MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-009396
DEPARTMENT OF PUBLIC HEALTH AND WELFA 003
DO NOT WRITE Rgimdﬁon District No. m_inmary Registration District NJ'.-_______ ——. Registrar’s No. _135_1._ STATE FILE NUMBER

ON THIS STUB amenoes H)

1. PLACE OFDEATN - 2. USUAL RESIDENCE (Where dec_eaud lived. If_ institution: Residence before

a. COUNTY a. STATE M1 t COUNTY g I { EEiulon)

b. CITY (If autside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CITY County MU Insicte Limits
?

B St, Louis, Mo. 25 Min. T°"f"aqt1e Point St Ya @ No D

<. FULL NAME OF {If NOT in howpital, give location) Inside Limits d. STREET {I¥ cuiside, give location) Reside on Farm
HOSPITAL ADDRESS

'"S‘E’“i‘:buis Children's Hosp |YXKNO 10424 BRaron Drive Yo O No X
3. NAME OF DECEASED First Middle - Last 4, DATE Month Day Year

(Type or print) OF
John Walter Siadek DEATH 2-6-63
5. SEX 6. COLOR OR RACE 7. Married [1 Mever Marrie@d [8. DATE OF RIRTH | ¥ AGE {last birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR

Male White “Widowed [ Divorced [] 7 31 55 7 Momhsl Days Howrs Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAY COUNTRY
during most of working life, even If retired) i .
N { U.S.A.

one pne |
13a. FATHER'S NAME . - 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

, Edith Boatwright
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. .
(Yes, no, or tnknown) I{If yes, give war or dates o

VS5 300
Rev. 4/59

DATE AMENDED

W

1]

Alice Trowbridge,500 S.Ki
18. CAUSE OF DEATH (Enter only one cause

. IN
PART 1. DEATH WAS CAUSED BY:; QNIET AND DEATH

IMMEDIATE CAUSE - (a) Brmyﬁ-\-oﬂ_ﬁtd% '&LL:‘Anfb;h. \.&¢

npuignylA pueTo v __(Mjave cq&\n&q
jf;’-:‘;g & DUE TO (c)_cm_a_ﬂfl c\'h. ?5? /

1. OfHER Sla CANT - CONDITIONS CONTRIBUTING TOWDEATH but .not f!lﬂ'ld to - The terminal -PART {Il. I1f decoased was female was

o

DOCUMENT.

disease co dm given in PART | (a) there a pregnancy in last 90 days.

'-y/ -, ]I'_']YeLIDNnIDUntnuwn
19. WAS AUTOPSY |7 20a. A'CCIDEN? SUICDIDE HOMDICH)E 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in PART 1 or PART |} &f item 18.)
PERFORMED ’ N '
YES [1 NO

20¢. TIME OF Hour Month, Day, Year
INJURY a.m. " :
p.m.

20d. INJURY OCCURRED - 20e. FLACE OF INJURY (e.g,, in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bldg., etc.) . B
NOT WHILE AT WORK.T] :

2. 1a ded the d o from. h___b___‘}_._.—. &_‘.‘__and last uwmnliw m_‘&u}—___

Dasth occurred at... l ‘ __m on the date stated sbove, and to the best of my knowledge, from the causes stated.

Z2a. SIGNATURE (Degree or fitle) . 27b. ADDRESS Qo WOeEl DA, vt . DATE SIGNED
1 M} Fl\oﬂ. s.se-.x, MisSouw,y l

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) - (anh)

R moval” 2-9-63 Memorial St. Louis County, Mo.
24. FUNERAL DIRECTOR ADDRESS ] 25, DATE RECD. BY LOCAL y 26 P RAR'S/BIGN, IRE
Albert He Hoppe Inc., L700 Bashington, Bivd. FEB 7 oo M e 4

.
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MEDICAL CERTIFIEANQN

USE BLACK INK
OR
TYPEWRITER RIBBON -
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT . 8Y LICENSED EMBALMER .

| 'h'e}éby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by .- - : : =, Student Embalmer No. :
' o

working under my personal supervision.

Student . i Signed

Signature of Student Embalmer .
oS,

. i_ii:ensed émbalﬁeriﬂo, Yo T2

P. O. Address_C w a(

LY

gf_ °< e
Note; The above. MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cofmply
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.




