leaith,
Welfar
wblic

ervice

All diseases in Part 1 must be causally reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

HLED JU N 4 1gsgagistmfion_ District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

59:0_195'/3

STATE FI

Regislmg

Primary Registration District No.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Resédqnc_e in’nre
, COUNTY STAT b. COUNTY odmi $syfn
’ "Migsouri
b. CEI'RY (If outside corporate limits, give TOWNSHIP anly) Inside Limits <. CE)TRY Inside Limits
Tovn St.Llouls Yes R MU Tom St.Louls Yeu[§ Mo (]
c. FULL NAMI(E)FC:F (¢ NOT in hospitel, give location) | Length of stay in 1b d. SERDIIEQIIEE;S {tf outside, give location} Reside on Farm
HOSPITAL A =
¢ _ wsniution St., Johne Hospt, 5969a_Romaine Pl | Ye[d NEK)
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
Harvey R Roea DEATH May 18 1959
5. SEX 6. COLOROR RACE| 7., ¢piepXinever marriep[ ][ & DATE OF BIRTH s AGE. i'.?.i::'y? :t:j:ﬂ“ :::;EAR I::ol::DER 2&:'“'
Male o | White |, woowo[]  oworceo[i] 2-2-1902 57 | |
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE {City and state or country} 4] 12. CITIZEN OF WHAT COUNTRY?
during moest of working life, wvan if retired) ND 5TRY
r ic Service Missouri USA

13a. FATHER'S NAME

L.

088

13b. MOTHER'S MAIDEN NAME

M Rosz Shockey

14. NAME OF HUSBAND CR WIFE

Virgle Rosa

15. WAS DECEASED EVER IN U $. ARMED FORCES?
{Yes, no, or unkmm)l(lf;{
No

va war or dct.. of service)

SRR AR

15. SOCIAL SECURITY NOD.

UNK.,

17. INFORMANT

Address

Vipsgie Rose ©969a Romaine Pl.

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one couse per line for (o), (b}, ond {c}.}

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

INTERVAL BETWEEN
ONSET AND DEATH

Y. 3

Conditions, if any,
which gove rise 10
abave couse {a),
stating the under-
lying covse last.

DUE TO {b)

i

DUE TO (¢)

7 AR

b AO,

}]56/

PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but n:u refated 1o the terminel dizenze conditlon given in PART | {g)

19. WAS AUTOPSY

EY

PERFORMED?
YEs[] NOiJ
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
U OJ 3
20c. TIME OF Hour Month, Day, Year
INJURY  a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inaor gbouthome, [ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factory, street, oifice bldg., etc.)
AT WORK F i oy
"- — — +

21. | attended the deceased from 22 H 1t Z !‘L . to

hth occurred of /\

nd las? saw:
7255 A monthe date stated cbove; and to the best of my knowledge, from the couses stated.

alive on

2@?2“}5!? (Dugrnc or tithe) b O | 22b. ADDRESS d 22c. DATE SIGNED

/ M£0£78 : /IAL : /3O N, Tree tid Y4

23a. BURIAL, CFEMATION 23b. DAT 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) fsicto) -
REMOYALf{Specify)

Burtal} §-26-59 Sunset Burisl Park St.lo

24. FUNERAL DIRECTOR

J.VW.Clark F.H.1125 Hodlamont Avd

ADDRESS

25. DATE RECD. BY LOCAL REG.

MAY 1959

(Licensed Embalmer’s Statement on Reverse Sida)




)

NS . -' STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY coiiiieiiiiiiiieieiiic i er s ettsassraetsssttnreesneeranenrnensbassatnssasransnnnsnans .» Student Embalmer No. _......c..oovvvuees

working under my personal supervision.

SHUdent ceiiiiiiiii v s creara e arrans Signed , Gl a5
Signature of Student Embalmer

o Licensed Embalmer No.¢ % a
- ' 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). ‘
“1f embalmed by a STUDENT, he also shall sign in his OWN handwriting. ‘ .
-If this body is not embalmed, fact should be so stated above. ’



