MISSCURI DIVISION OF HEALTH — STANDARD CERTIFICATE, OF DEATH §63-025919

DEPARTMENT OF PUBLIC HEALTH AND WELFAR 1 s 0 STATE FILE NUMBER
Registration District No. ___..___ S =0 ¥ Primary Registration Diuﬂd No. _.-,_..-,__..-._Regmur‘l No. -,_ﬁa -__5 :

Pl ~ . 2. USUAL RESIDENCE (Where decessed Trved. 17 Tratiurion: Revidence before
a. COUNTY - | e stae Mo, b. COUNTY sdmission)

DO NOT WRITE
ON THIS.STUB _ AMENDED

VS§ 300
Rev. 4/ 59

b. CITY (if outside corporate limits, giva TOWNSHIP only) Length of stay in 1b ¢, -CITY Inside. Limits

TOWN 5t. Louils .. 26 Yrs., |I". - TOWN St. Loui.s Yol No O]

c. FULL NAME OF {If NOT in hoapital, give locatiol inside Limit d. STREEY i i 1 i
PULLNAME O { pi [ ion) nsi imits ADEEL s {If cutside, give location) Reside on Farm

INSTITUTION Bethesda Hosp. Yes B Ne D - 2720 Hereford Yas O No I

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaor
: F

{Type or print) [s]
LENA E, GRIEB PEAM  June 12, 196

5. SEX 6. COLOR OR RACE 7. Married B8 MNever ‘Married [ [8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER ] YEAR IF UNDER 24 HR

white Widowed [] oworced 0 | 2/8 /08 55 MmmTl’om Hours | Min.

T0a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| t1. BIRTHPLACE {City and state or country} | 12. CITIZEN OF WHAT COUNTRY

“HE G SWwE g " v rored . Home : Missouri : USA

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

Sam Black ‘ Fmmarette Mulberry Cecil Grieb ,
15, WAS DECEASED EVER.N U.S. ARMED FORCES? 16 17. INFORMANT Address
O o vknown)| UF yes, give war o dates of serv Cecil Grieb, 2720 Hereford,St.Loui
18. CAUSE OF DEATH (Enter only une cause per t.n.W INTERVAL BETWEEN
PAR ONSET DEATH

T 1, DEATH WAS CAUSED BY: CLWM
_ IMMEDIATE CAUSE (a} CW/@*# WM : Mﬁ/@)

KTE AMENDED

AT a1l |

DOCUMENT

which gave rite fo
sbove causs (8},
stating the under-

Iying ® cause  last. DUE TO (¢} A (7Y D f seast 7 yea/‘j

PART . OTHER SIGNI.FICANT CONDITIGNS CONTRIBUTING TO DEATH but net related to the dermin PART (11, tf. deceased wal female was
’ disease condition given in PA) (a)‘I . M thete a pregnancy in last 90 days.
. . M(M mm ! O Yes Iﬂ No I O Unknown

] !
19. WAS AUTOPSY | 20a. ACCI‘:lI)ENT SUI%DE HOMEI|CIDE 20b. DESCRIBE HOW INJURY 0; RIFD. (Enter nature of injury in PART | or ‘PART Il of item 18.)
RFO ’

l'!.MED'?a 3 x

INSTEAD OF

Conditions, if any,] DUE TO (b}

YES[J NO

Z0c, TIWME OF  Heul  Month, Day, Year |
INJURY am.
pam,

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bldg., efc.)
- NOT WHILE AT WORK [

21. | attended the deceased fronM‘_‘-f—é—. Mﬂnd last uw_h._allve oy\m

Death occurred at. 9 : 30 P -M r m on the date llaied sbove, and to:the bext of my knowledge, from the causes nlfed

E llson MD 520 he fop dur e G

23b. DATE 23c. NAME OF CEMETERY OR CREMATORY "23d, LOCATION (City, fown, or county} . # (Stale) _:

6/15/63 Herculéneun Herculaheum, Mo.

Hemoval , -
25, ECD. BY LOCAL REG 26, TRAR SIGNJTURE y
SL2iehiTn, 2301 Lafayeste, TR 1565 | Soad.riille . 17.0-

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NOQ.




. . " STATEMENT BY UICENSED EMBALMER

AR

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

i Ty A T 1 ~. 7

or by _ . Student Embalmer No.

L8

working under my personal supervision, !

Student.

Signature of Student Embalmer

. H N K ' .
B .-1:,.—. AN Ltend - _,.«-..

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 shalt_sign_in_his OWN handwrmng -7 : L,

"If this body is’not embalmed} fact- should be 0 stated above. -7 LT}

oo




