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

STANDARD CERTIFICATE OF DEATH

.".ED JAN 2 8 1959¢gisrrution District Ne.

Primary Registration District No.

99-002894

Regi:lmgNo.

17 PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Where deceased lived. If institution: Residengé before
b. COUNTY admigiion)

o STATE  Missourl
b. CITY (I outside corporate limits, give TOWNSHIP only) Inside Limits <. CITY Inside Limits
10WN St .Jouis Yes§r] No[] TomN St,Louis Yes[x No [}
c. ESLFI;I NAME OF {If NOT in hospital, give lecation} | Length of stay in 1b 217 d, STDRDERET {lf outside, give location) Reside on Farm
TAL Al
harhdhroute City Hospital 71 yrsl|[77 A°°RS  ))i7 N Sarah St. Yos [] Mo [X
3 ?{«ME oF pEfEASED First Middle Last 4. DA'FI;E Month Day Yaar
ypa or print
Robert B. Dyckman peath January 13, 1959
5. SEX 4. COLDOR OR RACE ?'MARRIEDD NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 1 YEAR| IF UNDER 24 HRS.
s lgst birthday) | Months { Days Hours Min,
Yale | White wiowe® 7 oivorceo( 1| Septe 13, 1887 Y N 1> |

[0a. USUAL QCCUPATION (Give kind of wnrk done

“"eti el Waager | Wtsl

10b. KIND OF BUSINE3S OR

11. BIRTHPL ACE {City and state or cauntry)

StoLDUiS.MO.

12. CITIZEN OF WHAT COUNTRY?

) U,S,

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

Grace P.Dyckman

Barney H.Dyckman Unknovn
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NG.| 17. IMFORMANT
(Yu!no or unkmwn)‘{lf yos, nrr dates of servica) L"98-18-0965

Robert V,Dy ckman, 8271 Cadill

18. CAUSE JEATH (Enter only one couse per line for {d),

(b}, and {e}.}

DEATH WAS CAUSED BY:
HMMEDIATE CAUSE (a) L’W; ~f m-c /Zf,uv

Address

ST
ATH

[

aditigns,
nbnc couse {a}

stating
lying

uerogp)!_;_ﬁ/\.rf

57/

0

PART Il. GTHER SIGNIPICANT c6~9’|1’|onsﬁom§murmc TO DEATH bus net celated ta the

termingl dissase conditien given in PART | {c)

19. WAS AUTOPSY

z
o
=
% PERFORMED?
g Ay rn s e MMA—/%I—-I“ YES [[] NOE—
2| 20a. ACCIDENT SUICIDE HOMICIDE “20b. DESCRIBE HOW INJURY GCCURRED. (Enter nature of injury in PART | ar PART Il of item 18.)
w
5 o o O
5[ 20c. TIMEOF Hour  Month, Day, Year
8 INJURY a.m.
3z p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHlLE ATD NOT WHILE [j farm, factery, street, office bldg., etc.)

AT WORK
21. | ottended the deceased from _ /ny— . to M and last suwﬂ alive an ////{/{J-J
Doath oecurred ot '3 0 A AL m on the date stoted above; and to the best of my knowledge, from the causes stated.
220. SIGNATU egree or title) 22b. ADDRESS ATE SIGNED
al {$ox UMNJ:, b B, _ |1/13)cs
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or {oumy) Fisraref
OV A iy .
REMOVET” | 1-15-59 Resurrection Cemetery StaLouis Coe,Mo 4

24. FUNERAL DIRECTOR ADDRESS

Albert H.Hoppe,L700 VWashington Blvd.

25. DATE RECD, BY LOCAL REG.

3'59

{Licensed Embolmer®s Statement on Reveras Sida)




STATEMENT BY LICENSED EMBALMER

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

BY M@, OF DY coeeeeiieieeiieeriieecrresean e e ssseeesese e e sa e e s aernnssssn s s e en e e e e nn e e eeaeas .» Student Embalmer No. ...........ccr.... |

working under my personal supervision.

Student .ot e et et as
Signature of Student Embalmer

Licensed Embalmer No.. 3‘37)

1
P. 0. AddresW“. ........... .

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 hcense) .

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.




