THE DIVISION OF HEALTH OF MISSOURI

o8-045514

Health, -
& Walfore STANDARD CERTIFI(AT! OF DEATH STATE FILE Nia‘rsga
Public
' Service l Fﬂ ]AN 6 TQ%is!rmicr! District No. ....._......._......_._.._.3_]:.8_Primury Registration Dillri:_fit- lo,()3 ................. " Regi5frt:r's_._....':.“._-,..._..............-..;.
e- 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I institution: Residence befor
5. 300 0. COUNTY o. STATE g sourd b COUNTY gy 1 udmis-m)
. 1-57 b. CITY {lf outside corporate limits, givea TOWNSHIP only}) Inside Limits c. ng 44 c Ingide Uﬂniu
TgﬁN St.Louis Yes (30 Mo [] TOWN Lemy ° YesX No[]
[ FgL;. NAE%OF {IF NOT in hespital, give location) | Length of stay in 1b d. STD%EEE.'ES (If wutside, give location) Reside on Form
HOSPITAL OR A ,
/5 HOSPTAL OR Tutheran Hospital | 1 day 27 822 Zelss ave, Yes [] Mo K]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) oF
Arthur B. Cockrum cEATH November: 30 1958
5. SEX 6. COLOR OR RACE| 7. g‘ 8. DATE OF BIRTH 9, AGE (tn yeors JF UNDER 1 YEAR| IF UNDER 24 HRS.
¢ MARRIECK I NEVER MARRIED[ ] birthday} f Months | Da Four Wi
I Mﬂle White WIDOWED [] prvorceo[] Sep‘bember 5’1881 W irthday} ths I ' s I

100. USUAL DCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR

STRY

11- BIRTHPLACE (City and state or country)

12. CITIZEN OF WHAT COQUNTRY?

st useo only standord nomenclature in item 8. No symptoms will be listed.

All diseases in Port | must be causolly related.

Dector, coroner, stc.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

during most,of workingLife, exen if ratired) 1ND
Woodhorker= Retired Amerlecan Car Co. Ina,linois ! US A
130. FATHER"S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Stephen Cockrum nknowm Louise L, Cocloum
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yus, no,Ndnlmqwn) {l{ yeas, give wor ar dotes of service) 49&01-0821 MI‘S .Louise L.0001 “ &2 Zei.ss ave .Iemy.mo .

IMMEDIATE CAUSE {a)

18. CAUSE OF DEATH (Enter only one cause per jine for (a), (b
PART |, DEATH WAS CAUSED BY:

EN

INTERVAL BET
ONSET

which gove rise 1o
above couse (a},
atating the under-

Conditions, if any, } DUE TO (b} -

g Iying couse last, DUE TO (c)
- PART H, OTHER S$IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal diseose candition given in PART | {a} 19 \;Eg’%}gOPS;
-«
c YES m/#gt[’j
| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART !l of i_l_gﬂg 18.}
w .
6 o O O
G| 20c. TIMEOF Hour Month, Day, Yeor
o INJURY  oum. -
k3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor chouthome,] 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factary, street, office bldg., etc.)
WORK AT WORK
LY
2. | attended the deceased fom” > / § — & (o to_#/~ 3 &F  ondlastsaw P2 alive on 7 0. 58

Death occurra

707 _Brstie

m}n the d.un stated above; % to the best of my knowledge, from the couses stated.

220, sum%b /f ff'
L J
“

B 4 A

22¢. DATE SIGNED

/R.2.5¢

23a. BURIAL, CREMATION, | I3b. DATE

e

egro
N Lz
Decgmber 3,1948

3c. NAME OF CEMETERY QR CREMATQRY

[ 4

St,.Trinity Cemetery

Vv Segeeisss Doas X

23d. LACATION (Citef 10

2000 Lemay Ferry Rd.Lefiay,Yo.
y.)

7212 S . Brradway

O WA UESTEr Mortuarieores

25. DATE RECD. BY LOCAL REG.

nec 2 58 |

{Li od Embalmets § on Reverve Side)

GISTRAR'S SIGNATURE




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
bY ME, OF DY oririicririire i crereccerrecee e e et es e e rer s e e v e e s s s s e e e renras .» Student Embalmer No. ...................

working under my personal supervision.

Student .coovreriii e e
Signature of Student Embalmer

" P.O. Addressz.(/ygj

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. .

&= - . - - - »



