DO NOT WRITE
ON THIS 5TUB

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Registration District No, ___.______
AMENDED

DEPARTMENT OF PUBLIC HEALTH AND W!LF’ARBS ] 8

STATE FILE NUMBER

V5 300
Rev. 4/59

—

a._COUNTY

T Fircciorochil JAN 27 1963

2. USUAL RESIDENCE (Where deceased lived.
a. STATE b. COUNTY

If institution: Residence before

Missouri sdmission)

R
TOWN

b. C(!)TY {If outside corporate limits, give TOWNSHIP only)

‘St.Louis

Length of atay in 1b

e CHY
OR
TOWN

Inside Limits

St.louis Ye: G No O

HOSPITAL O
INSTITUTION

€. FULL NAME %f- {1f NOT in hospltal, give location)

DOA City Hesp

Insicle Limir

Yep No 1

d. STREET
ADDRESS

Resicle on Farm

Yes [ Nuﬁ

{If outsids, give locstion)

3025 Henrietta

}qms AMENDED

Ol oIN|| v &l | N

3. NAME OF DECEASED
{Type cr print)

First

Arthur

Middle
Joseph

Malone

Last 4, D(;;I’E Month Day Year

DEATH | Jan. _211963

5. SEX

Male

6. COLOR OR RACE

White

7. Married [J
Widowed [

Never Married ok
Divorced []

If UNDER 24 HR
Hours Min.

AGE [lewt birthday) | IF UNDER 1 YEAR

6? Months

8. DATE OF BIRTH | *-
k Days

Jan.1,189

10a, USUAL OCCUPATION (Give kind of work done
during most of worklngd.lfe wei ¥ reﬂrad)

10b. KIND OF BUSINESS QR INDUSTRY[ 11,

13a. FATHER'S NAME
Thomas J. Malone

Tib. MOTHER'S MAIDEN NAME
Mathilda Link

12. CITIZEN OF WHAT COUNTRY

USA

4. NAME OF HUSBAND OR-WIFE

BIRTHPLACE (City and state or countty).

| St.Llouis M

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

7. INFORMANT

Address

(Yes, no, or unknown} l {If yos, give war or dates of serv

I8, CAUSE OF DEATH (Entar cnly one causs per line o (2], {B

Lillian Staetter 3000 Park

INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

ONSET AND DEATH

Q
DOCUMENT

Conditions, if any,
which gava rise to
above caune [3),
stating the under-
fying cause law. DUE 1O {¢)

PART 1). OTHER SIGNIFICANT CONDH’IONS CONTRIBUTING TO DEATH but not relsted to .the terminal
disease condition givan in PART’) (a)

19. WAS AUTOPSY{ 20a. ACCIDENT  SVICIDE  HOMICIDE
penromhfom a o [m]

DUE 70 (b}

PART il 1f decomad wss female wes
there a pregnancy in last 90 days.

]Tj Yes l 1 Ne 0 Unknown
njury in PART | or PART Il of item 1B.)

20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of
YES O]

-20c. TIME OF
INJURY

Hour  Month, Day, Yesr

a.m.
p.m.

20d. INJURY OCCURRED 208. PLACE OF INJURY (e.g., in or about home,
WHILE AT WORK [ farm, factory, siteet, office bidg., etc.)
NOT WHILE AT WORK-OJ . -

7ZA
] ,{ik‘

238 NAME ?CEHETERYA OR CREMATORY
ark 1L

-\ )¢ —
25. DATE RECD. BY LOCAL REG.

JAN 7 1963

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
{NSTEAD CF

MEDICAL CERTIFICATION

20f. CITY, TOWN, OR LOCATION

-

d from and last uw:?:“ alive on

ded the d
m on the date stated above, and to the bast of my knowledge, from the causes stated.
o i

Vo gl 1T
BJ& 23d. LOCATIONT(CirA_town, ar county) (Sifte) ;

St,Louis Cty Mo

occurred at_

{Degres ar,
Clppnn,
b. DATE

Jan.8,63

ADDRESS

3125 Lafayette

USE BLACK INK
OR
TYPEWRITER RIBBON

§HOULD READ

LREMATION,
L {Specify)
Removal
. FUNERAL DIRECTOR

E.J.Schnur

ITEM NO.




t

STATEMENT. BY LICENSED EMBALMER

1 liereBy cerfify that the body whose name is recorded on the reVer§e side of this ceriiﬁcaié was emballlmed. by me,

A

or by —- - i ‘Student Embalmer No. .‘

L . . "

;working under my.personal supervision. . .- )
Signed O

!
Student.

Sian n o",fo.:J_Az bal

Lic’en.se:il :émbalmer No

p. O. Address. ?/ jﬁf

Nofe: The- above -MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDWRITING (Fallure 16, comply
with the above constitutes grounds for revocation-of- license)..

. If -émbalmed by a STUDENT, he also shall sign in his OWN handwrmng

I this body is:not embalmed fact should” be so stated above. )

. i
. R T
ey - UL [ A




