Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —_G0)—
FILED VS FEB 2 51960 ) a 1%1 s{n)m Fggz:?@?

Registration District No. ————_——_____________Primary Registration District No.
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where decessed lived. If inatitution: Residence before
. COUNTY . STATE b, COUNTY ' dmissi
: : Mo. St. Louig ®m&en
b. CCI)II;Y (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COI'L‘I’ Inside Limits
owy - §¢, Louis, Mo, 3 Days 1owN Richmond Heights Yo O Ne
[ ¢, FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR » ADDRESS
mstution 9. 2Luke isHogpl tal Ya O Ned 1217 Bellevue Ave, |Y=0O ND
3. gAME OF DECEASED First Middle Last 4, DOAJE Maonth Day Year
ype of print}
JOHN CALVERT BOSTON oeai  Jan, 27, 1960
5. SEX 6. COLOR OR RACE 7. Merried B Never Married [0 [8. DATE OF BIRTH | ¥- AGE (last birthdey) | IF UNhDER IDVEAR ::UNDER 2'; HR
i i ths ours in.
Y w. Widowed [] Diverced [1 | Qv , 12 . 1905 54 Mfg j:'s u
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
duri t of working life, even if retired) . s
civil Engfnéer H,H,Hall Const.Cg. Versailles, Ky. U.S. 4.
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
John Boston Grace Hudson Katherine Beston
15, WAS DECEASED EVER [N U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address
{Yes, or unknown} W| i \w o?al I service) 1217 B ll vue Ave.
fes’ oRTd War™1 702-16-5984 Katherine Boston elle
— 18, CAUSE OF DEATH (Enter only one cause per line for (a}, {b), and (c). INTERVAL BETWEEN
E PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
g IMMEDIATE CAUSE {a) ? ey
(v
Qo
=] Conditions, if sny, DUE TQ {b)
which gave rlu(fr
above cavsa (&),
stating the under- M}
1 lying couse last. DUE TO (£} Q‘ - I
Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 111, If deceased was female was
g disease condition given in PART | {a) there a pregnsncy in last 90 days.
hi ]DY::'DNoIDUnknm
E 19. WAS AUTOPS‘I’ 20a. ACCBENT SUI%I]DE HOMD1CIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1l of item 18.}
PERFQ
o VeSS O
g | 20c. TIME OF  Hour  Month, Day, Year
' s INJURY  am.
| g p.m,
' 20d. INJURY OCCURRED 20e. PLACE OF INJURY {a.9., in or sbout home, | 206, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bidg., atc.)
NOT WHILE AT WORK
21. | attended the d d from ///;/b 7 ln_éa" 4] nd last saw o alive o
Death occurred at. r {PH m on the date stated above, end to the best of my knowledgae, from the causes stated.
B GNATLIRE (Degres or title) 22k, ADDRESS . . lﬂc. DATE SIGNED
3( 2 1AL, CREMATION, NAME OF CEMETERY OR CREMATORY 23d. LOCATIONZACity, town, or county) 7(State) *
) MOVAL (Spacify)
=l Ram . __Feb,1,1960, Kose Lawn Cemetery Little Rock , ATk,
< 74. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. 8Y LOCAL REG. [26. %man' W ” p
b P - -
5|A.H.Bocklage F,H, 6536 Clayton il JAN 29 1959 Gaa
({Licensed Embalmar’s 5tatement on Reverse Side) LB
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L . Lo T owhl e

STATEMENT BY LICENSED EMBALMER ;
|

| 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

Signature of Student Embalmer

o - - .y

- . P - . -~ i
Dy - ¥

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co
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 embaimed, fact should be so stated above.




