MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Registration District No. ___________3.1&?rlmury Ragll ation District No. lm_nkegimar's Na. _EQBSW

A"y
'l FﬁchHemu 9 903 7. USUAL RESIDENCE (Whera decessed lived. [f instifution: Residence before
a. COUNTY a. STATE

DO NOT WRITE
ON THIS STUB AMENDED

V5 300

b. COUNTY adminlon)
.. Rev. 4/59 .| MO,

« b. Cé'll'!\‘ {If outside corporate limits, give TOWNSHIP only) - Length of stey in b - s e CITY e . L Inside Limits

OR "
oW am, TOUIS TOWN  STL.IOUIS Yoo Ne D)

c. FULL NAME OF 3 imj . utsi ive ation, i ar
H%SPITAL o %m g:rbﬁ mNbR inside Limits d :I;RDEREETSSLI_ {If cutside, g location} Resida on Farm .
INSTITUTION. -~ os M) & RUSSELL Yl NeDd 715 PENROSE Yes 3 Mo [K

3. NAME OF DECEASED First Middle Last 4. DATE Month Day
{Type or print)

DATE AMENDED

Year
. . . OF X
THOMAS" P, GRAHAM peatH  JULY 29, 1963
5. SEX 6. COLOR OR RACE 7. Married 0 Never Married [ [8. DATE OF BIRTH 9. AGE (last birthday) |IF UNDER T YEAR | IF UNDER 24 HR

MABE WHITE Widoweﬁ Divorced [ 5-29-88 7_2 Momhll Days | Hours ANin.

10a. USUAL OCCUPATION ([Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY[ 11, BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

REDTRED R ERE" " RETAIL, ______| UNKNOWN IRELAND | U S5 A

132. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND CR WIFE
THOMAS GRAHAM “WINEFRED .-O'NEILL EDNA GRAHAM

15. WAS DECEASED EVER IN LS. ARMED FORCES? A &nCIAl SECTBITY NOY 17. INFORMANT . Address

{Yes. Nov unknown) | [If yes, give war or dates of tervice) OLIVE B MCANUI:TY 4715 PEN-ROSE

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}. {c)- INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: o M ONSET AND DEATH
IMMEDIATE CAUSE (a) \ G ’z-e,&é/
Conditians, if any, DUE TO (b) M&OM M gz iard R 7

which gave rise to

above caute (a),

staring the under-

Clying  cause  last. DUE TO (¢) -—’?&gfz‘d s £

FART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor related to the termina PART 1II. If deceas wa_ female was .
disease condition given in PART | (a) there a préQnancy in last 90 days. *

%?\@ 0 [Ove ] Gine [ O unknown

9. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 70b. DESCRIBE HOW INJURY OCCURRED. {Enfer nature of injury in PART | or PART 11 of item 18.}
PERFORMED? a .
YES[] NO ﬂ

20c. TIME OF Houwr Monith, Day, Year
INJURY a.m, .
p.m.
20d. INJURY OCCURRED 20e. PLACE COF INJURY (eg in or about home, [ 20f. CITY, TOWN, OR LOCATION COUNTY
" WHILE AT WORK [] farm, factory, street, office bldg., etc.) i
NOT WHILE AT WORK
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MEDICAL CERTIFICATION

21. 1 attended the deceased lrﬂm' /é" =z .-f' — él to. ’7 2 ?’d 3 and lost syw ::Fn-‘h“ D"—y} ‘-2 7’é3

Death oceurrad st A( m on the date stated ubove, and 10 the best of my knowledge, from the :aune: stated.

- 2§.SIGNATPRE - 9)0: Z {Degres or title} % 9 2 §f2i' % MM x%.:g::z%

3. BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY / 17(OCM|0N {City, town, or county) {Stete)
X,

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

REMODVAL (Specify)

BURIAL __|AUG, 1,1963| CATVARY CEMBTERY
24, FUNERAL DIRECTOR DDRESS N 25. DATE RECD. BY LOCAL REG.
STROOT CARROLL 4600 NATURAL BRIDGE  JUL 30 1963

Licensed Embalmer's Statement on Reverse Sic!e] o

BY AFFIDAVIT OF

ITEM NO.




7
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.

working under my personal supervision. L,l_) r
Student i 5|gned r\’\’\ d \\ /\- Q-)l

Signature of Student Embalmer
Licensed Embalmer No L/ (Q b b
P. O. Address gi’ ‘ﬁ’G'M m\ 0

Nofe: 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 shall sign in his OWN handwriting. -
If this body is not embalmed, fact should be so stated above.

T




