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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be cnu'sally reloted.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

— 592003616
897

istration District No. Primary Regiitiulion Disteict Now Regillrur’ S g __.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad. If institution: Residence before
a. COUNTY a. STATE . . b. COUNTY admisglen)
Missouri. &
b. C(l)TY {If outside corporate limits, give TOWHSHIP only) lnside Limits e CITY Inside Limits
TO\%N G . Y"@ No (J TgﬁN St. LO'uiS_: Yos q Ne []
c. FgLL NAM%F?F {ti NOT in hospital, give location) | Length of stay in 1b 2-2 ; STREET {If outside, give location) Reside on Farm
HOSPITAL . . DDRESS R
iNsTiTuTioN Enroute City Hospital f 2020a Pestalozzi, Sf,Yesl] M
3. NAME OF DECEASED First Middle Las? 4. DATE Month Day Yaar
{Type or print} QF
Marion Watson DEATH January 25, 1959
5. SEX 6. COLOR OR RACE 7.MARR|ED@ NEVER MaRRIED[ ] 8. DATE OF BIRTH 9, AEE' Si':,:;:;; lz‘z'TﬁER;:':AR I:al::DER z;i:ns.
Male o | White wooweo(] 7 oworceold| Mareh 27, 1011 | 17 | |
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUS‘|NESS OR 11. BIRTHPLACE {City and stata or country} 12. CITIZEN OF WHAT COUNTRY?
during most of working life, sven if rotired) INDUSTRY
Baler Gaylord Mfgz. Qo Holcomb, Mo, o U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND CR WIFE
James Watson Lulu Viright Marie
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY MO.[ 17. INFORMANT Addrass
(Yegrno, or unk | I ive war or dotes of service) . ne .
TR A 5 5 A ot e ,99-32-7210 | Marie Watson, 2080a Pestalozzi, St,
18. CAUSE OF DEATH (Enter only one couse per line for (o), {b}, and {c).) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AMD DEATH
IMMEDIATE CAUSE (o) 4

Condlticns, if any,

—

Death occurred a?
——— F i

which gave rise to DUE TO (b "
bov {al,
Shaing ha-undar 420/
g lylng cowse last. DUE TO (cl
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condition given In PART | {0} 19. WAS AUTOPSY
by PERFORMER? =4
ot YES[] NO ~~
21| 200. ACCIDENT  SUICIDE  HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART Il of item 18.) i
w
; O (] O
O 20c. TIMEQF .Howr Month, Day, Year
o INJURY  am.
£ p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE O form, factory, strest, office bidg., etc.)
WORK O AT WORK
21. | attended the deceosed from ll - 2 [ \‘-7 , f0 ["' 4 5- ﬂ and last 'suivmlivn on 1 - ! 4-* S- q
Fal r\ 2./ é /"4 1 on the date stoted acbove; and to the best of my knowledge, from the causes Sated.

1
220, SIGNATURE O»&—b

{Degree or title

pmp °

H!LBAZD;ZS S . :

22¢. DATE SIGNED

I~26-59

230. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, 1a nty) (sr_m)
REMOV AL (Spacl fy} )
vsl 1-28-99 New St, lMarcus St. Lowis County.a'loa.

24. FUNERAL DIRECTOR

Albert H., Hoppe L4700 washington, Biwd,

ADDRESS

JAN 2659

25. DATE RECD. BY LOCAL REG.

&4 REQISTRAR'S

A A,

{Licetnsed Embalmer's Stotement on Reverse Side)

o

/ I -




05616 2 yvy o

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
, Student Embalmer No. ............cevevs

by me, or by

working under my personal supervision.

CStudent e e e L : 4.
Signature of Student Embalmer

Litensed Embayo..’sé ...............

P. 0. Address s dc?

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constjtutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwtriting.

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




