99-003663

valth THE DIVISION OF HEALTH OF MISSOURI
ealth,
Welfare STANDARD CERTIFICATE OF DEATH STATE FIL
e 59
wblic .
ervice E"_ED FEB 1 0 1g§&gisrrution_ District No. Primary Registration District Nowvviiiriiemeec o ReGistror¥udlo, B Q__z % .....
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rns‘i‘dgn ‘ bffnre
300 a. COUNTY o. STATE Mo b. COUNTY o sion,
.
|—57 b chv (if outside corporate limits, give TOWNSHIP only) | Inside Limits < chY Inside Limits
& TOWN St.Louis Yes (O Mo 2 {1425 Town St.Louis Yes(X) Ne[]
y c. FULL NAME OF {If NOT in haspital, give location) | Length of stay in 1b B STREET (I outside, give location) Reside on Farm
HOSPITAL OR ADDRESS|
wsTiuTion  Desloge Hospital | 10=days 11910 West Pine Blvd, Yes ] No [
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year
{Type or print) QOF
MARIE Tracy WYGANT DEATH January &, 1959
5. SEX 6. COLCR OR RACE|} 7. 8. DATE OF BIRTH 9. AGE (1 FUKDER 1YEAR| If UNDER 24 HRS.
. MARRIEDD NEVER MARRIEDD 1 Li’:r:;:;; Manths | Days Hours Min,
Fo ( W wooweoX] .7 ovorceo[]| Sept.B8,1878 80
10a. USUAL QCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS CR 11. BIRTHPLACE (City ond state ar country} 12. CITIZEN OF WHAT COUNTRY?
INDUSTRY

HEUGEEpd s ife ovon it roticed)

St.Louis,Missouri

U.S »

130. FATHER'S NAME

William Tracy

13b. MOTHER'S MAIDEN NAME

Unk. Sloan

14. NAME OF HUSBAND OR WIiFE

Col.Henry S.Wygant

15. WAS OECEASED EVER IN U, S, ARMED FORC

('!’osti\b or unknqwﬂ)l(ll yai, give war or dotes of service)

ES? 16. SOCIAL SECURITY ND.| 17. INFORMANT

none

Address

Mr.E.P,?Curran,;905 Lindell Blvd.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

All diseases in Part | must be causally related.

PART I
IMMEDIATE CAUSE (o)

18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and {c}.)
CEATH WaS CAUSED BY:

‘Myocardial infarction

INTERVAL BETWEEN
ONSET AND DEATH

days

Condivions, it any, . DUE TO (v} _Arteriosclerotic heart disease
which gove riss to }
cbove cavse (a), 4

ing th der- -
s = e § o 1o 4 >0-0

PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminel disease condition given in PART | {a}

19. WAS AUTOPSY
PERFORMED? 7.
YES[] NO B

200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART I or PART Il of item 18.)
| 0 0 o
' 20¢c. TIME OF Hour Month, Day, Year N
INJURY  aum.
p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, straet, office bldg., etc.)
WORK AT WORK

1. | attended the decensed from _,Ian._]_ﬁ_,_lﬂjﬂ_ . 1o

Death occurred ot

d fost saw ": alive on

m on the d_utn stated ohove; ond to the best of my knowledge, from the couses stated.

22a. smnﬂyns)/ "}'.’" (Dagree or title) ¢ | 22b. ADDRESS 1325 ooutith Lrana Blvdja. pate sicneo
&7, 2 w0 N /. 2(G.0.Broun|Jr.,M.D.) St. Louis 4, Mo. 1/28/59
23a. BURIAL, CREMATION, | 23b. DATE ’ 23:. NAME OF CEMETERY OR CREMATORY 23d, LOCATION {City, town, or county) {Srare)
HemovEr™ NJan.3d,1959 | Arlington Cemetery Arlington,Virginia
RAL DIR ADDRESS 25. DATE RECD. BY LOC. EG. 2% R RAR'S] SIGH RE
,Ue-tw.d@ho Lindell Blvd. ) ﬁ"ﬂ,j M D

</

LI od Eabal e %

on Reverss Side)

—'-'?-,~,

N




STATEMENT BY LICENSED EMBALMER

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

DY M, OF By coiiiiiiii it r e e s rrnn e e sesrstrsbtan et snenrrsnransassnranabssss ., Student Embalmer No. .c.covvvvnennnne. |

working under my personal supervision. ; |
A”/ L . |
2
StUdent i s aren Signed ... J<Zc..... <

Signature of Student Embalmer ~

- . Licensed Embalmer No%
P.O. Addressj.gj.l/.

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.




