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Doctor, coroner, etc. must use only standard nemaencloture in item 18. No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.
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THE HYISION QF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

58-038346

STATE F"-Eﬁmfaﬁ
ol MAY 10 1Q:hglnronon District No. _-__-_--_--3 !8*“‘""““’" R-nlmcnon District imB_ ___________ Regmrnr 3 .“........‘:_h"_“......,-_
. Lialalsy T HNFE e Nl [EvA~A™d
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residencebefore
a. COUNTY o STATE MISSOURI b. COUNTY admi gsfon)
b. CITY (If outside carporate limirs, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
or Yas Ne [T 0660 ar Y _K] No [T}
oww 915 N.GRAND ST.LOUIS,MD 0 aTown  TBERTA e S
. Engg-i NAMEOOF {I[t NOT in hospital, give location) | Length of stay in 1b STREET (If outside, give lecation) Reside on Farm
SPITAL OR ADDRESS [ R ——
AR e Aia VET .ADM.HOSPITAL L DAYS |9 | Yos [ NeX]
y d— |
. MAME OF DECEASED First Middle Lusl 4. DATE Month Day Year
{Type or print) oP
BENNY A, WILSON DEATH 10/ 26/ 58
5. SEX &. COLOR OR RACE| 7. MARRIEDmNEVER marrIED[ ] 8. DATE OF BIRTH 9, A|GE. E-n.:?;; I:\:JI:}?'ER;;EAR I:ol:l':DER 2;:1!5.
. Of 1 -} n| .
MALE 0 WHITE .wioowen[]  , owvorcen[ ]| §~]13-23 [ J
108, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BusINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
ﬁqr%f of vmtﬁ ||f- -vun I ratired) INDUSTRY
I BRAYS, MISSOURI a U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF H_UéBANI? DR WIFE
LAWHENCE WILSON SARAH DUKE MARIE WILSON
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address

(Ynmsr umknqwn)](li yeos, ngIrrn of service) UNKNO.WN

VAH RECORDS 915 N.GBAND ST. IQUIS, MO,

18. CAUSE OF DEATHJEM« only one cause per line for (a), (b}, and (c).)
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE ()

CONGESTIVE HEART FAILURE

INTERVAL BETWEEN
N: ATH

. Death occurred at 7 25 PM

RHEUMATIC HEABT DISEASE 11 YEARS
Canditians, if any, DUE TO (b}
which gave rizs to
shove couse (o) } ACUTE BACTERIAL ENDOCORDITIS 4‘ .. -
g lying couse last DUE TO (¢) _Q/‘ /
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminel dissass condition given in PART | {a) 19. WAS AUTOPSY
B - - - - PERFORMED?
L YES[Y] No[]
| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART N of item 18.)
(3]
v O O nonel]
S| 2c. TIMEOF Hour Month, Day, Year
5 INJURY  aum,
'z p.m.
204. INJURY OCCURRED 200. PLACE OF INJURY {e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O form, foctory, street, o!?if:a bldg., ete.}
WO AT WORK
21. A attended the deceased from th 22‘ 58 , o and last hwmiv- on 10/26/58

m on the date stated above; and to the best of my knowledge, from the couses stated.

e i, TPl o,

22b. ADDRESS

VAH 915 N

+GRAND ST.LOUTS, MO,

22¢. DATE SIGNED

10/27/58

23a. BURIAL, CREMATION, | 235 DAQO 27 58 Ie. N E F CEMETERY OR CREMATORY
Removal " | WILLIAM S. §LY, M.D. Local

Iberia, Mo.

23d. LOCATION {City, town, or county)

{State)

24. FUNERAL DIRECTOR ADDRESS

Albert H. Hoppe L4700 Washington, Blvd,

25 DATE RECD. BY LOCAL REG.

Oe1 2 7

d Embeimer’s

i

on Reverse Ld-i

26. REGISTRAR'S SIGNATURE




S ©¥S MOV 171950

- -

STATEMENT BY LICENSED EMBALMER

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

DY MO, OF DY oiiiiiiriiirerer it rttreirereinrassrsreserarenrnseserretssssssassnsrnnsmnsssansrsrin , Student Embalmer No................ce.s

working under my personal supervision.

icénsed Embalmer 6(/0/
P. 0. Address.., Ol

**"% " 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. - vy

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




