I, THE DIVISION OF HEALTH OF MISSOUR| 58_020207

elfare S‘I'ANDARD CER'""(ATE OF DEATH STATE FILE NUMBER
Hl:
HLED JU N 1 l ]ggaiegnatrnilon Distriet No i 3.1.8F‘r|mnry Regls'runon D|s|r|c| No. _ 003 et Regu,mr s No. No... 5381
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resdldm“ b)efore
. COUNTY . STATE : b. COUNTY admission).
o ° Misgouri, yd
37 b. CITY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
or Yos [ §rNo [ OR Ye Ne []
Town_ Ste Louis, Lk TOWN St. Louis, K]
c. FULL NAM%OF {I£ NOT in hospital, give location} | Length of stay in 1b ﬁTREET (if autside, give location) Reside on Farm
HOSPITAL OR ] DDRESS
// B&titovion Desloge Hospital () '] ) 2643 Geyer, Ave. Yes (] No[X
Ll —
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
{Fype or print) OF
Cﬂﬂ‘— W, ] EAGVE DEATH ) M 58
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (I rs [ F UNDER 1 VEAR[ IF UNDER 24 HRS.
m U MARR’EDmNEVER MARR'EDD last BI’:&;:,-; Menths | Days Howrs Min,
mooweo(] | ovosceoTfppq] 15, 1919 39
10a. USUAL OCCUPATION {Giva kind of work done | 10b. KIND OF BUSH’IESS OR 11. BIRTHFLAC% {City nnd state or :ounfry) O 12. CITIZEN OF WHAT COUNTRY?
ring most of working life, wven if ratirad) INDUSTRY
Laborer Construction Shannon County, Mo, UsS.h,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME QF H‘UéBAND OR WIFE
Harrison Teague Mary Nichols Armenda Teague
15. WAS DECEASED EVER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO.j 17. INFORMANT Address
[Yagyno, or unkngun| {If yes, giveapar or dares of service)
Pyl M i & 4 192-16-6818 | Armenda Teague, 26l Geyer
18. CAUSE OF DEATH {Enter only one cavse per lins for {a), (b}, and {c}.) INTERVAL BETWEEN

: 53 AND DEATH
IMMEDIATE CAUSE (a} VHR‘CELLH anUWOﬂla . g‘ &C}A
above couse {o),
PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal diseass condition given in PART | {a} 19, WAS AUTOPSY
O O O

Conditiens, if any, DUE TO (b}
stoting the wnder- }
VARICELLA FENCEPHALITIS ves 13 ol 4,
Ae. ;nME OF Hour Month, Day, Yeor

PART I. DEATH WaS CAUSED BY:
which gave rise 18
lylng cause lost, #  DUE TO (c) 05 7~
200, ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
NJURY  a.m,

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases «n Fort 1 must be causally related.

p.m.
20d. iINJURY OCCURRED 200. PLACE OF INJURY {e.g., inorabouthome,| 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bidg., etc.) .
WORK AT WORK
- - . . - - T
21. | attended the deceased from - I , o 5' l—’ .\') 8 ond lost saw ::‘ alive on 5 l 7 S?
Death occurred ot 0 . m on the d.cne stated above; and to the best of my knowledge, from the causes stated.
[GNATURE {Degres or title) 0 22b. ADDRESS %. 22c. DATE SIGNED
B. Uaers"m.D. 01335 5 thoud Q. 5-17- ¢
230. JURJAL, cREBATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY . LOCATION {City, town, or county) (Stote)
OV AL {Specily)
Mi 5-18-c8 Local nnon Count.v. Mo.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 2‘. N B A
Albert H. Hoppe 4700 Washington, Blvd, - A .
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STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY oo iviiiiiiiirririoriieiieerr e cieirereescrnrersassrrrsrnesasstsraenraratassaseranrren «» Student Embalmer No. ............c.....

working under my personal supervision.

Student .o e s as Signed
Signature of Student Embalmer

P
&
Licensed Embalmer No, /7/

P.O. Address,,é% 2 Ee .

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 2-STUDENT, he also shall.sign in his OWN handwriting, - ~ - S S TR
If this body is not embalmed, fact should be so stated above.
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