JURI DIVISION OF HEA
EILED VS ocT 819

DOCUMENT

BY AFFIDAVIT OF

%-I,—STANDARD CERTIFICATE OF DEATH

99-0336'7"7

2--8830

STATE FILE NUMBER

Registration Distriet No. - _____._. Primary Registration District No. oo _______ Registrar’s No.
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution; Residence before
a. COUNTY a. STATE l!issour:l b. COUNTY ‘admission)
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITy Inside Limits
OR
TOWN St.Louls TOWN St.Jouls Ye Ne O
c. FULL, NAME OF (If NOT in hospital, give location} Inside Limits d. STREET {If cutside, give location) Reride on Ferm
HOSPIL»% % v N ADDRESS
INSTITUTIO mmute City Hospital a3 i o O h200 H 4 I tapr Yes 0 NoO
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) DEATH
Clarence Lowell Cokley September 23, 1959
5. SEX 6. COLOR OR RACE 7. Married (] Never Married [ [8. DATE OF BIRTH | ¥ AGE {last birthday) ;:oUNhDER lD‘rEAR IF UNDER 24 HR
Wid Di ed nths ays Hours Min.
Male Wnite GwsD "~ owrw X |12/9/1893| 65
10a, USUAL QCCUPATION (Give kind of work dene | 10b, KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
durini jng life, even if retired)
“Pa1 FEEH Clay Co.,I11, U,S.

13a. FATHER'S NAME

15. WAS DECEASED EVEk IN U.S, ARMED FORCES?

{Yes, nY or unknown) I (I yu,w or dates of sarvice)
o8 T

John R .Cbklcy

13b. MOTHER'S MAIDEN NAME

Minnie Baylor

Ethel

14, NAME OF HUSBAND OR WIFE

U

16, SOCIAL SECURITY NO.

17. INFORMANT

MEDICAL CERTIFICATION

2. 1 ded the d d from . PJ;- and last saw :I":‘ alive an
Mu".d at. b .;0 d m on the date stated abave, snd to the best of my knowledge, from the causes soted.
jﬁ. SIGN Deqf r mle) 22b. ADDRESS 22c. DATE SIGNED
/3o0 Clor k. Aoe |7-zssy
23a. BURIAL, CREMATION 23b. DATE 23: NAME OF CEMEYERY OR CREMAT 23d. LOCATION (City, 1own, or county) {State) /
REMOVAL (Specify)
Removal Na C J
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

DEATH WAS CALUSED BY;
IMMEDIATE CAUSE {a}

PART 1.

Conditions, if any, DUE TO (b}

18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and {c).

Address

nimown | Mrtle Bailay,525 Montgomery-Streator,Ill,
INTERVAL B EEN

QMSET AND DEATH

which gave rise to
above cause ([a),
11ating the under-

Iying  cavss last, DUE TO (<)

PART 1). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal

disesse condition given in PART | (a)

PART L. If

deceased  was
there a pregnancy in last 90 days.

female was

DYnsl

O No

O Unknown

19. WAS AUTODP?SY 20a. ACCEI_BENT SUICDIDE HOM&CIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nsture of injury in PART ) or PART Il of item 1B.)
PERF;
YES [ NOOO
20c. TIME OF Hour Month, Day, Year
INJURY am,
p.m.

20d. INJURY OCCURRED

WHILE AT WORK [J
NOT WHILE AT WORK O

20e. PLACE OF INJURY {e.g., in or about home,
farm, factory, strast, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

Albert H.Hoppe,Inc.,4700 Washington Blvd

{Licensed Embalmer’s Statement on Reverse Side)
i




oL }Nnh the .above. consmu'res grounds for revocafion of license).
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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

P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h15 OWN HA

if embalmed by a STUDENT, he also shali sign in his OWN handwntmg
“If this body is not embalmed, fact should be o stated gbove. ;.

N P (R L




