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All diseases in Part | must be causclly related.
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

28-015891

STATE FILE NUMBER

FILED APR 23 1958

Registration DistrictNo. .. 3.18’rimury Registration District ND-.__1003---_-__- Regishm's No.._4138,"_

1. PLACE OF DEATH

a. COUNTY

2. USUAL RESIDENCE (Where deceased lived.
s STATE Missourl

b. COUNTY

If institution: Residence before
admi ssion)

Inside Limits

Yes [} No 7]

b. CITY (M outside corporate limits, give TOWNSHIP only)

o ST. LOUIS

. CITY

-£% St. Louis

Inside Limits

Yes0 Mo D/
i

c. FLLL NAME OF (If NOT in hospital, give location)

25 T SfOUIS CITY HOSPITAL

Length of stay in 1b

_735fDR555 2626 DeKalb

(If outside, give location)

Reasida on

Yes []

an

3. NAME OF DECEASED First Middle - 1] Last 4. DATE
{Type ar print} Harim . awk DEOAFT Aprﬂ %’ fgsa
5. 5EX 6. COLOR OR RACE| 7. @ 8. DATE OF BIRTH 9. AGE (tn years [|[F UNDER 1 YEAR| IF UNDER 24 HRS.
maRRIEDIA NEVER MARRIED[ ] y -
Male O hite winoweD[_] r oivorcen[ ] 10~ 2’-!--1893 106’3‘-"““] Henthe l Dave | Howre l i
10a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE [City ond stote or =nun|6)‘ 12. CITIZEN OF WHAT COUNTRY?
dur st of working life, even if retired} INDYST
LIBSFer Reétired Goodland, Missour U.S.A.
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME I4. NAME OF HUSBAND OR WIFE
Alfred Hawk Nancy Strickland Rosie Etta Hawk
15. WAS DECEASED EVER IN u S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Ywdo, or unkmun]l(lf yes, give war or dotes of service} 3 53 09 6 56 7 ROS i e E . Hawk y 2626 DeKa lb
18. CAUSE OF DEATH (Enter only one cause per line for (@}, (b}, and (c). ) INTERVAL BETWEEN

PART 1. DEATH WAS CAUSED B

Y:
(MMEDIATE CAUSE (o) _LY

-

0-

ONSET AND

ATH

Conditiens, if any, DUE TO (b) ”, [ g .
which gove rise to
obove couse {a), }
stating the under-
g tying couse last. DUE TO (c)
= PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal disease candition givan in PART | (a) 1%. WAS AUTOPSY
] PERFORM l
o T, YES[] N
21 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
wi
o g O a
§ 2c. TIME OF How  Month, Doy, Yeor
I INJURY a.m. .
= p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factory, streel, office bldg,, etc.)
WORK AT WORK
21. | attended the deceased Eom l_l.- 9.;8 , to }.I,'*I 2"58 and last suw{: alive on h-I 2-58
Death occugred at ¢ I | 120 'AM' ths date stated above; and to the best of my knowledge, from the couses stated,
22 NA E (Qegrge or tifle) 22b. ADDRESS 22c. DATE SIGNED
( M. % | 1515 LAFAYEITE AVE. L/15/58
RIAL, CREMATION, | 23b. DATEv 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Srate}
MOV'AL u 2]
rﬁ 4-15-19 Goodland Cemetery Gpodland, Missogri

24. FUNERAL DIRECTOR %DRESS

McLAUGHLIN'S, 2301 Lafayette Ave

25. DATE RECD, BY l'.gf.'»\!. REG.

r 8
Li 4 Embal Y

i ZEGISTHAR $ SIGN-?/J ﬁ f

on Reverse Side)

VY L)



<2 R —nl b AN . e TR T
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
’ by Me, OF BY eoriiniiiniii i e e s s rr v e ea e ae e e vevereresiies ., Student Embalmer No. ............c..coe.

working under my personal supervision.

Student v i
Signature of Student Embalmer

-
- LTI T

“S%-~. 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.
. + o .

-

-




