Heolth,
L Welfare
Public

Service

THE PIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

.Ign\ AR 3 0 1M1Ggls'mmon District No. oo ,3 ["..7_.,“..anary Registration District No. No. ____: ..__#.-.7. ...... Registrar’s No. ._-_--_27_?

e D=014'224

STATE FILE NUMBER

. PLACE OF DEATH 2. USUAL RESIDERCE (Where deceased lived. If institution: Residence before
- 300 a. COUNTY St. Louis o STATE Miggouri b COUNTY G, Tongdission
1-57 b. CITY {If outside corporate limits, give TOWNSHIP only) Inside Limirs c. CITY . . . l/— 3 l.-r __/ Inside Limits
Tomy Richmond Heights Yes (X No [] ;R University City O Yo N[
c. FgLL NAME OF {If NOT in haspital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
6 [OSPITALOR 54. Mary's Hospital 2 months ADDRESS 1249 Hafner Place Yes [J NoX]
3. ?TAME OF DE;:EASED First ast 4. DATE Month Day Year
int OP
ype or prin FRANK THEODORE RAYMOND oeiy  March 22, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9, AGE {In years IF UNDER | YEAR| IF UNDER 24 HRS.
MARRIED[ | NEVER MARRIED[ | {Iny
il birthda Months | Days Hours Min.
a Male o |White wooweo [ . oivorceo[1|Sept 3, 1882 78 e e J
3 10a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) & |12, CITIZEN OF WHAT COUNTRY?
= ugjn 1 of workipg Jife, even if retired) INDUSTR . . . .
. | retired ‘Machintst Wagner Flectric Cd.  West Plains, Missouri)  U,S,A.
; 1 130 FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND DR WIFE
2 Theodore D. Raymond Ida Curtiss Letha Raymond
E. 13 WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
E. {Yes, no, or unknqvm)l(ll yeos, gﬁbﬂér dotes of service) h9h-03—6800 Mrs Elsa Cu_ller’ 62’_{6 Nor‘bl'n-rood Ave
z 18. CAUSE OF DEATH (Enter only one couse per line for (u) (b}, ond {c}.} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) Y

USE DNLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

RN P eI WY, DR HIW D VBT WY MU IRMTICIU TR R rem 1 o.

All diseases in Part | must be causally related.

FE brcele

Conditions, if any, DUE TO (b)
which gave rize to } Yieon
above cause (a),
i h der-
lying covse lash. ) DUE TO {c) > :

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEA

but not raloted to the terminal dissase :ondi!inrlglv-n in PART | (o)

19. WAS AUTOPSY
PERFORMED? [

*‘J—E’H“ﬁ.

Death occurred at

z
o
=
2 5961 Yes & NO[]
2] 20o. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
I}
v O O O
§ 20c. TIME OF Hour  Month, Day, Year
a INJURY  a.m.
3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE ) farm, factory, street, office bidg., etc.)
WORK AT WORK
2. 1 antended the deceased from fo Vv /f ond last saw 5 ulive M_M yl rA3 f7

m on the dote stoted above; ond to the best of my knowledge, from the cauus stated.

(Degree os title)

22a. SIGNATUEE

. ADDRESS

el Clt Mp,

22c. DATE SIGNED

3-v34%

7. .l L)k.
230. BURLEAL, CREMATIOI‘,‘ 23b. DATE NAME OF CEMETERY OR CREMATORY
RESYaT™" March 2h4,1959 Dana Cmmetery

D3d. LOCATION (City, 10wn, d Jounty)

Dana s I1linois

(State)

24. FUNERAL DIRECTOR ADDRESS

Shepard Funeral Home,1167 Hamilton Ave

25. DATE RECD, &Y LOCAL REG.

jGISTaR 5 SIGNATURE

3-23-59

m@

{Licensed Embalmer's Statement on Reverss Side) -




IR . - g=- -

STATEMENT BY LICENSED EMBALMER

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

By MO, OF BY Lottt et et e st s , Student Embalmer No. .........coovviane

working under my personal supervision.

SEHAENL i e e
Signature of Student Embalmer

P. O. Address

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.



