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MARKE A PERMANENT RECORD

PLAINLY—USING UNFADING BLACK INK

WRITE

FILED AUG 29 1955 STANDARD CERTIFICATE OF DEATH

E DIVISION OF HEALTH OF MIS50URI

BiRTH KO.
1. PLACE OF DEATH Y 2. USUAL RESIDENCE (Wbere Jecenaed Byved. [f inetitution: residence befors
s. COUNTY . STATE \ T RRLAT
St. Lo a Mis&ouri o, COUNTY nd.isaion
b, CITY (1f outcide corpurste limits, writs RURAL and give t. LENGTH OF ¢. CITY (If sutside corporate liraies, write RURAL acd give tuwnshiz
w'mhln TAY G !7. plyeall OR
TOWN  Rural Wellston 1 ¥8 Town  St, Louis- a D-
d. FHé.g.PNAME OF (If not in hospital or institution, give strec: adrees or location) dA%-r[?REE‘STS (If rural, give location) P74 1
INSTITUTION St.Vincentts Hospital 6172 Simpson
BDNEAC%ES%% a. {First) b. (hllddle} ¢, {Last) 4. DSTE {Month) (Day) (Ygg
{Typeor Prine)  John Ce cox pearv  August 114, 19
5, SEX C)' 6. COLOR OR RACE | 7. xrﬁ%ﬁg N.:.'\‘;’Egc?ESRRlED# 8. DATE OF BIRTH 9.£GE {lu yeaen| If USDER ) YEAR | o UNDER U ms.
N (Bpecif * birthday} Muonths | Days { Hours Min.
Male White Married June 15, 1877 (i |

10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR IN- [ I, BIRTHPLACE (Btate or foreign country) ~| 12. CITIZEN OF WHAT

dope diring moat of working lfe, aven if retired) DUSTRY C COUNTRY?

iglty Butcher Jim Town, Missouri U.Se
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
Cox Mary Jane West Mrs. Marion A. Cox
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFQRMANT ' & $1 ATURE NAME ADDRESS
(Yes, no, or unknown) | (If yes, zive war or dates of gervice) 6 21 go &pon A . [+ 4 Qe
S 186 14 213 Son, ‘s¥. lLouls, Mo.

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecauseper | ). DISEASE OR CONDITION S QNSET AND DEATH

line for (), (b}, and (c)

DIRECTLY LEADING

TO DEATH'(n)

Cereb ral Hemorrhage

ANTECEDENT CAUSES

3 weoeks

*Thizr does not mean :
the mode of dying, such | Morbid conditions, if ang, giring DUE TO (B) erebral r‘terioa rogis 6 months
o2 heart faliure, asthenia, | rite to the above cauze (a) sta.tmg e e - .
de. It means the dis- the underlying cause laxt. - : .
ease, injury, or H _ DUE TO (e} —
tion twohich caused d'euﬂl I1. CTHER SIGNIFICANT CONDITIONS * - - :
Conditions confributing Lo the death but not ]
related to the diseqse ar’oondition causing death. Chronic Braln Syndrome A5300 with 6 months
19a..DATE OF OP_F%}N'- 18b. MAJOR'FINDINGS OF operaTioN ©  ‘Cerebral Arteriosclerosis - - 20, AUTOPSY?
331X ves [ wo X]
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (eg.. lnorebout | 21c, (CITY, TOWN. OR TOWNSHIPY | (CQUNTY) (STATE}
+ SUICIDE - " borss, farm, fagtory, street, office bldg..uts.) :
HOMICIDE _
21d. TIME (Mouth} (Day) (Year) (Hm} 2le, INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
-0 : WHILEAT[—] NOT WHILE
INJURY WORK AT WORK
6-28- 19_55 to _8‘—111_ 1955_ “that I last saw the deceased

2. I kereby certify
alive on

{ﬁt I attended ggz

decegsed from

and that death occurred al _.._L__“m from the causes and on the date staied above.

7. sxeumwg /6% WE "

23b, ADDRESS
7301 st. “haries Rock Rd.

23¢. DATE 5IGNED

-8/1L/55

bett Reveru Side)

(Licensed Embaln gy g

.ZrA}a.NBlR}RlaleCREMA- fb. DATE — Z4:. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) - .(State)
. {Epaelty) . .
Birdel =" UYug. 16-¢§4¥ |yalpal}a Cemetery St Louis County, Mo,
DA REC'D B LOCAL REPSTRAR' ¥ SIGNATWRE 25. FUMERAL DI RECTOR 5 ADDRESS
2 Ree L5 7 g R iﬁ‘ﬁtﬁmm
o/ l o V7 /5 ‘://I__ ’// . (hi) o-".': sourl

.




/ STATEMENT BY LICENSED EMBALMER

I hereby certifykthz.lt ti:e body whose name is recorded on the-reverse side of this certificate was embalmed by me, or by __.

working under my personal supervision,

Slgned...nvvvans e asasesansraaa resscenaran
Student Embaimer

P. O. Addrm7}75‘ W&u

Nous The above MUST BE SIGNED'BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Flﬂmﬁply
the abon_mnsunues grounds for revocation of license.)

K this body is not embalmed, fqaahouldbewmtedabove.



