i S S

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR)

STANDARD CERTIFICATE OF DEATH

927007084
e 1365

gistration District Nou oo wememes e Primary Registration District Ne oy
UED £ER 0 4 40CH : —
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where doceased lived. [f ingtitution: R"édenco jniore
o COUNIY a. STATE b. COUNTY adm: s s1gn}
Missourl i
. C(I)TRY (It cutside corporate limits, give TOWNSHIP only) Inside Limits [ CloTY Inside Limits
R
Y N
os hel No [ Towm 8t T.onds Yeud] Mo [
. FgL}‘. NAMEO’?F {If NOT in hospiral, give lecation) § Lengrh of stay in 1b d. STREET {M outside, give location) Reside on Farm
HOSPITAL ADDRESS
, HOSPITAL OF 4349 Wilcox Ave | Yol n[X
3. NAME OF DECEASED Firsy Middle Loss 4. DATE Month Day Yeor
{Type or print} OF
WALTER J. EVESON DEATH ~ 2w8+19359
4. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE @ F UNDER iYEARI IF_ UNDER 24 HRS.
smarRIED] ] NEVER MARRIED{R o e Fiocaha T By T Fours o
. !m 14 wipowep[] DIVORCED 8"'-""1 880 "76 | J
100, USUAL OCCUPATION (Give kind of work done | 10b. KEND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12, CITIZEN OF WHAT COUNTRY?
l of gk in ', svan INDUSTRY
HeEY Chaif faur St.Louls ¢ U.SeAs |
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Arthur J,Eveson Annie Johy 1
15, WAS DECEASED EVER IN L. 5. ARMED FORCES? t6. SOCEAL SECURITY NO. Address
(Yes, or unknawn)]{If yas, give wor or dates of service)
L 490228189

18. CAUSE OF DEATH (Enter only one couse per ||ne for (@}, {b), ond {c).)
PART |. DEATH WAS CAUSED BY;

IMMEDIATE CAUSE (a)

Conditions, i any, . DUE TO (b)

INTERVAL BETWEEN

ONSET AND DEA E

above couss {a),
stating the under-
lying couss last,

which gove rlae 1o }

DUE TO {c)

/55,0

PART It. OTHER SIGKIFICANT CONDITIONS CONTRIBUTING TO DEATH byt met ralated to the terminal dissass condition given in PART I (o)

19. WAS AUTOPSY
PERFORMED?

YES[ | NO Bé

200. ACCIDENT SUICIDE _HOMICIDE
O O ]

20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)

20c. TIME OF Hour Month, Doy, Year
INJURY a.m,

p.m.

MEDICAL CERTIFICATION

204. INJURY OCCURRED
WHILE ATD NOT WHILE
WORK AT WORK

20e. PLACE OF INJURY {e.g., inor about home,
farm, .ctory, street, office bldg., etc.)

a

20f. CiTY, TOWN, OR LOCATION

COUNTY STATE

21. | attended the daceased from

Death occurred ot

. ho
m on lze dote stated zva,

and last saw hlm alive on
and to the best of my kﬂowhdq-, from !he couses sthied.

230, BURIAL, CREMATION,
REMOV AL {Specify)

ADDRESS

6409 Graveols

(Licensed Embolmer's

22a. SIGHATURE % 22b. ADDRESS T2c. DALE
. @’a—gﬂ_ AVAVES "oy S- Arngsh
23b. DATE . NAME OF CEMETERY OR CREMATORY/ 23d, LOCAﬂaN{cny. , oF county t5fo
=t1= ) (Naw St May tamy 7901

25. DATE RECD. BY LOCAE REG.

Statement on Reverae Side) +




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalme:

BY ME, OF DY Lo e et s a e e e ., Student Embalmer No. ................e.

working under my personal supervision.

Student ..ooviiiiiiiiiiiiii e e sra e
Signature of Student Embalmer

Licensed Emba

P. O. Address,.
"

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur
to comply Wwith the above constitutes grounds for revocation of license).

If embalmed’by @ STUDENT, he also shall sign in his OWN handwriting. . -

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




