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Doctor, coroner, etc. must use only stondard nomentclature in item 18. Mo symptoms will be listed. All
diseases in Part | must be casually reloted. Coroner connet certify to o death due to natural couses.
USE ONLY BLACK INK OR R{BBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

Registration District No. ... 3 18 Primary Registration District Nl 003

FILED MAR 27 1957

10864

STATE FILE NUMBER

e 2241

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

IF institution: Residence bafore i

a. COUNTY o. STATE ) M‘b b, COUNTY admission)
b, C(I)EY {If outside corporate limits, give TOWNSHIP only} | Inside Limits c. CéTY ' Inside Limirs
. R

Town ST, IO0UIS, MO, I Yesl Hel TOWN - 7 i5red) YesD NoO

FULL NAME OF (If NOT inhaspitel, give lochfion)

Langth of stay in 1b
HOSPITAL OR

TREET
/ qsoonsss

PP

Reside on Farm

Yastl NaO

)] Lf- nsTiTuTion BARNES HOSPITA

T
3. NAME OF

g A First Middts Lu! DATE Month Day Year
o
(Tvpe or print) WILLIAM NMN PEFPPER oeath  MAR. 1, 1957
5. SEX 6. COLOR OR RACE 7. BIRTH 9. AGE (/n yeary ] iF UNDER | YEAR [iF UNDER 24 Hrs.
/ marrizo (3 sever marmies [ // / 37& | tf bchduv) Montha | Daw | Heurs | Atin.
(7] 2 o/ wiooweo )/ ovoncen [ ’ 4

10b. KIND OF BUSINESS QR INDUSTRY

10a. USUAL uPAT:ON(Gi Hndofworldtme
% of orﬁﬁﬂl]e en if retired)

CE (City anf atate or country)

12. CITIZEN OF WHAT COUNTRY?

4. 54,

13. FATHER S NAME V'

14. MOTHER'S, MA|

NAME

16. SOCIAL SECURITY NO.

4 30-34 - H5

15. WAS DECEASED E . 5. ARMED FORCES?
(¥ee, no. or unknowon} | (Hﬁmn wur or dater of wervice)

4/ i
17. mr RT 2

18. CAUSK OF DEATH [Enter only one cause per line for (), (8). and (¢).]

PART |. DEATH WAS CAUSED BY: mmm m .

IMMEDIATE CAUSE (a)

INTERVAL BEPWEEN
ONSET AND DEATH

FEW DAYS

Contitons, ifans, ) out 10 () THROMBOPHLEBITIS, LEFT SAPHENOUS VEIN .
twhich geee ris T s .
v 3 c:un ;: . -
slating the under- .
z tying  cauze last. DUE TO (¢}
=] PART 1b, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) 13 :VAS;S:;EPD?Y
=3
3] CHS Syphilis Trigeminal Reurolgiae 3% I“% no
'é 20a. ACCIDENT SUICIDE HOMICIDE | 205. DESCRIBE HOW INJURY OCCURRED. (Enfer nefure of injury in Part I or Part 11 of item 18.)
£ O | O
3 20c. TIME OF Hour Month, Day, Year
INJURY  a. m.
E p.m,
Z | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (¢. 9., in or oboul Aome, | 20f. CITY, TOWN. OR LOCATION COUNTY STATE
* | WHILE AT {Q NoTwhie O farm, factory, atreet, office Ndc.. efe.)
WORK AT WORK

, to

« 1y 1907

he

and laat saw him alive an hd 2

2l Jattended tho deceased fro m.7 ; f -
Death cccurred at m on the d.n te stated above; and to the boat of my knowledge, from the causes stated,

el B o

22h. ADDRESS

BAKNES HOSPIT AL

22¢, DATE SIGRED

3/1/57

23a. BURIAL, CREMATION,
EMOVAL (Specify)

L23b. DATE "

.

TZinontss

7/@9'?:2(.‘WNJJ1£ OF CE!I‘IZTE%:‘CREMATORY" &‘

{State}

fLIcensad Embolmer’s Statement on Revorse Side)




P

$IYSLT

STATEMENT!BY LICENSED EMBALMER
TYAG uE7 LR L OTATS T Tl TSR RO | . . -

I hereby certify that the body whose name is;recorded on the reverse side of this certificate was e
!

T T S el » Student Embalmer No........

irki - Rl A T & T e LTI AR 4 114 V2 MY |
working under my personal supervision., B‘.“i = e . = ' :
. : L .

LU g el . B A Vol ol " - P. O. Addrezgz A/%

v g |
s

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN:HANDWRITING.. (

to comply with the above constitutes grounds fo;_-‘- revocation of license),
SR If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above

-




