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la Will e llated,

All diseosas in Part | must be causally related.

USE ONLY BLACK INK-OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

- ED JAN 1 2 TQEEummun District Now _____.._. _8 Primary Registration Diswic1 No. 10_03 __________

38-045710

STATE FILE NUMBER

s . 2633

. PLACE OF DEATH 2. USUAL RESIDENCE {(Where deceased lived. If institution: Residence befdre
e. COUNFY o STATE T]1l4nois > OUNTY{114am¥Bp*e
C'TRY {If outside corporate limits, give TOWNSHIP only) Inside Limirs 5'/__2 8 CgY ::' '?' Inside Limits
. R >
TOWN st OLouiB Yes [ No [] £ TOWN Creal SPriIl.gs Yes[[] No
c. FgLL NAME OF (lf NOT in hespital, give location) | Length of stay in 1b d. STREET (I oufsiéa,hgive lacation) Reside on Farm
HOSPITAL OR ADDRESS
| 2.3 NTmution. SteJohn's Hospit.al 13 days 32 Route 1 Yes X No[]
3. NTAME OF DE;:EASED Firss Middle Last 4. DATE Month Day Yoor
{Type or print . oF
James Paul, Grant oeatH Decenber 26, 1958
5. SEX §. COLOR OR RACE 7'MARR|EDK} NEVER MARRIED[] 8. DATE OF BIRTH 9. AGE E'?..z::;; :::.T:,,ER;LEAR |:°l::oea z&:Rs.
Male o | White wooweo(] , oworceol]| Octs 18,1891 &4 l
100, USUAL OCCUPATION (Give kind of work dene | 10b. KIKD OF BUéINESS OrR 11. BIRTHPLACE (City and stote or country) 12. CITIZEN OF WHAT COUNTRY?
st ing lifs, even il retired) DUST
Fed Hotormdn reet Car Carm , 111, / UdSe

13a. FATHER'S NAME

John Grant

13b. MOTHER'S MAIDEN NAME

Lydia Slankard

Dora

14, NAME OF HUSBAND OR WIFE

15. WAS5 DECEASED EVER IN U, 5, ARMED FORCES?
(Y--,Now unll.nqwn]l (If yws, giva wat or dates of sarvice)

Unknown

16. SOCIAL SECURITY NO,

17. INFORMANT

_Edith Gay, Creal Springs,Ill.

Address

PART ). DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per lina for o), (b), and {c}.)

Cowihoat.

INTERVAL BETWEEN
ONSET AND DEATH

&

Conditions, if any,

6t*tkﬁﬁd-)¢iékdﬁﬁzct’/

which gove rise 1o
above cause (a),
stating the wnder-

} DUE TO {b)

3% 2~

W’HILE ATD NOT WHILE O

% lying cowse last. DUE TO (c)
~ PART Il. OTHER SIGNIFICANT/GANDITIONS A0 AT o the terminal diseass condition given in PART 1 {a) 19. WAS AUTOPSY”
5 . PERFORMED? X,
L : YES[] NO[el—
| 20a. ACCIDENT SUICIDE HOMICIDE Xb. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART [ or FART !l of item 18.)
(']
o {] O M
S[ 2c. TIMEOF Hour Month, Day, Year
3 INJURY  a.m. )
E p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor shouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

farm, faétory, strees, office bldg., ate.) €

21. 'attended the deceased from

N vy
pol ~ (Y~

Death occurred at

m on the

/J‘ -H ond last Suwlﬂ alive on /) -l)'-_‘)?

date stoted ubove/uﬂd to the best of my lmowledge, from the causes stated.

22a. SIGNATURE

STy,

o

22h. A .

/4

Sy

2. oATe (S

23a. BURIAL, CREMATION,

23c. NAME OF CEMETERY OR CREMATORY |

234, LOCHFION (City, 10w or county)

I'l':ch)

MOV AL (Spaify)
‘Removal 12-26-58 Drake Cemetery Williamsén Cos,T31e
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECOD. BY LOCAL REG.

Albert H.Hoppe,4700 Washington Blwd,

OEC 29°58

VW

[TH] d Embolmer's S

on Reverzs Side)




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, or by , Student Embalmer No....................

working under my personal supervision.

Student
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply wi'th? 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. _. .. .




