RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

HLEQ.J‘ Si;rScEEa_z__S_lgss.----__Jrimnry Regisiration Distrietr No. ___________-__-_Reqisrrar'l2- __8126___

59-034503

STATE FILE NUMBER

DOCUMENT

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
s. COUNTY . STATE Mi gaour k COUNTY St - Lou 1 g admission}
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
OR OoR O 1 d
TowN St. Loulte 5 dayg Town Mverlan Yes [0 No
c. FULL NAME OF (Hf NOT in hospital, give location} Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS .
nsutution Meaconese Hoep. Yes ® No O 2223 Gaebler Yes O No [
3. (I;AME OF DE)CEASED First Middle Last 4. DéAgE Month Day Year
ype or print] _
Eather Wilson oeaty 9/2/59
5. SEX 6. COLOR OR RACE 7. Married N Never Married [J |8, DATE OF BIRTH 9. AGE {last birthday) | IF UNDER 1 YEAR iF LUNDER 24‘HR
F-e ma le ‘i”h i tu e Widowed [] Divorced [J 8—24 1906 53 Months | Days Hours Min.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and sitate of country) | 12. CITIZEN OF WHAT CQUNTRY
dyry + ing life, if retired
HET S LY e oven if rerired) St. Louls, Mo. Usa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Robert Zahner Josephine (Unknown) Woodrow W. Wilson
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT Address

(Yﬁ no, of unknown}

(If yos, give war or dates of service)

Woodrow W.

Lo4-01-5237

Wilson 2223 Gaebler

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

ART 1.

Conditions, if any,
which gave rize to
above cause (a),
stating the under-
lying cause last.

DUE TO (<}

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

DUE TO (B QL!Q&!&. Ak s ( Ol Criima !a "!'ﬂd .
. /750

INTERVAL BETWEEN
ONSET AND DEATH

PART |1l If deceased was

20d. INJURY OCCURRED
WHILE AT WORK [
HOT WHILE AT WORK 3

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

20f. CITY, TOWN, OR LOCATION

z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related fo the ferminal femala  was
g disease condition given in PART | {») there & pragnancy in last 90 days.
§ 'D Yes WD | O Unknown
E 19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE  HOMICIDE 20k. DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in PART | or PART Il of item 18.)

bt PERFORMED? O [m} [}

u YESR NOO

- .

1720 TIME OF Hout  Menth, Day, Year

a {NJURY a.m.

wr P.m.

*

-

COUNTY STATE

194N

21. 1 artended the decessed from

Death occurred at.

11:50 p

= o
mﬂ_ﬁj__and last saw E:,. slive onﬁ;&_.a q -

m on the date stated above, and to the best of my knowledge, from the causes stated.

-t |
o 2Za. SIGNATUZ/ () uﬁm or title) 22b. ADDRESS . 22c. DATE SIGNED
£ o Yo DD, | 3720 L) 19-3-99
x| = Eﬁ@é:\fﬁ”“-’é‘?”‘ 23b. DATE * 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [fty, town, or :ounTy) (Stare)
[a] i
=l Removal 9/5/59 Valthalla St. Louls Co., Mo.
< | 74, FUNERAL DIRECTOR ADDRES 25. DATE RECD. BY LOCAL REG. | Z6. REG 'S SIgNATY
z|ortmann F. Home 9222 Lackland SEP 3 1959 ng /.
o.ver' 1 a nd {Licersed Embalmer’s Statement on Reverse Side) . J ie)




STATEMENT BY LICENSED EMBALMER

! her certify that the body whose name is recorded on the reverse side of this certificate was embalmed by n

Student Embalmer No.

Signedmw
Licensed Embalmer NQ.M

P. Q. Address

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER ln his OWN HANDWRITING (Failure to com;
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.




