URI DIVISION OF HEALTH

S
FILED VS DEC 11 195

STANDARD CERTIFICATE OF DEATH

211181

59-042728

(Licensed Embalmer’s Statement on Reverse Side)

STATE FILE MUMBER
Registration District No, oo _wececeeao.. —_Primary Registration District No. ________________Registrar's No. .
ENDED -
). PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
8. COUNTY a. STATE k. COU, admission}
Missol ﬁzssouri
b. CILY {If outside corparate limits, giva TOWNSHIP only) Length of stay in Ib c. CCI)'LY Inside Limits
Tow St Louds 30 Yre.j "W o4 youis . Yes XK No D
c. t!%él#l’?\?sogf; {I!S{e‘l' l'.'ﬂ?ﬂ"é” Lviwlcvé) ROCk inside Limits dASIlTJ%EREETSS (If cutside, give location) Rezide on Farm
INSTITUTION Hosp Inc YesE No O 53573 DElmﬂr Yes [ Nﬁi
3. (I#AME OF DE)CEASED First Middla Last 4. DggE Month Day Yenr
ype or print]
Lef NMN Winship DEATH Dec 1,1959
5. SEX 6. COLOR OR RACE 7. Married O y#fww:] 8. DATE OF BIRTH | 9. AGE (last birthday) } IF UNDER 1 YEAR IF UNDER 24 HR
Months Days Hours Min.
_Male Vhit [MEILA 111 ITRFER bho,1,1876 83
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
during t of king life, even if retired)
ul most of working i r;ee;. 3R Anin Creek’ Pa. U.SoAc
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14y BAMEOF RYSEAND OR WIFE
Frank K, Winship . +h D. Kn 71115
Elizabe . app mula Williams
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unknown) | (If yes, give war or dates of service) .
No None 702-18-0076aMr. F.E. Winship 845 Westwood Pl
b= 18. CAUSE OF DEATH (Enter only one cause per line for {a), {b}, and {c). INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED 8 QONSET AND DEATH
2 wmEDIaTE causk ) Meningitis purulent
L)
Q s
= Conditions, If any, DUE TO (b) Staphylococcus albu
wblz’ich Gave riu( 1,0
above cause [a),
tating the under- f
R ) (W 3¥0 L
z PART [I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH bui not related to the terminal PART 11, If decessed war fernale was
g disesse condition given in PART I (a) there a pregnancy in last 90 days,
<
2 Cardiac hypertroply associated with Nephrosclerosis {0 ves | 0 Ne I O Unknown
= | 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter natyre of injury in PART | or PART II of item 18}
[ PERFQRMED? [m} O O
v YES W NO 3
—d n
& | 720c.TIME OF Houl  Month, Day, Yesr
o INJURY a.m.
E p.m.
20d. INJURY OCCURRED 20e, PLACE OF INJURY (e.9., in or abour home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, streey, office bldg., eic.}
NOT WHILE AT WORK []
21. | attended the decessad fro ov 28 959 " 'c_De__c_l.lLs.sg—lnd last saw ma[iw on Dec 1 ,1959
Death "I urred st 8 > 50 am m on the date stated above, and to the best of my knowledge, from the causes stated.
8 R {Degree or title) 22b. ADDRESS 2ic. Dﬁ‘!i SIGNED
S M.D, 1755 So Grand 2 .59
z 23a. BURIAL, §¥RE ON, . 23¢c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar coumy) (State)
[a) REMOVAL (Specufv) (
T Removal-Rail | 12/41959 | penn Yan, Penn Yan, York
< 24. FUNERAL DIRECTOR ADDRESS #1755, "GATE RECD. BY LOCAL FEG. %EGISTVRS
P
@ Alexsnder Rumeral Home, St., Louis, M%. DEC 2 1959
o /‘ 6-"




Dr. Boya . . .
. Ll 4
1755 So. Grand -
PR 1-0500
Are T erony
4
T e T
LA L [ B SR * ‘ .
s . - N ‘w 2 0
STATEMENT BY LICENSED EMBALMER
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by r
or by i - - Student Embalmer No.
working under my personal supervision. - “
7 /af/
; ,_d - e
Student Signed__. A’/‘ d é\ )Z/C‘(_{//GZM -
Signature of Student Embalmer ~
., .- . . Licensed Embalmer No._&c
P. 0. Address p / : J’g
- .1

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER m Ij_!s‘QWN_, HANQWRI}ING {Failure to com

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall mgn in his OWN handwriting. 'E,‘ e
If this body is not embalmed, fad s?wuld be so stated above.

- .

- L




