SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
Fi!le]-gEgﬂxsl)ulrmlcaﬁo.].'-.3.-:]_9.§1.8_Jrlmary Registration District Nolm_s________kegmur ‘s No. .|

AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. 1§ institution: Residence before
O 8. COUNTY a. STATE . b. COUNTY admission)
o Iliinois Madison
% b. €ITY (If ourside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CITY Inside Limits
frr} OR . ' OR
3 owngt, Louis Children's 23 days fowN  Edwardsville Yes O No U
<. FULL NAME OF (If NOT in hospital, give location} inside Limits d. STREET {If outside, give |ocation) Reside on Farm
- E HOSPITAL OR ' v ADDRESS v
< INSTHUMION _St, Louis Children's |™0D MO 741 Troy Road «0 NoDO
3. (P;AME OF DE)CEASED First Middle Last 4, DagE Month Day Year
ype or print
Paulyt Mat thew Grant DEATH 2~ 25 61
5. SEX 6. COLOR OR RACE 7. Married [1  Never Married 8% 18. DATE OF BIRTH | 9. AGE (st birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
ma 1e Whi te Widowed [] Divorced [J 12 31 60 ths | Days Hours Ain.
10a. USUAL OCCUPATION (Give kind of werk done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
' during most of working Jife, even if retired) -
: ofsfals none Highland Illinois USA
: 13s. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
'
T Paul Grant ilts none
i 15, WAS DECEASED EVER 1IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT Address
s {Yes, no, or unknown) | {If yes, give war or dates of service)
. I _ none Mary Ritter 500 § Kingﬂh%
: — 18. CAUSE OF DEATH (Enlet only one causs per line for {a), (b), and (c). TERVAL ‘BETWEEN
E PART |. DEATH WAS CAUSED B QNSET AND DEATH
s 2 IMMEDIATE CAUSE {a) rdiac_ptres”
'
2 3
k! a Conditions, if any, DUE TO (b) 2 >
' 5 which gave rise to
|z sbove cause (a),
= stating the under-
) lying causa last. DUE TO {c)
‘ z PART 1. OTHER SIGNIFICANT CONDITI® 3 10, esE?nal PART [It, If decsased was femasle was
} g diseass condition given in PART )/&e there a pregnancy in last 90 days.
T § I 0 Yes I O No | [3 Unknown
E 19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of Injury in PART | or PART II of item 18.)
= PERFQ D? O | u | . ‘
v YESB NO[J
-t
& | "20c, THAE OF  Hour  Month, Day, Year
a INJURY am.
g p.m. .
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 206, CITY, TOWN, OR LCCATION COUNTY STATE
WHILE AT WORK [ farm, factory, straat, office bidg., et.)
NOT WHILE AT WORK [J
[a]
R hy .
é 21. | attended the deceased from 1 "2- 6] i0—2—-—25;6-l—!nd last saw h:-: alive o
a 10-35 A"} m on the date stated abave, and 1o the best of my knowledge, from the causes stated.
-
2" . 2b. ADDRE [2Z<. DAT
o] + 5 (Deg’r_ee D] j 35 ATE SIGNED
T - -
T - - ra
2 y il Zic. NA OF CEMETERY OR CREMATORY 23d. LQCATION {City, town, or county) {State)
o] a i fos N
z s V‘l’"t?g'z’f /7 G e Cemareve 4 YA E
= < ADDRESS 25. DFE corzv Lp‘iggis %Gf?l's ]
o] - / : b
= @ /MW -, hr, 8 7 g il
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STATEMENT BY LIC‘:'ENSED EMBALMER

~
Y

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

or by _)’Lu){_ Student Embalmer No.

working under my personal supervision.

Student Signed /() m/g /’”—M e

Signature of Student Embalmer

" A
- e =2 e Licensed Embalmer No. i)

P. O. Address %’4“". h’Lg
4

Noie: The above MUST BE SIGNED BY THE UCENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). Y
. . If embalmed by a STUDENT, he also shall sign in his OWN handwriting,
‘If this body is not embalined, fact should be so stated above.




