— - . - .
JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH .  +6(0-004222
. : SL 22076 12 { STATE FILE NUMBER
NDED mnﬂusDETE&OI-I-IBS.O_-__.PﬂmMy Raq?ﬂrn!mn District No. ___-______--____Roqmtrar 2 -— S_b__-
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera decoasad lived. [f institution: Residerce before
a. COUNTY a. STATE IIIIJINOIS b. COUNTY CI‘IMON admission)
b. CITY {If cutsida corporate limits, give TOWNSHIP only) Length of stay in 1b c. CéEY tnside Limits
TowN 915 N,GRAND, ST, IOUIS,MO, 8 days TOWN CARLYLE Yos [ Ne D3
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, glve location} Reside on Farm
HOSPITAL CR ADDRESS
INSTITUTION VET ADM. HOSPITAL Yes R Ne O - e e o e e Yes [] Nn?
3. (!rlAME OF _DE)CEASED First Middle Last 4, DOAgE Month Day Year
ype or print
ROBEERT He WHEEIAN osAFEBRUARY 3, 1960
5. SEX 8, COLOR OR RACE 7. Morried ]  MNever Married (] [8. DATE OF BIRTH | ¥ AGE (last birthdey) { IF UNhDER IDYEAR ::UNDER 24{”*
Widowed [] Divorced Months ays ours Min.
MALE WHITE B |12/31/10 | 49
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 most of working lifs, even if retired)
BARTELSO, ILLINOIS USA
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
: JAMES T.. WHEELAN CLARA S. JOFFRAY -t o
. 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unknown) | (I yes, give war or dstes of service}
YES | s 4,2-05-8783 [Ida Roan,2208 Charlack, Overland, Mo,
| [ 18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and {c}. INTERVAL BETWEEN
| E PART I. DEATH WAS CAUSED ONSET ?Fa EATH
CORONARY
} § IMMEDIATE CAUSE (#) THROMBCS IS 2
(8
| Q ARTERIOSCLEROTIC HEART DISEASE -
o Conditions, If any, DUE TO {b)
l which gave riu[f;: R
| sbove cause (a), - - - -—
tat the under-
;v?n::g “UO“U I:l;. DUE TO [c) 6/ 9\ O ',
z PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART (1. If doceassd was female wm
g disease condition given in PART | (a) there a pragnancy in last 90 days.;
5 - - - [D Yes l 0O N I jm] Unkmnl.
" b
.i 19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE HOMICIDE 20h. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Ul of item 18.)
= PERF! D? 0 a a
v YES [ NOD
-
& | 20c. TIME OF Hool  Month, Day, Yeor
a INJURY a.m.
g p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK []
VA& 2 /3/60 ¥X
21, /nlendod the decoasad from__mﬂmﬁ nd last saw oo alive on 2/3/60
Death occurred n__.l.-,'is_A m on the date stated sbove, and to the best of my knawledge, from the causes stated.
w 22s. SIGN, ree or title} 22b. ADDRESS 22c. DATE SIGNED
S JA0) :
S _@ML 7, o 2ot M.D. VAH, ST. LOUIS, MO. 2/3/60
2 | T BURIAL, CREMATION, [ 23b. DATE - 23c. NAME OF CEMETERY OR CREMATORY Z3d. LOCATION (City, town, of county) {5tate)
S REMOVAL (Specify) _ é - G LL-
£l Bugal |2 [9bo ARLYyLE Crglyle ==
< 24. FUNERAL DIRECTOR - ADDRESS ~ | 25. DATE RECD. BY LOCAL REG. %ﬁ:’?%
> - . ‘o
@ JoHN /{455Ly EasT 57? Lo vis, L LL. FEB 4 1960 . 17- p.u,
LY [ {Licensed Embaimer’s Statement on Reverse Side) D}) ) 3' 68 .




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose e is recordeT on the re p'rse side of his fertificate was embalmed by

or by __» /\A ~

P V
working under my personal ion. CO W .
Signed / I‘%" _ / /}///M%;/Z\

[ Signdture of Student Embalmer / //

- .o . . Licensed Embalmer No. E 2 /42/

Student Embalfer No.

Student

. s P. O. Addres

|

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in- his OWN HANDWRITING. (Failure to cor
v with the abové consfitutes grounds for revocation of license). vt

- If embalmed.by a STUDENT, he also shall sngn in his QWN handwrmng

if this body is 'not embalmed, fact should ‘be so stated dbove.

b



