Health,
L Welfare
Public

Servica

. 300
1-57

bactor, caroner, oiC. mus! use only standord noMenciature In ITem 4. No symproms will be l1sTed.

All diswases in Part | must be cousally related.

2
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f

LED FEB 28 1958

_R:gistrution District No. _____

THE DIVISIOK OF HEALTH OF MISSOURI

STANDARD (ERTIFICAT! OF DEATH

8Pr|mury Registration District No. lms______.___ R.gunor s No12_7_6 ______

58007078

STATE FILE NUMBER

. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institution: Residence before

COUNTY a. STATE b. COUNTY ission)
Misgouri.
CIDTRY (If outside corporate limits, give TOWNSHIP only) Inside Limirs . c(lJTRY Inside Limits
o Ste Louis, Mo. Yos §) No (] o St. Louis. YeslE] Ne(J
< FgLL NAM%OF {If MOT in hospital, give location) | Length of stay in 1b RDEEES [If outside, give location) Reside on Farm
HOSPITAL OR .
3¢ OISR Bnroute City Hospital DOA B 2020 Farrar Yor ] No[X
3. NAME OF DECEASED First Middie Last 4. DATE Monith Day Year
{Type or print} .
Maudie Ethel Chasteen DEATH  Feb, 2, 1958
5. SEX 6. COLOR OR RACE| 7. MARBIED[ JNEVER marrio[ ] B. DATE OF BIRTH 9. AGE (In years FUNDER;YEAR I:;UNDER z;mzs.
. ! J 22 18 5 lagt birthday) [ Manths l ays urs l in.
Female White X1  owvorceo[J| Jan. 22, 189
10a. USUAL DCCUPATIOR (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or coumntry) I 12- CITIZEN OF WHAT COUNTRY?
ing most o ing life, aven if ratired) INDUSTRY
ousew AT Home Independence County, Ark.] U.S.A.
13a. FATHER'S NAME 13h. MOTHER®S MAIDEN NAME . NAME OF HUSBAND OR WIFE
James F. Wood Emma Sharp Everett Chasteen
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
Yap, no, or unki ) lve w d of aervic, |
{ rl: or mm)'( (erg;.vo ar or dates o) 495-1}4_3665 Delma Hurt’ h217 R'IJ.SS ell, Ave .
18. CAUSE OF DEATH (Entor only one cause per lineg (a}, (B}, and {c).} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: O:(‘,c z - , | ONSET AND DEATH
IMMEDIATE CAUSE {a) OA Ot A s ’
a M
Conditions, if eny, DUE TO (b)
which gave rise to
above cause (a), }
stating the under
% lying couse last. DUE TO (¢}
= PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not refated to the tarminag] dlseass cendition given In PART | {a) 19. WAS AUTOPSY
3 PERFORMED?
T Yes[] no (M)~
| 20a. ACCIDENT SUICIDE HQOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED: (Enter nature of injury in PART | or PART Il of item 18.}
5 a O = 20,/
2! . q [y 0 J
U] Me. TIME OF .Hour Month, Day, Yeor
& INJURY a.m.
g3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0O farm, factory, sirees, office bldg., etc.)
WORK AT WORK e
21. | ottended the deceased from and last haw t"; alive on
Death occurred at \w % m on the dote stated gbeve; and to the best of my knowledge, from the causes stated.
220. ATU (o] ¥ b. ADDRESS g Zze. PATE SIGNED
(7 W S35 00 % 2-F-57F
3a. BURI (= TION, | 23b. DATE - E OF CEMETERY OR CREMATORY 23d. LOCATION {Ciry, town, or county) (State}
REMD (Spacify) . . - .
Remova. 2-5-%8 morial Park Cemetery St. Louis County, Ma,

24. FUNERAL DIRECTOR

Albert H, Hoppe L700 Washi.ngt.cm, Blwd.

ADDRESS

15 DATE RECD. BY LOCAL REG.

2% Fsm R'S SIGHATURE

{Licensed Embglmer’s Statemant on Reverse Sida)

/\

2 RE.

-




STATEMENT BY LICENSED EMBALMER

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

DY ME, OL DY oot iiiiteeceee st ceee s eesiiesaeebbaaee e reseanseesarasn e srene e rarranan ., Student Embalmet No. ......o.cvuvireens

working under my personal supervision.

Student v e e
Signature of Student Embalmer

Licensed Embalmer Nos;_?J’
P. O. _Address..m..ﬂé?%, |

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

. - t - : s .




