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Al diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

XC 10895761 SL16693 STANDARD CERTIFICATE OF DEATH A
”,'n M A\{ 6 19589|slrullon District Mo. oo e 3'1-8”““"" Registration District No. .1.003.----_. . Registar's Nomﬁ, _____
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a. STATE T11 inoiB b. COUNTY mrl a m"-"ﬁ'
b. CgR‘( (If autside corporate limits, give TOWNSHIP only) Inside Limits <. C:JTRY O Ingide Limits
TOWN st. I.OL]iS Y-K] No E' _TOWN Salem c/ l 7-’ g YesD No @
<. FgLF!'.l NAMEOOF {1f NOT in hospital, give location} | Length of stay in 1b d. STREET (lfguuide, give location) Reside on Fgrm
HOSPITAL OR ADDRESS g
S Nstirurion VA HoPITAL O 7 days > 2 Rte., & Yes & No[]
3. :ITAME OF DE)CEASED First Middle Last 4. DATE Month Day Year
ype or print OF .
Jacob W, Shanafelt DEATH  5=20-58
5. SEX O & COI'..OR OR RACE 7'MARRIEDMN VER MARRIED[ ] 8. DATE OF BIRTH 9. AGE‘ S-".},.;“; I:iT}EiERg:EAR l:ol.::DER Q;il;i'Rs.
mle Wh.'l.te WIDOWEDD DIVORCEDD 7—27-16 ['i“ 4 4 l )
100. USUAL CCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote ar country) 12. CITIZEN OF WHAT COUNTRY?
dyring mest of working lite, even if retired) INDUSTRY +
YT Salem, I1linois § U.S.A.
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF H'USBANC! OR WIFE
Asa Shanafelt Lillie Outhouse leona V, Shanafelt
13. WAS DECEASED EVER IN U, S, ARMED FORCES? 16. SOCIAL SECURITY NO,| 17. INFORMANT Address
{Yes, nawn}f (i yes, g§ r dares of sarvice)
"Yg3™ [ WATL 328076383 VA HCSFITAL RECORDS, ST, LOUIS, MO,

8. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, and (c).)
PART 1. DEATH WAS CAUSED BY

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (a) v METASTATIC HODGKINS SARCCMA
FPRIMARY HODGKINS SARCCMA TES

TICLE

which gave rise to
above cawvse {a),
stating the undar-

Condltiens, if any, } DUE TO (b)

- - Zoli-

g lying cause lost. DUE TO ‘C)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relared 1o the termingl disease condltion given in PART | {a) 19. WAS AUTOPSY
by PERFORMED?
r ~ = - - - YEsX] NO[]
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
(%)
2 = O none =
U 20c. TIMEQF .Hour Month, Day, Year
o INJURY 4.m.
£l Py,
20d. INJURY OCCURRED - 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factory, street, office bidg., etc.} ,
WORK AT WORK
QVA attended the deceased from 5-13""58 . to 5-3)-58 ond last kaw ﬁ%hu on 5—20—58
Death occurred at 'm A : m o the date stoted above; ond to the bast of my knewlodge, from the causes stated.
22a. SIGHATUR W%IW D 22b. ADDRESS 2%c. DATE SIGNED
OHN MC NALL ‘ M.D, | VAH, ST. LOUIS, MO, 5-20-58
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Suu)

f%ﬁ“)a & >e-/ap SohE s T LA

54,45/7

FUNERAL DIR ADCRESS 25. DATE RECD. BY LOCAL REG. EGISTRAR'S SIGNATURE f ,

E/f/ﬁ/{ Ses S é’ﬁi/ﬁr NAY 20758

{Licensed Embalmer’s 5 on Side)

- s s




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 oiiiviiiiiiiiieiiiiiiiiiessesrssessrsneesrnnnrrrees teanersnssiissssassnnbanseessessnsssss , Student Embalmer No....................

working under my personal supervision.

'I-..icen_sed Embalmer No

[ 4
p.o. Address...@f.z...%ﬂ..

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.




