MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH E63?026141

DEPARTMENT OF PUBLIC HEALTH AND WELFAREK 1003 01& STATE FILE NUNBER
DO NOT WRITE AMENDED Regittration Digtrict No rimary Regirtration District No. - —-Registrar's Noj- ____!?_ _________

ON THIS 5TUB

1. PLACE OF DEATH - 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
a. COUNTY a. STATE b. COUNTY admisnion)
Misgourd

b. CITY (If outside carporate limits, give TOWNSHIP anly) Length of stay in 1b . CITY Inside Limirs
OR

TO‘:FN ST. wUIs’ Mo. TOWN St.]-lou_iﬂ YGIE No [0

& FULL NAME 0F {If NOT in hospital, give tocation) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL O ADDRESS

INSTITUTION ST. LOUIS CITY HOSP. #1 Yes (¥ No[J SR78 Cal } Yos O No<{g

3. HAME OF DECEASED First Middle Last d. Dén'lE Month Day Year
F

(Type or print} i
ADA Bell Me GUIRE DEATH T 2

5. SEX 6. COLOR GR RACE 7. Married [1 Never Married [J [0. DATE OF BIRTH | ¥- AGE (last binthday) | IF UNDER 1 YEAR [ IF UNDER 24 HR

Female White Widowed [ Diveorced O 9 /B /188h 76 Months I Days | Houn i Min.

10a. USUAL OCCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during mgat of warki ife, even if retired)
us e At Home Texes - U Se

VS 300
Rev. 4/59

AMENDED

i3s, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

John ¥illiam Morgan Mattie Hill James AMcGuire

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Address

{Yes, “;bor unknown) | {If yes, pgive wer or dates of serv| Deranda GBBEO]A 58 78 Ca.ba.nne &Ve .
—— »
16. CAUSA OF DEATH [Enter only one cause per line for (8}, (b}, and (c]. INTERVAL BETWEEN

ART | DEATH WAS CAUSED BY: i ONSET AND DEATH
IMMEDIATE CAUSE [p) WMMM GLLAL/ ;J {2~

DOCUMENT

Conditions, if any, BUE TO (b).

O‘L?Wwv
wbl:‘ich gave rise f;:l !
i e wnder L-,l-q /A
lying cause last. DUE TO {¢)

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1. If deceased was female wan
disease condition given in PART | (a) thara a pregn?cy in last 90 days,

M{ L\../O-:J;/’-L ' O Yes | gNn r[j Unknown|

SUICDHJE HOMD|CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART Il of itam 18,)

N

I

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

X

PERF
YES

20c. TIME OF Howr Month, Day, Year \_\'
INJURY a.m.
B,

20d. INJURY QCCURRED 20m. PLACE OF INJURY [e.g., in or abou! home, | 20f. CITY, TOWN, OR LOCATICN COUNTY
WHILE AT WORK [J farm, factory, strest, office bidg., erc.)
NOT WHILE AT WORK O

21. | attended the deceased from__w%g——, ta 772/63 and leyt saw nf,:, slive on 7'/2_'/63

Daath occurrnd n! m on the date stated above, and to the best of my knowledge, from the causes atated.

27a. SIGNAT, / {Degree or title) 22b, ADDRESS 22c. DATE SIGNED
/ W (V &M hb 1515 LAFAYETTE AVE. 1/2/63

23a. BURLAL, CREMATION, | 23b, DATE . - ["T3c. NAME QOF CEMETERY OR CREMATORY 23d. LOCATICN (City, town, or county) (S1ata)
l?EMOVM__(Specify]

Burigl: | 7=6=63 Calvary Cemetery St.Lo%f: oE‘
24, FUNERAL DIRECTOR ADDRES! 25, TE RECD. BY LOCAL REG. |24, RE AR'S
Alvert H.Hoppe,Inc.,4700 Washington Blwvd Jm— g 1363 7% /7.2

[Licansad Embalmer’y Statement on Reverss Side)

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER 'RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby ceriify that the body whose name is recorded on the reverse side of this certificate was embatme

or by : Student Embalmer No.

working under my personal supervision.

-
Student Signed (%_3 w wJM

Signatura of Stuedent Embalmar —
Licensed Embalmer No. 3 5\ 7—5

o Ty ZPoO Addresg, /W 661-'\»—‘472/«:)

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply
with the above constitutes grounds for revaocation of license).
If embalmed by a STUDENT, he ‘dlsoshall sign in his OWN handwriting.
If this body is not embalmed, fact 5hou1d be S0 stared above.
B I R PR S




