T be causally related.

os in Fart | mus

All diseas.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

HLEN MAY 12 1958

Ragistration District No.

THE DIVISION OF HEALTH OF MISSOURI

3.7

STANDARD CERTIFICATE OF DEATH

58-0166'73

STATE FILE NUMBER

Primary Registration Disrrii:l NO-.._..--E%?{./_-_-__.. chilh'ur:s No._____/,z.gé___

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decoosed lived. If institution: Residence before

. COUNT . STAT b. COUNT
= WY QT kowiS “ AN 0 - CUYS']C". Lo8S .
b. CITY {lf outside corporate limits, give TOWNSHIP only) Inside Limits ¢. CITY uN e R a M TE b 4{’0 Inside Limips”
R M Ynsg Ne (] OR P v Yes[ ] N{“g
Towl G LAY TS TOWN ,
<. [':ingl’-l NA[}:\EOOF {lf NOT in hospital, give location} | Length of stay in 1b d. STREET {If cutside, give location) Reside on Farm
SPITAL OR ADDRE
iNsTITUTIONS T~ L. Co. HoS P 5 DAYS V257 WATSeN RD Yes (1 No 4
3. :‘TAME OF DE;:EASED Firse Middle Last 4, DATE Month Cay Year
yPpe or print \ QP
HELEN DOBYNS: pearn  MAY 3, 1958
5. SEX \ 6. COLOR OR RACE 7.MARR|EDDNEVER marrieo] 8. DATE OF BIRTH 9. AGE (I yeors JFUNDER | YEAR| IF UNDER 24 HRS.
: lasy birthday) | Menths | Days Hours Min.
FEMALE WHITE winoweofy] J—oivorcen ] ,4&4,9_, 3o, 190 7 44' y) | Mant 4 [

10, USUAL OCCUPATION (Give kind of wark dene

10b. KIND OF BUSINESS OR

11. BINTHPLACE (City and state or country}

d

12. CITIZEN OF WHAT COUNTRY?

5“0“3"—‘;:2' Eerhia;: ;l—h,E-u}\snKlf retired} lND:;ﬂRV . S 7_: L 0wy s m o l/{ g A
13e. FATHER'S NAME ” A TS uﬁasn-s MAIDEN MAME 14. NAME OF HUSBAND OR WIFE
CHARLES E. HART & #oRN | NELLIE (COFF J63EPH E. BoBYNS
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? %‘/s&ﬂn&lcﬁnﬁ?ﬁ? 17. INFORMANT Address

(Yes, ;\of_kamm)l {If yas, give war or dotes of sarvice)

NOWNE

/A TACGUE PIENKE

G415 ProgEAV

MEDICAL CERTIFICATION

PART |. DEATH WAS CAUSED BY:

IMMEDHATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and (c).

..

ONSET AND DEATH

Conditions, if any, DUE TC (b)

g

INTERVAL BETWEEN

which gave rls« 10
above cauas {d),
stating the undar-
lying couse last.

DUE TO (c}

‘/Joz

PART N, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the terminal diseass condition given.in PART | (a)

. 19. WAS AUTOPSY
PERFORMED?

YES[ ] MO []

)

20a. ACCIDENT SUICIDE HOMICIDE
O a O

20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.)

c. TIME OF Hour Manth, Day, Year
INJURY  om,

p.m.

20d. INJURY OCCURRED
WHILE ATD NOT WHILE 0O
WORK AT WORK

20e. PLACE OF INJURY {e.g., inor sbout home,
farm, factory, street, office bldg., etc.)}

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

21. | artended the-deceased from

L-27 -58

, o

5-3-58

Death cccurred at

and last 'uwﬁ

er -
= alive on
im

5-3-1958

3 220181 on the date stated ahave; and 10 the best of my knawledge, from the couses stoted.

22a. UR oe opitle 2. ADPRESS 22c. QATE SIGNED
%W ¢~2~{ |60L S. Brentwood,Clayton, Mo. | 5-5 - 5§
23e. BURIAL, cnemrflou, 236, DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} {State)
VAL (Specify *
maraL| MAY b, 1958 CALYARY ST. Lowis MO

24. FUNERAL DIRECTOR

Carvin F FEuTZ

ADDRESS

UE2E Naru RALBRiDZ

25. DATE RECD. BY LOCAL REG.

e 4 -5-54"

"Rl 7 (0 e 1. O

{Licensed Embaltner's Statement 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 embalme

by' me, 0T BY vveeieciiiiciriiieicnineanas e tettiaeeeeerencnarneennn reraneerrinratiasrarensnneananes .» Student Embalmer No. ...................

working under my personal supervision.

SEUAENE «erceiiirinniiiireiarnrietrereisenrereesnrresessres Signed %@W
Signature of Student Embalmer ﬂfré ,

- - . ‘ a ‘Licensed Embal .
P. O, AddreseT~ 7,77

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).

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




