URI DIVISION ‘OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED VS NOV 12 1959

Registration District No, _________.ceeeeee——=-Primary Registration District No

_________________ Registrar’s No. -21:(”40

59-03761"

STATE FILE NUMBER
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1. PLACE OF DEATH

L]
2. USUAL RESI!NCE {Where deceased Iwcd

{f institution; Residence before

. y T b. COUNTY sl
a. COUNTY ér‘. [g Jt S o, STATE =~ [4/ , g b cov JCA’SC«, 4 sdmission)
b. C(IDTRY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. COI'LY tnside Limits
TOWN J TOWN g // / b Y N
ST. LQUIS, MISSOURI S Pty s ARFTe~  [EF D =0 No®
€. ;UL;PNAMEOOF [If NOT in haospital, give location) Inside Limits d:g%%EETss (If cutside, give location) Reside on Farm
QSPITAL OR
nemnion BARNES HOSPITAL Y3l NoO 07?5,( Cﬂ:e/\’ Feawr 51/- Yes . No [
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} D?AFTH
LINNIE ANNETTE . G NGS QCTORER_30 1959
5. § 4. COLOR OR RACE 7. Married J@. Never Married O |8. DATE OF BIRTH 9. AGE (Ian birthday) [IF UNhDER IDYEAR :: UNDER 24 HR
i i Months ays ours Min,
#exmﬁle-l ; m Widowed [J Divarced J ‘ /f-/ﬁz i l i
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and l1a1e ar cepntry} | 12, CITIZEN OF WHAT COUNTRY
duri ost of working life avan if retired) Vi { 47
OUJC l’-t/; AJ s e" t)ﬂh l/ll.{& / %-S:#-

13a. FATHER'S NAME

YVigRThall Week's

13b. MOTHER’S MAIDEN NAME

SU #rR A

YMARy

14.

JAMes

NAME OF HUSBAND OR-WHFE

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, or v wn) I(If yes, give war or datey of service)

16. SOCIAL SECURITY NO.

e o

Addra% 4 &

&

MEDICAL CERTIFICATION

PART |. DEATH WAS CAUSED BY

Conditians, If any,
which gave rise to
above covse (a),
stating the undes-
fying cause last.

18. CAUSE OF DEATH (Enter only one cayse Eﬂ" line for (a), {b), and (c).

(@l TEN
~ 7

INTERVAL BETWEEN
ONSET AND DEATH

immeDiATE cAUSE () CERRBRAL VASCULAR ACCIDENT 1 WEEK
oue 70 ) CEREBRAL ARTERTIOSCLEROSIS SEVERAL YRS
but 10 () _HYPERTENSTON 35/ 16 YEARS

PART 1L

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal
dizeass condition given in PART | {a)

PART 1M, If

decmasad  was
there & pregnancy in last 90 days.

female  was

l O Yes I 3 Ne | O Unknown
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? =} (m} o
YES B NCe DO
20c. TIME OF  Hour  Month, Day, Yeer
. INJURY a.m, '
P.m.

20d. INJURY CCCURRED
WHILE AT WORK

8] farm, factory, str
NOT WHILE AT WORK [

A

20e. PLACE OF INJURY {e.g.,

in or sbout home,
eet, office bldg., etc.}

204, CITY, TOWN, OR LOCATION

COUNTY

STATE

. !u_m.T.._jQp_]-g_sg_nnd last saw :Ie,.:‘ alive nn_m.T_.J.Q;_lQEQ____

21, | attended the deceased fro
D“g-h ::u;.:urred a1 1. 35 P .M, ( \ m on the date stated above, and to the best of my knowledge, from the causes stated.
Praw] "
22a. Sl [T ' {Degres og titla 226, ADDﬁKRNES HOSPIT AL 22c. DATE SIGNED
7 "4 w.o». 10/31/59
23a. BURIAL, CREMATICN, | 23b. DATE - 23c. NAME OF CE 23d. LOCATION (City, town, or county) (Srate}

EMOVAL (Specify}
7§e Me /' n

ETERY OR Cﬁ?ATORY

OAN G0 ¥

JerSey l// 4L e~

24, FUNERAL DIRECTOR ADDRESS

25. DATE RECD BY LOCAL REG.

26,

JrAcoby Dres,

TepSeyvilde T,

NOV 2 1g5g

{Licensed Embalmer’'s Statement on Reverse Side)




. . v -

"STATEMENT- BY I.ICENSE'[.). EMBALMER 1

- - - \

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

or by Student Embalmer No.______

working under my personal supervision,

Student Signed W %ﬂ?}{

Signature of Student Embalmer
Licensed Embalmer No.___“7 3 5—(

. . P. O. Address /J; éd;“",, %

s

Note The above MUST BE SIGNED BY THE LICENSED- EMBALMER in hls OWN HANDWRITING (Failure to compls
with the above constitutes grounds for revocation of license). e : LA E

Iffembalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above.

L

ol [ S - - . . ..




