h, THE DIVISION OF HEALTH OF MISSOUR| _____w.,h,,_5.9 :0 .089 812 *****
el‘fun STANDARD cERTIFICATE OF DEATH STATE FILE NUMBER
::::. g gistration District No. ______ /‘_ﬁ ___________ Primary Registration Disiricﬂf Reglstmr s No .__/,-.g:_..-_______,..
1. PLACE OF DEATH 2. USUAL RESIDENCE _(Where deceased lived. If institupion: Restdence_}:efore
h00 a. COUNTY ox o. STATE b. COUNTY ox’mls?n)
57 & b. CITY (If outside corporate limits, give TOWNSHIP only) | lnside Limits ¢ CITY .50 eide Limirs
o Edina Yes X] 4o [J o Edina o | Yo mof]
¢. FULL NAME OF (If NOT in hospital, give location) { Length of stay in 1b d. STREET (If outside, give location) Reside on Fam
e ioe _Gibson Hospita 15 mo ADDRESS Yes (] No[]
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{ (e MARY LETITIA  STEWART oearn Mar 25, 1959
5. SEX p | & COLORORRacE] 7. ::;,R.: :DD%NEVERD :.L;;R:;Ezg g quTa EI?F E]l.IRBT';O 9. é'%E' (in yoars F ‘:JT'?’T i :,EAR l:nt::DEIR 24 Hs.
10e. USUAL OCCUPATIDN (Give kind of work dona | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE (City end state or country) 12. CITIZEN OF WHAT COUNTRY?
duﬂgorri;;gl wgluenlgblgI:vnn if ratirad) INDUSTRY Steffenvill e Mo USA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Dr, S. E. Haycraft Alice Brookover Charles D, Stewart
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
X (Yes, no, or ﬁlﬁqwn)im yes, give war or dotes of service) none Judge Wn . E. Stewa rt Edina . Mo

18. CAUSE OF DEATH (Enter only one couse per line for (a}, (b},
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

j

INTERVAL BETWEEN

and (c).)
. ONSET AND DEATH

Condivions, if ony,
which gave rise ta
above cowvie (o),
atating the undes-

DUE TO (b)

030
A0

> pred.

lying couse last. DUE TO (c) -
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but #5t related to the terminal disease condition given in PART | (a) 19. WAS AUTOPSY
PERFORMED? O
YES[T] NO[T]

2. ACC;P*T SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART
O O )

[ o/rpg: T of e 1
?ﬂxéf geZlve e haie 4{£4i
20c. TIME OF Hour Month, Day, Yeor

INJURY  g.m. Z 5?’ .

Hd. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. ¥, TOWN, OR LOCATION
WHILE ATD NDT WHILE m/ fgrm, factory, street, office bldg., otc.}
WORK

7
21. | attended the decsased from i .

Death occurred at

220. SIGNATU
Pase- 39

. BURIAL, CREMATIDN

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

5 1o

251 Qnd last mwt clive on

Pm on the date stated obove; and to the best of my knowledge, from the causes stated.

/{5 ﬁeaormlo) m .2, Z Wa 22¢. DATE SIGNED

3-27-5 5
23b. DATE 23c. NAME OF CEMETERY OR CREMATORY Mocnlon {City, town, or county) (State)
Mar '59| Linville Cemetery Edina, Missouri

ADDRESS 25. DATE RECD. BY LOCAL REG. | 2é. REGISTRAR'S SIGNATURE

Tnse-28-56 Hoamar?~

{Licenswd Embalmer's Statement on Reverss Side)

All diseases in Part | must be causally related.




STATEMENT BY LICENSED EMBALMER

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

B B, DB i e et ertear ettt —aaa et arren e e areann b ——aaaaaea , Student Embalmer No. ...................

working under my personal supervision.

StUdeNt cerneii e aes Signed ..
Signature of Student Embalmer

Licensed Embalmer

P. O. Address {_ =X ¥"75% v 2 v,

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.




