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THE DIVISSON OF HEALR OUF MISHURL

300 F".E P = .
py D FEB 27 1957  STANDARD CERTIFICATE OF DEATH tate Fite No. L3P
BIRTH NO. REG. DIST. NO. _ELL PRIMARY REG. DI1ST. NO. _‘ﬂ Registrar’'s No.... .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed tived, 1f inatitusion: residence before
&, COUNTY . a. STATE . < b. COUNTY - adimimelon).
St, Francois Missocuri $t. Francols
b. CITY (1 cutoide corpurate limita, write RURAL snd give c. I{PENGTH QF c. ng cq4, d. In Residence within lmlts of
towhshipt {in this . FN R xr n clt . incorpora own?
Town  St. Francois Twp. 1y am7ed)  1odin Farmington;-Mo.y TR
d. FSS%PPT{‘ABEEO%F (if Dot in howpital or institution, give siroct sddres or loeatlon) ° ASJ[;IFEET {If rural, give loeation)
e iNsTiTUTIoN State Hospital #4 County Infirmary
3. gE%héﬁ s?c_FD a. (First) b. (Middle) o o (Last . Dg}-g (Month)  (Day)  (Year)
(Typeor Pint) ¢+ ROBERT < WIGGER ¥y Feb., 1, 1957
5. SEX 6. COLOR OR RACE’ | 7. ”fo%ﬁ%% gia‘}rggqnésnmm , 8. DATE OF BIRTH 9. AGE1 Uayesn| ir moce | TAR | F ONDER m WES,
: . {Bpecif, : . rtl ootha| Days | H Min.
Male White , | Never married o | D8Ce274c Yr.Unk.i Lot é'é ’ ™|
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE .
fpn.durm‘mc-to! working lifs, nevanuit :uﬂr:rd) ) DUSTRY . (City and State or Forsigs G’“u” 2 CITI%EP:'?FWHAT
Miner - retured - Washington Co., Mo. > gAY
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
 Philip Wigger Kathren Miller | -
15. WAS DECEASED EVER IN U.S. ARMED FORCES? [ 16, SOCIAL SECURITY | 17. INFORMANT" 5 51GNATURE OR NAME ADDRESS
%m or unknewn) ] (11 yon, kive wat or dates of sorvice} NO.
i A None Records,State Hosp.#4 Farmlngton Mo,
-18. CAUSE OF DEATH - MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter only oneceuseper | I, DISEASE OR CONBITION ONSET AND DEATH

o or (5, (b, and (@) | DIRECTLY LEABING TO DEATH" (g Lebar pneumonia , bll&tera.L-— = =« == |24 hrs

. ANTECEDENT CAUSES
*This does not mean nj} 3 : : .
the mode of dying, such | Mdorbi¢ conditiona, if any, gicing DUE TO (b} Se lt'y and ingnition = = = - - Inknown,

a3 hear! foflure, asthenia, | rise to Mc} ebore camle (o) slaling
ete. It means the dis- the underlying cause lasl,

case, injury, or complica- DUE TO ()

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS "
Conditions contributing to the death but ot Psychesis Wlth menta}- dﬂficienc’! b

reloted Lo the disease or condition causing death.

‘\\r\\ WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

1%a. DATE OF OP_FIth | "19b. MAJOR FINDINGS OF OPERATION - . 20. AUTOPSY?
ves L) wo
21a. ACCIDENT (Bpecily) 2ib. PLACE OF INJURY te.g. inorabot | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) GTATE) =2
SUECIDE home, farm, factory, sizest, office bldg.. 1.} : .
_ HOMICIDE - -
21d. TIME (Month)  (Dap) (Year) (Hour | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
OF T : WHILEAT ] NOT WHILE
. INJURY m. | WoRK AT WORK .
22. T hereby cemf that I auended the deceased from _duly 6 1951 1t _EIJ.._J.__ 1957, that I last saw the deceased
aliveon _£€b. 1 1957 | and that death occurred atl0 205 zyn., from the causes and on the dale slated above.
23. SI or titlg), | 23, ADDRESS 23c. DATE SIGNED
- _ tate Hospital Ne.L,Farmingten, 2-1-57.
2 g‘h\.LCREMA- 24b. DATE | 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, orcounty)  _  (State)
(Bpedlfy) . . N
Feb, ., 1957! Washingten Univ, Anat.Dept. St. Louis, Missouri
DRTE/REC'D ay I_OCAL RES RAR'S SIGNAT 75. FUNERAL DIRECTOR'S SIGMATURE ADDRESS
3-3&. / /4’.5‘ 4 Cozean Funeral Heme, Farmingten, Mo.

<

(Licensed t's Statement on Reverse Side}




YT o e e e mr me wme r'ridl}"_lri 1 ~ erreag
cTEL e : STATEMENT BY LICENSED EMBALMER
JRIOAN) - ~ =~ - = aiduasad oo griliomol

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

by me, or by

working under my personal supervision.. .
4 y 2
) 6 t X ¢ ‘ - Y

Student""""'"E:'i""t'""'f'é":!"}.'iﬁa'i ............ Signed.. >, . . L. 0 L LT T N
grarire of Stadent ThouTner Washington University Anatomical Dept.

Licensed Embalmer No..............

St. Louils, Missouri
-P, O. Address .........................

o Note: The above MUST BE SIGNED BY, THE LICENSED.EMBALMER in his OWN HANDWRITING. (Fail
to comply "with the above constltutes grounds for revocation of license).-
- If embalmed by a STUDENT, he also shall s:gn in his OWN handwriting.
1 this bodytistHot: -embalmed! fact should be so istated above. 7] o g [ears o

. F B - e . .
vo L t;[”}"f.’i“.n uog s T, _{_.‘;_;1:-; D3 Ju s .




