg/{j Collinsville,Ill.

prr3 {Licensed Emb-[m:ru Staternent on Reverse Side)




STATEMENT BY LICENSED EMBALMER

is recorded on the reverse side of this certificate was emb

.................... Student Embalmer No...........

working under my personal supervision..

Stude nt ................................................ Signed. Wﬁ

Signature of Student Fmbalmer )
Licensed Embalmer No..‘

. ’ P. O. Address &M

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.

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

e ]



