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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH T T T ATE Fi

STATE FILE NUMBER

MAY 2 5 195&“““ District No. ... JALZ-__.._._-_anury Registratien Dum:c No. __ .. .;;{W-__. —. Registrar's No. /36_0: ______

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacscled lived. [f institution: Residence bffora
a. COUNTY o. STATE . . COUNTY o
S bours - W
b. CIC;I'Y {If outside corporate limits, give TOWNSHIP only) Inside Limits <. Cg‘l' 7 Inside Limir
R R
TOWN Webster Groves Yesl;) N°D TOWN University City Yeslk®
c- FiDJL'L.r?AE\%gF {lf NOT in hospital, give location} { Length of stay in 1b d. STREEE'IS;S 8 w(lf outside, give Iocahun) Reside on Farm
HOSPITA ADD
INSTITUTION Bethesda Home 2 weeks 30 arderA{,e Yes [] NOE/
3. :‘TAME OF DE{.'EASED First Middle Last 4. DATE Month Day Year
ype or print OF
JULIA DELL DI XON CEATH May. 16 - 1959
5. SEX 4. COLOR CR RACE]| 7. MARRIED[:]NEVER MARRIED] 8. DATE OF BIRTH 4. AGE' Ei" ,..;; ;:JT:'ER ;:EAR I::::«I’DER 2;:!!5.
-1} 13 -
female , white 4 woowed[X  pivorceo]J January 7, 186d™ 41 |™4 I ] I
100, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stots or country} / 12. CIiTIZEN QF WHAT COUNTRY?
d k n il reti IN TRY
i TS U EW g D *8%" home Forrest, Illinois U.S.A.
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Barak Bullard Mary Hoover M .
15. WAS DECEASED EVER IN U. 5. ARMED FORCES'r 16. SOCHAL SECURETY NO.[ 17. INFORMANT Address
{Yes, no, or unk 3| (1F . e dat f )]
e e " Harvey E, Dixon 830 Warder U,Cityv Md

O L
18. CAUSE QF DEATH (Enter only one couse per line for (¢}, (b), and {c).)

PART |. DEATH WAS CAUSED BY: /y
IMMEDIATE CAUSE {a) aﬁfbew.o—m/ a W‘

INTERVAL BETWEEN
ONSET AND DEATH

pd )

stating the undar.

Conditlons, if any, . DUE TO (b} \_’%M_;—WM *
which gave rize to }
above cause (a),

% Iying cause last. DUE TO (c)
= PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diseass condition given in PART | (a) 19. WAS AUTOPSY
ki Y PERFORMED? 4.
i /70X YES[] MO K]
w1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)
w
4 o o o
S 2. TIME OF .Hour Monih, Day, Year
Q INJURY a.m.
L] p.M.
204. INJURY OCCURRED 20e. PLACE OF INJURY {s.9., inor obouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D - form, factory, street, office bidg., etc.)
AT WORK

21. | attended the deceased from # A zzigg , t0 d% [r_(g i 5! 3 and last 'luwhl,' pliv-mMﬁ /6 [ d 3 -
Deoth occurred at & (o 3 m on dote stated cbove; and ta the bast of my knowledge, the couses stated.

220, _SIGNATYRE {Dagres or title) —-
Kl 222 /2 Ul lelln 2

23a. BURIAL CREMATION, | 23b. DATE / 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty)

REMOYAL (Specify)

removal 5/19/59 Forreast City Cemetarly Forrest,

FUNERAL DIRECTOR ADDRESS

F23
C. R.Lupton and sons 7233 Delma I—/J’-—ﬁ \/;\""‘"

22¢. PATE 7(NED
{S1ote)

Illinois.

25 DATE RECD. BY LOCAL REG. |26\ REGISTRAR'S SIGNATURE N

P g 5%

(Li d Embal e §

on Reverse Sids) 4 U

4




to comply with the above constitutes grounds for revocation of license).

p

STATEMENT BY LICENSED EMBALMER

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

........................................................................................... +» Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer;No. m‘?fé/
P. O, Address .\/.//% ?‘.7./.1:14.‘..;.. &

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

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.

WY OO Or AT




