AISSOURI DIVISION OF HEALYH —

ARTMENT OF PUBLIC HEALTH AND WELFAREK

AMENDED

DATE AMENDED

Regisiration District No.

DARD CERTIFICATE OF DEATH

~Frimary Registration District No. _1_003_Reglsfflr ‘s No.

—-62-008050

1922

STATE FILE NUMBER

. PLACE OF DEATH

a. COUNTY

2. USUAL RESIDENCE (Where deceased lived.

a. STATE ]:Ll:anis b. COUNTY

If institution:

Madison

Residenca before
admission)

b. CITY {If outside corporste limits, give TOWNSHIP only}

Stl.Louis

TOWN

Length of stay in 1b

<. CITY
OR
TOWN

Wood River

Inzide Limits

Yes B No [

c. FULL NAME OF (If NOT in hospital, give location)

Deaconess Hospital

HOSPITAL ©
INSTI'I’UTION

trside Limits

Yez Ex, No [

d. STREET
ADDRESS

{If cutside,

150 Soe 9th St.

give location)

Reside on Farm

Yes [J Mo m

INSTEAD OF

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

SHOULD READ

ITEM NO.

BY AFFIDAVIT OF

3. NAME OF DECEASED

{Type or print)

First

Carl

Middle

Mo

4, DATE
OF
DEATH

Month

February 1,

Day

Year

1962

5. SEX

Male

é.

White

COLOR OR RACE

Never Married [
Divorced [J

7. Married X3
Widowed [J

8. DATE OF BIRTH

1/9/1895

9. AGE (last birthday)

67

IF_ UNDER ) YEAR

IF UNDER 24 HR

Months Days

Hours Min.

10a. USUAL OCCUPATION

eneral

Give kind of work done

érmg most of workmg life, even if refired)
Foreman :

10b. KIND GF BUSINESS QR INDUSTRY

Standard 0il Co.

I

Elkton,

BIRTHPLACE (City and state or country)

I1le

12. CITIZEN OF

UsSe

WHAT COUNTRY

132. FATHER'S NAME

Matthew Fox

13b. MOTHER’S MAIDEN NAME

Eliza Bledsoe

14. NAME OF

HUSBAND OR WIFE

Hazel

15, WAS DECEASED EVER IN U.S. ARMED FORCES?

(Yes, gp, or unknown)| (If yes, gi r gr dates of servics)
Yes. | T

16. SOCIAL SECURITY NO.

INFORMANT

Mrse.Carl

17.

Fox,

Address

Wood River,I1ll,.

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only vne cause per line for
DEATH WAS CAUSED BY:

lMMEDIATE CAUSE (a)

PART |I.

Conditions, if a

which gave rise to
above cauae
stating the under-
lying cause

8),

last.

W&c Lilelinl

INTERVAL BETWEEN
OMSET; AND DEATH

o e

ﬂ;[m, 52: o

214

DUE 10 (¢} 771,&%[ dgafwi.d. MME@#WM

c

PART 1.

-

OTHER SIGNIFICANf CONDITIONS CONTRIBUTING TO DEATH but nat
disease condition given in PART I ( } .

MM&M\L

L8 taic.

19. WAS AUTOPSY
PERFORMED?
YES[] NO

/20a. ACCBENT

SUICIDE
W]

HOMICIDE
a

0., q
20b. D}‘SCRIBE HWNJU

lated to

PART

T IRAL

Ut 1f  decensed

N\ there & pregnancy in last 90 days.

was  female was

O Yes

IDND

l O Unknown

2
CURRED. {Entg¢ nature of injury in PARY | or PART Il of item 18.)

TGed X

Houl
a.m.
p.m,

20c. TIME OF
INJURY

Month, Day, Year I

20d. INJURY OCCURRED
WHILE AT WORK

NOT WHILE AT WORK (J

20e, PLACE OF INJURY (e.g., in cr about home,
farm, fuctury, straet, office bidg., etc.)

7

e

20f. CITY, TOWN, OR LOCATION

CQUNTY

STATE

2,

Death otcurred *

I antended the doceu'!d fram

ra/lﬂ/é t

-L;O mn

‘2"_ nd last

m on the date stated above, an

thc

of my Imowledga, from the causes :tlfed

22 NAI’URE

CREMATION
MMV AL {Specify}

val

Le_ 4. /.Z ) 62;02’

2c. MAME BF CEMETERY OR CREMATORY

Upper Alton Cemetery

ATE

17-62

.

720034

%A@

2‘2:. DATE SIGNED

o?/fré p—

-/

T3d. LOCATION [City, tawn ﬂcoumy)

Altm, I].l.

“[5ta1€)

24 FUNERAL DIRECTOR

Albert H.Hoppe,Inc.,4700 Washington Blvd

ADDRESS

25. DATE RECD. BY LOCAL REE

FEB 15 196

/

b (fa VI

256. REGISTRARS SIGNAJURE

y *
__-’_l_.l ‘ ;&

A



-t .

-\

STATEMENT BY LICENSED EMBALMER

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

or by . Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embalmer '

Licensed Embalmer No ‘;/'5'/5?5

P. O. Address M n@w

Note: 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.

If this body is not embalmed, fact should be so stated above.

. -t . T .. : ) _._’_

(3 L *




