MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH H63-029963

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

1003 N STATE FILE NUMBER

. — . P " t L. - bl

DO NOT WRITE NDED Regintration District No, H,__..-._.._sig_l‘nmary Reglistration District No. _ .l d____Registrar’s No. _-.802_4--

ON THIS STUB AME T = - -
F,Hm_b_fgﬁﬂ 2. USUAL RESIDENCE (Where deceased lived. (1 insifution: Residence before

. COUNTY . . : i
VS 300 a a. STATE Mo b COUNIY st.Louis admission)
Rev. 4/59

b. C‘I;;Y (If outsida corporate lImirs, give TOWNSHIP anly) Length of stay in 1b e Cily ' $- Inside Limits

TOWN st Touis 32 Years oW Wellston e & Nol

. FULL NAME OF (I NOT in hospitel, give locetion) Inside Limin d. STREEY {4 ocuniide, give location) Resida on Form
HOSPITAL DR ADDRESS

INSTIUTION  St,John's Hospital il Sde 6473 Moll Place Yo O No IO
. NAME OF DECEASED First Middie 4, DATE Month Day Year

(Type or prini) 01yﬂe Blaine Gillman T DngH Au.g'ust 6.1963

5. SEX 6. COLOR OR RACE 7. Married T Mever Married [J [8. DATE OF BIRTH | ?- AGE [las binhday} | IF UNDER 1 YEAR | IF UNDER 24 HR

¥ale H'hite Widowed [] Divorced [] 4/2/19% 57 Months | Days Hours Min.

10a. USUAL OCCUPATION [Give kind of work dana | 10b. KIND OF BUSINESS OCWTR\' 1. BIRTHPLACE {City and stare or country) | 12. CiTIZEN OF WHAT CO
gurmg 03t of 8{;9 life, aven If retired) Bi-State De'!elopment Granby’r,lisso"ri U.S he

13a. FATHER' S NA.ME 12b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Charles Gillman May Johnson Lela Marie Gillman

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

(Yﬁbno, ar unknown) ’(If yes, Q'Nso\ﬁler or dates of servi Mrs Clyde, B.Gills 6473 Moll Place

18. CAUSE OF DEATH {Enter only one cause per line tar . INTERVAL BETWEEN
PART |, DEATH WAS CALUSED BY: CNSET AN

IMMEDIATE CAUSE (e)

DATE AMENDED

DOCUMENT

Conditlons, 1f any, DUE 10 (b)
which gave rise to

sbove cause {a), 3 3
i h dar- z
:;::‘ann clweuwlc::. DUE TO (¢} %

PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not relaled to the terminal PART LI). 1f decaasad was femals w.
disease condition given in PART | (a) there a pragnanty in last 90 day

ll___]Yesl O Ne I O Unknown

7. WAS AUJIPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of sniury in PART | or PART Il of item 16.)
PERFORMED? O [m)
NO O

X

YES
20c. TIME OF Hour Manth, Day, Year
INIURY a.m.
p.m.

20d. INJURY OCCURRED 20a. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factary, street, office bidg., etc.)

0
NOT WHILE AT WORK ]
21. | atended the deceased from 7-31-63 8- -63
Death gcoyriad at /aﬂ 3 m on the dste ntated above, and to the best of my knowledge, from the causes stated.

222. 8 { TURE (Degree 22b. ADDRESS 22¢. DATE SIGNED
"7:5,400(-/ VM /&Vb 100 North Euclid, St. Louis, Mo | 8-6-63

27a, BURIAL, CREMATICN, | 21b. DATE 23<. NAME OF CEMETERY OR CREMATORY 23d. I\OCATION {City, town, or county] (Stare)
REMCVAL (Specify)

Removal | _8/9/63 Memorial Park Cemetery St.Louis Co,Migsouri

24. FUNERAL DIRECTOR ADORESS 25. DATE RECD._B'I’ LOCAL REG. 26, REGL R'S SIGNAT :
Alexander & Sons 6175 Delmar Blvd AUG 7 1963 ﬁz }M /7pt

[Licensad Embaimer's Statamant on Reverss Side}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

and [ast taw m,ﬂin of

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




Dr Francis: P.Ndsh
. 100 No.Euclid Ave
“UESTTi4031.

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______

waorking under my personal supervision. Q /%
Student i : Signed t)/ /ﬂﬂm

Signaturs of Student Embaimer

Licensed Embaimer No.

r

=. = P.O. Address_. r
_ o R
Note: The above MUST BE SIGNED BY THE I.ICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply
with the above constitutes_grounds for revocation of license).
*If embalried by a STUDENT, he also shall sign in his OWN handwriting.

Lii Ihls body is not emba!med fact should be so stated above.

e T, AL T L R




