Health,
. Welfare gs STANDARD CERT ICATE OE DEA‘H STATE FILE NUMBER
Public 1003 ﬁj_
Service HLED 0 CT 1 0 Registration District No. __-_____________3 1_ #Primary Registration District No._sb 3l {2 ... Registrar's No-..gfa'. - f
. Z
C‘. 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence befdre
. 300 0. COUNTY a. STATq 1 ' ino i 5 b, COUNTY PZO r ilgﬂ““w
1-57 b. CgRY (I outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY % 12 ¢ Inside Limits
Tom ST, LOUTS, MISSOURI YK o] tom East Peoria g| Y teCl
c. |I;lc.;LL NAM%OFﬁF NOT in hospital, give location) | Length of stay in 1b d. STR%E'ES {1f outside, give location) il Reside on Farm
SPITAL OR ADDRE
__ﬂ,#msrrrunou AKNES HOSFITA 22 118 Edmund St Yos [] Mo [R
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
, {Type or print) OF
| OLLIE BERNICE TAYLOR DEATH
5. SEX & COLOR OR RACE Mmmsh vER M‘RNEDD 8. DATE OF BIRTH 9. A'GE (ll,. ,:,,, LUN:ER;YEAR I:‘UNDER 2:MHRS.
o ur .
) Femal Whii’e WIDOVIEDD pivorcep[ ] March 24.1914 °"45¥' 4 M.I e iy l
10e. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) . 12. CITIZEN OF WHAT COUNTRY?
P‘rm most of wT 'Fg life, wvwn if retired) INDUSTRY AU rora Mo (4 U SA
13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Fred Watkins Unknown Chriss Tavlor
w
2 [ 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY No.| 17. INFORMANT Address |
= Yes, no, . ol al vical .
gl o P 0 yes, alve waror detes ol sarvicsd | Uk nown Chriss Taylor East Peoris 1|
T T e SR B o O o) PR
w ART A A
w IMMEDIATE CAUSE (o} VENTRICULAR FIBRILLATION %
&
S
i Conditions, I sny. DU TO {6) RIGHT UPPER LOBECTOMY 2 DAYS
lch gave rise to B - )
t nbn:a ueel.lu {al, }
= ating the under
8 g r;ll:g “:auln”lul!. DUE TO (c) Hmum TUBERC‘.’LOSIS 0 f. _}_'!E':_A_R_____
[N = PART tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termitel dissase condition given In PART | (o) 19. WAS AUTOPSY
o 3 PERFORMED?
x i YES[] NOR. 2/
>z¢ 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.} :
= w
» gv O [ O
1 B
2 0S| 20c. TIMEOF .Hour Month, Day, Year
d & INJURY a.m.
: "% p.m.
z
[+
w
v
=1

‘

All dissases in Past | must be causally related.

THE DIVISION OF HEALTH OF MISSOURI

98-034750 ..

20d. INJURY OCCURRED
WHILE AT ] NOT WHILE O
WORK AT WORK

20e. PLACE OF INJURY (e.g., in or abouthome,

farm, factory, street, office bidg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

2.1 cm‘ndod the deceased from SEH/ 22 1958

Doath occurred ot - 3

, 0 SEPT. 293 lggmdla:-l'hwt;‘qliuon ﬂﬂ, 29, lgﬁ

m on the date stated cbave; and to the bust of my knowledge, from the couses stated.

P} 22b. ADDRESS

5’| BARNES HOSPITAL

22¢. QATE SIGNED

9/29/58

230. BURIAL, CREMATION,

23b. DATE

RERSY th i ©-30-58

23c. RAME OF CEMETERY OR CREMATORY
Local

23d. LOCATION tCIty. town, or )
East i

{State)
20 ria

24. FUNERAL DIRECTOR

bert H

.Hoppe 4700 Washington

25 DATE RECD. BY LOCAL REG.

011

{Liconsed Embalmar's Statement an Reversa Side)



EL LUT0T .
LRI i !f?‘_:& 51_
eda TTIERE A0 BRI | 3% Shhe
i !
o4t f
SOITET TR T L AT
FY.’.Q . AN A o S a2, S A e Wi
STATEMENT BY LICENSED EMBALMER

T TUNST M Y LT
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by .ot Henverrereseretreaseraaenerrintartitasnusrasareattnstrnernatres .» Student Embalmer No. ...................

working under my personal supervision.

Student .o e Signed ... .} Lo A A T T
Signature of Student Embalmer i
L N R ot Wl SR S = .:-. {
v _ = Lxcensed Embalmefi N J .jg>

. - ’ P 0. Address
L , 3 '. RS _,..,h ,.‘ '."é"",m_r ~ . . b
" Note: The above MUST BE SIGNED BY THE L[CENSED EMBALMER in his OWN HANDWR]TING (Failure
to comply with the above constitutes grounds for revocation of 11cense) ‘ '

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. .




