URI _DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH — S5-I
E LED %S JAN 1 8 Igso 311790 STATE FILE NUMBER
Registar’s N3 =Q b

ENDED Reginrn_t_icgn_Di:rrict No. .,________--_---._--..J’rimary Registration District No. trar's . —
e -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased [ived. If institution: Residence before
2. COUNTY #. STATE Mis Souri. COUNTY St . Loui g admission}
b. CITY (If outside corporata limits, give TOWNSHIP only) Laég‘lh of stay in 1b c. CITY inside Limits

vown St. Louis Days owv Bel Ridge Yes B Ne O

. FULL NAME OF (If NOT in hospital, give locatian) inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL O

NeTMold ssouri Baptist Hospa|vef veo | "™ 3640 Maline Ave, Yer O Noh

3. (rTJAME OF ps}cnseo First Middls Last A DggE Month Day Year
or print, *
e ere Ida May Yarrington | oceamDec, 19, 1959

5. SEX 6. COLOR OR RACE 7. Married Never Married [J |8. DATE OF BIRTH | 9. AGE {lest birthdey) |IF UNDER 1 YEAR | IF UNDER 24 HR
Female Wh.ite Widowadﬁ Divorced [] 9 ) 18 ) 1871-? 82 Months l Days Hours I Min.
10a. USUAL GCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
. during most of working life, even if retired) . .
‘ At "Home At Home La Crosse Wisconsin U.S. A,
132, FATHER'S NAME 135, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

A W, Fuller Frances Beedle The Late J.H. Yarringto
15. WAS DECEASED EVER IN U.5, ARMED FORCES? 6. SOCIAL SECURITY NO. 117. INFORMANT Address 1

(Yes, N,oor unknown) l (If yes, uNnowar or dates of service) None Ethel caton . 11300 St . Charle ] Rd .

T R O g EAC . ™ U0 "9 @ arteriosclergtic heart disease R

wionte cxvse (A8 Foranaly s irT e

= ’,\-r

DOCUMENT

Conditions, if any, DUE 1O (b)
which gave rise to

above cause (a), é[
dati th ncer- I
stating the under. BUE 10 (0 ;&.a

lying cause last,

PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IlIl. If deceased was female was
disease condition given in PART { {a) there a pregnancy in last 90 days.

I [ Yes IM | O Unknown

19, WAS AUTOPSY 20a. ACCBENT SUICCI]DE HOMEIJCIDE 20b. DESCRIBE HOW INJURY QCLURRED. {Enter nature of injury in PART | or PART Ul of item 18.)

PERFORMED?
YES [0 NO| 2w
20c. TIME OF Hour Menth, Day; Year
LOINJeRY - am, - "‘ Y -
- p.m! . v s T -
20d. INJURY QOCCURRED 208. PLACE OF INJURY {e.g., in or about hame, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
S..  WHILE AT WORK [J farm, factory, strest, office bidg., etc.)
b Y. NOT WHILE AT WORK O

MEDICAL CERTIFICATION

53
~
v

t

J . / — rs —m I ]
21, “Mattended the deceased from }) //.'5 // 5? to. !/ 2 / /? / A last uwmalive on rf ra / /’JI/_)\,

.D,.ﬂ-. occurrad  at. / ! _‘ pm on the &te na?Jabove, and to the best of my knowledge, ffom the causes slred. <

722 SIGNATUREH W , NOL1OT {Degres or_title) 22b. ADD“EQESB_WOOdSO!k ] /"] 22c. DATE,SIGNED
"l "M W l/ /; (1[ ())g/ a/’r"}'}%ﬂ-__\olfd 07)0%’14/ L')'/MJA"'

23a. BURIAL, CREMATION, | 23b. DATE 23¢c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or coully) (State) ;T

Removal " 12)21)59 107" Springfield Mo,
L . DATE RE
LUE561§gg

24. FUNERAL DIRECTOR ADDRESS L REG. |26, WIGNAzRE " T

ra
¢
.
.

BY AFFIDAVIT QOF

Collier Mortuary, St. Ann, Mo,

(Lizensed Embalmer’s Statement on Reverse Side) ’”f} 2
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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
or by Student Embalmer No.
working under my personal supervision. // .
Student Signed DA ..4{//“’; A -/./ Z

Signature of Student Embalmer
Licensed Embalmer No. —?3 f &
eI P. O. Address J' - [/L/4 ]

+

Nofe: The' above MUST BE SIGNED BY THE LICENSED EMBALMER in 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 embaln}ed,. fact should .be .so. stated a?ove, ’
s

- t .




