: N OF HEALTH — STANDARD CERTIFICATE OF DEATH _61':002988
LEDAXS %AN ‘)4 &a‘ﬁon District Now oo 3. ]_8._Ptimary Ragistration District No. lm3--__ltoginrar‘x Nq. _____288___ SYAIE FILE NUMBER

ENDE
1. PLACE OF DEATH - - : 2. USUAL RESIDENCE (Whera deceased lived. I institution: Residence before
8 a. COUNTY a. STATE mssourf. COUNTY admission)
% k. COILY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. COILY Inside Limits
g N
= TOWN -5t ., Louis TOWN St .Louis Yes Gr No O
< c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (If cutiide, give location) Reside on Farm
I.I’_.l HOSPITAL OR ADDRESS .
?, < INSTIIUTION Enroute City Hospital Yo NoD 14,228 McPherson Y O Ne ¥
2
/ 3. NAME OF DECEASED Firsy Middle Last 4. DATE Month Day Year
A (Type or pring) F
Howard Preston Day DEATH Jam :
5. SEX 6. COLOR OR RACE 7. Married I Never Married [} [8. DATE OF BIRTH | 9- AGE (last birthday) [IF U hDER 'DVE R :: UNDER 24 HR
, Widowed [J Divorced [J 4 Months ays ours I Min.
| Male White 11/30/18991 61
108. USUAL CCCUPATION (Give kind of work done | 1Gb. KIND OF BUSINESS OR INDUSTRY| 11,7 BIRTHPLACE (City and state or country) | 12 CITIZEN OF WHAT COUNTRY

during meost of working life, even if retired}

Structural Iron Worker Construction Missouri UeSes
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Day Lillie (Unknown) Lillian

15. WAS DECEASED EVER IN U.5. ARMED FORCES? TH EeRAras SRSleRewls s 17. INFORMANT Address
{Yes, ng, or unknawn) | {If yes, give war or dates of service)
¥o | Lillian Day, 1,228 McPherson

18. CAUSE OF DEATH (Enter only one cause pe; line for {a), {b), and {c). INTERVAL BETWEEN
P

ART |. DEATH WAS CAUSED BY: . . ONSET AND DEATH
IMMEDIATE CAUSE (a) QG_T'G\'\ G aan O C"’QMW
Conditians, if any, DUE 10 (b} ? _)\_\DJ\N\ VS O N 6,0.. &_S’U\NL o
L4

which gave rise to
above <cause (a),

stating the under- ¢

lying cause last. DUE TQ () 520 '/

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

O Yes ] O No l 0O Unknown
20a. ACCIDENT SUICEIIDE HOMD|C|DE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.}
a

19, WAS AUTQPSY
D?

PER!
YES NO OO
20c. TIME OF  Hour  Month, Day, Year
INJURY a.m,
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 bldg., etc.)

[l
NOT WHILE AT WORK []

h .
and last sow hle:" slive on

o T T ANMIEINEIMUINTITUIN TG KEVURU AKE Ao FULLUWO
SHOULD READ INSTEAD OF
DOCUMENT
MEDICAL CERTIFICATION

21. | attended the deceased from /o’_m
Death otcurred at. é vl p m on the date stated above, and to the best of my knowladge, from the causes stated,
6 222 SIGNATURE [egree or fitle} 225, ADDRESS QQ_,@.».}’& 22c. DATE SIGNED
| [T, T o [
1 = aung&hfﬁgmyf;?rd, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county) {Stata)
G o REM paci . ]
z T Hemoval 1-11-61 Memorial Park Cemetery t, Louis County, Mo,
= « 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26 REGI R’S SEGNATU
w 5 .
= % | Albert H.Hoppe,Inc,,L700 Viashington Blval JAN 10 1961




STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this centificate was embalmed by me,

#  Stydent Embalmer No.____

W (//M%

338
Ltcensed Embalmer N&.

P. 0. Address bé 9&%4
/ i

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

‘r; this body is not embalmed, fact should be so stated above.

or by

working under my personal supervision.

Student

Signature of Student Embalmer 4 \7/

'






