elfare
li

All diseases in Part | must be causally reloted.

-

th,

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

AiEb FEB 3 1958 -

10

Pr

Registration Distriet No.

imary Ragistrotion District No-,_,..,h3~ou5,8“ _______

STATE FILE NUMBER

Re!istrnr'li_m.__a__?.,..,w__

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

I ingtitution: Resldencc beforu

a. COUNTY Saint Charles - STATE I-xissouri b. COUNTY St. hal‘iwn
b. CgRY {/f ourside corporate limirs, give TOWNSHIP only) Inside Limits <. chY Inside Limits
TOWN Saint Charles Yesf] N [J 10W Rural-Dardenne twspl To0) Nl

DEATH WAS CAUSED BY
IMMEDIATE CAUSE (o)

PART I.

18 CAUSE OF DEATH (Enter only one cause par {ine for (a}, (b}, and {c).)

. Mamm/

(@ca:é?<70’/

K
e. FULL NAME OF [If NOT in hespital, give location) | Length of stay in 1b d. STREET (If owrside, give location) ’g%lde on Furm
HOSPITAL OR ADDRESS Y N
| INSTITUTION 1 anpnh ‘a HBoan DOA: R.B. # 1 es [59 Ne[J
3. NTAME OF DE)CEASED Flrst Middle Last 4. DATE Month Doy Yedr
{Type or print o]
Jesse Mack Fry DEATH  Jan. 28, 1958
5. SEX U1 6. COLOR OR RACE] 7. Mmfmsn[ﬁuevsa marRIED(] 8. DATE OF BIRTH 9. AGE {In years | F UNDER i YEAR| IF UNDER 24 HRS.
N 1 ‘-'h i t | lost birthday) | Months | Days Haurs Min.
fale i e wioowen[] oIvoRCED] Apritl 14= 1914 g I3 l)
10a. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE {City and stote or country} a 12. CITIZEN OF WHAT COUNTRY?
duwring mosr of working life, sven if retired) INDUSTRY
truck driver hauling Si1lex, Missouri U.S.A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_U’SBAND OR WIFE
Jesse L. Fry Allce Jennett Viola F. Bags
1S, WAS DECEASED EVER IN U. 5. ARMED FORCES? )6, SOCEAL SECURITY NO.| 17, INFORMANT Address
(Yeg, no, or unknown) (If yes, give wor or dotes of service) :
¥ fbn—/?—ma Yra, Vipnie F‘vnr SOaint Chaplag Co

INTERVAL BETWEEN

NSEI?ND DEATH

((Zz

Lo \Ta&/wf'&(/ floasy

Conditiens, il any, DUE TO (b)
which gave riss to
above couse (o),
stating the undere
lying cause last. DUE TO (c)

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART | {q)

19. WAS AUTOP

SY
PERFORMED?
YES[] NO

z
=]
E
S
& 4300
| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART il of item 18.)
6 O O O
S 20c. TIMEOF Hour Month, Doy, Year
2 INJURY  a.m.
H p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE | farm, lactory, street, office bldg., etc.)
WORK AT WORK -~ ) )
21. | attended the dacecsed from - , o fl, gd—r'\ 5-6’ and last saw i Slive on c::z/ \%y\ Ky év)
Death oceureed-ot ¢ 3 /i / . = on the :4!. stated above; and to the best of my knowledge, from thg&auses stated.
27a. }@rﬁune I (Depge or title) s o] 22 ADDRESS 0 7% // 7 e pne sb?ﬁEo
O TUNSTS P . Mo Tost
230. BURIAL, CREMATION, | 23b. bATE 23c. NAME OF CEMETERY QR CREMATORY Zi3d, LOCATION {City, town, or county) (Shrn)'
§EMUV L(inify) f, ,
'¢b.1,1958 | 0ak Grove Cemetery Saint Charlss, ¥o.,

24. FUNERAL DIRECTOR ADDRESS

Y.C.Dallmeyer & Sons,St.Charles

25

DATE RGCD. BY LOCAL REG.
Moé 2. ZZ’ ;Lr-

EGISTRAR'S SIGNATURE

{Licansed Embolmer’s Stotement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

DY M@, OF BY toiveiiiiieieiiiiiiiieeeeeeeiien et nsesesestnsrssanssastsessensnsssnrnssnsrssennnsrren «» Student Embalmer

working under my personal supervision.

R 1 =1 | USRS 3igned s v Aot A

Signature of Student Embalmer
Licensed Embalmer Np..7./.... .
P. O, AddreWu ...................

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

+




