MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Registration District No., ___________3_1.8__Fr|murv Registration District No. __1_003___Regmrar *s No.

DO NOT WRITE AMENDED

B63-030465
191

STATE FILE NUMBER

ON THIS STUB

1. DEA

v§ 300 a. COUNTY a. STATE

2. USUAL RESIDENCE {Where deceased lived.

Yo,

LF instinition: Retidence before
- —

Rev, 4/59 b. cg';r {If outside corporate fimits, give TOWNSHIP only)

TOWN St . Lo u i a

c. CITY

ORr
TOWN S-t' N

b. COUNEI 0 |’| Ix’ admission)

——
tnside Limim

Louis Yo O Nofd

Length of stay in 1b
25 YIs.

€. FULL NAME OF {I¥ NOT in hospital, give location)

HOSPITAL Ol

inside Limiry d. STREET
'“”Ww"Homer Phlllips Hosp.

ADDRESS

2856 Union Rlvd.

{If autside, give location) Reside on Farm

Yer [ Nox

DATE AMENDED

vy

Yeld No [d
3. NAME OF DECEASED
{Type or prini)

Firat Middle Lasr

Ha11%al! Hayden (Lottle) Rahsbi]

4. DATE Month Day

| oean July 9, 1963

Year

5. SEX 8. DATE OF BIRTH

11/7/07

6. COLOR OR RACE

W

7. Married ] Never Married [J
Widowed [ Oivorced ﬁ

F

9. AGE (last birthday) ] IF UNDER 1 YEAR
55 Monrths Days

IF UNDER 24 HR
Haours Min.

10a. USUAL OCCUPATION 1.

during ME%

10b. KIND OF BUSINESS OR INDUSTRY
Dellcatessen

Give kind of work dons
working life, even if retired)

oregeeper

BIRTHPLACE ([City and state or country)

Chaffee, Mo,

12. CITIZEN OF WHAT COUNTRY

UISIA.

t3a. FATHER'S NAME

W. R. Hayden

13b. MOTHER'S MAIDEN NAME

Martha Craig

14. NAME OF HUSBAND OR WIFE

Louls Russell

18, WAS DECEASED EVER IN U.5. ARMED FORCES?

16. SOCIAL SECURITY NO, [17. INFORMANY
{Yes, no, or un n} *

Katherine Robinson

Add ’SlgAS%tL lair

18. CAUSE OF DEATH (Enter only one cause per line
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

L L L4 INTERVAL BETWEEN
CINSET AND DEATH

DOCUMENT

Conditions, if any,
which gave rise to
above causa (a),
srating the ynder-
lying  cause last.

DUE 1O (b)

INSTEAD OF

= DUE TO {;

|

iS»ﬁﬁLu*ggzki&wavﬂw&%:

ool

b

PART 1). OTHER SIGNIFICANT CONDITI

1

N ) ] QCONIRIBUTING Tqﬁm bw to the rermma]
* disease condition given in PART_ I {2} - O\CC-\

PART 11, II deceased was  female
there & pregnancy in last 90

2/ [ Yes l'D Neo | E‘,Unknown

W!I

20b. DESCRIBE HOW INJURY OCCURRED

Do

9. WAS[AUTOPSY | 20a, ACCIRENT  SUICIDE  HOMICIDE
PERF D? 0 ]
YEs i\ NO O

n!er nalure of ln]urv in PART | or PART 1l of itemn 18.}

(._t

2c. TIME OF
INJL.IRY?

Month, Day, Year

2-7-¢e2

Hour
a.m.,
p.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

20e. PLACE OF INJURY (e.g.. in or about home,
farm}-ffa-cinry streel, office bidg., efkc.)

LY

204, CITY, TOW

BA .

20d. \NJURY QCCURRED
WHILE AT WORK []
- NOT WHILE AT WORKR

OR LOCATION

oo i

COUNTY

TS

OR

21. | attanded the d d from to.

. Y- [

Death cccurred

and last saw 2::‘ alive on.

m on the date stated above, and to the best of my knowladge, from the causes stated.

USE BLACK INK

22h. ADDRESS

/3d o

22a, SIGNATURE

TYPEWRITER RIBBON

SHOULD READ

Oyl (e

2. DATE SIGNED

778 <63

tDegree or title) @.ﬁw-/
236, DATE Z3c. NAME OF CEMETERY OR CREMATORY
7/12/14/5 Mt. Hope

23a. BURIAL, CREMATION,
REMOVAL (Specify)

23d. LOCATION (Ciry, town, or county}

{State}

Belleville, Illinois

24. FUNERAL DIRECTOR

John.A.Qgonoskl

BY AFFIDAVIT OF

ITEM NO.

101g"Egnnpyiyanis

(LI d Embal on Reverss Side)

E-Z.'i .DAJFL“.CD. inLOC‘iﬂé %E;

i e s




A P Lt
SRS S

XAXKXARXLAX EREXXXXRXE Y

¥

| hereby certify ;I‘-\a'f Ihe‘-_l_sociy

(R B

or by
working un_der njy-pe!'soq_ql" supervision, -

Student

Signature of Swdsm Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure te comply
with the abgye constitutes grounds for revocation of license). _

If eml:‘»almed by a STUDENT, he also shail sign in his OWN handwriting. . .

If this body\i\s\ not embalmed, fact should be so stated above.




