MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 53—0384’?9

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

Regiatration Diatrict N Registration Disiri ﬁ \ ﬂ\ Z STATE FILE NUMBER
DO NOT WRITE AMENDED egistration District No. __ rimary Registration District No. A i Registrar's N, __ 7> _
ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befors
a. COUNTY ST— LO uts a. STATE MO b. COUNTY S T LO Uuls sdmiasion)
. . .
b. C‘IJ'Il'IY {If outside carparate limits, give TOWNSHIP only) Length of stay in 1b <. COITY Inside Limits
R
1own R1ICHMONO HEIGHTS 10 pavs own UniversiTy CuTy Yes B No O

c. FULL NAME OF (If NOT in hospital, give lacatiaon} Inside Limits d. STREET {1} autslde, giva lacatian) Reside on Farm
HOSPITAL OR ADDRESS

wstmimion ST, Mamry's Hose, Yes {) No [ 7674 Dermar BLvD, [YsDO Mo

VS 300
Rev. 4/59

DATE AMENDED

. NAME OF ]DicEASED First Middla - Last 4, DATE Month Day Year
{Type or print CHARLES. c. SPEED DEATH 9/3/63

5. SEX 6. COLOR OR RACE 7. Morried ] Never Morrisd [ 18. DATE OF BIRTH | ¥ AGE {lmst hirthday) |IF UNDER 1 YEAR | IF UNDER 24 HR

Wi : Months Days Hours Min.
MaLE WHITE idowed [) Oiverceed O | 8 /26,/90 73 YRS. ] |
10a. USUAL OCCUPATION (Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

rin mnn nf worI:an life, evan if retired)
AR R PrinTiNg Bus, St. Louts, Mo, USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Joun H. SPEED MaMie CONNORS JANE BODENMILLER SPEED
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address

(Ye.N-nEn),or unknown)l(lfvua,nivewar or datey o 35 JANE SPEED 7614 DELHAR BLVD-

18. CAUSE OF DEATH (Enter only one causa INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: - i g . onssr AND EEATH
IMMEDIATE CAUSE (o) aﬂ-"ﬂ‘”’ CE_ AL D

DOCUMENT

. ' " "
Conditions, if any, DUE TO (b) W /tb_a_.ﬂ-‘u—-! M cQM

wa:,id: gave riﬂ(f;)
abowve cause a). t . .

! oue (4], ,5 &A—%
Iying " cavselust. DUE 1O (c) M—b"v‘mo WJ\ Abas oo '4” /""442‘“‘

T
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PARY 111, 3  deceased was female was
disesse condition given in PART | (a) there & pragnancy in last 90 days.

IDve.I EINolDUnknm

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. {Enter neture of injury in PART | or PART 11 of irem 18.)
PERFORMED? L a 0 m]
YES [] NO

20c. TIME OF Hour Monih, Day, Year
INJURY am. )
P
20d. INJURY QCCURRED 20s. PLACE OF INJURY {e.g., in or abou! home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, fectory, street, office bidg., ex.)
NOT WHILE AT WORK O

¥4
. | attended the deceased ffom_%ﬂ l: I ?b 3 10M% last naw h|m0|l\r! on W 3 £ ? G 3

é s r A- m on ths date stated sbove, and to the best of my knowledge, from the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death oceurred at.

Fru ar tifle) M L& 2; :}DDRﬁD W . ; bg‘u\ r 22& .[:A-'I'SE .S-IZQED

23a. BURIAL, 73b.DATE 7 [23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cify, town, or county) [S1ate)

REMOVAL ™ | 9/6/63 CALVARY St. Louts, Mo,
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. M E SéGyATURE .
E.J.ScHNUR 3125 LAFAYETTE 7«3—/@3 ’2""

on Reverwe Side) /

USE BLACK INK
OR

TYPEWRITER RIBBON

SHOQULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that thelbodv whose ‘name is recarded an’the reverse side of this certificate was embalmed by me,

or by . Student balmer No.

" working under my personal supervision, o \
Student Sngned ( OM

Signature of Student Embalmer ~ . (‘/,S -5
_ ’ ] Licensed Embal No \L’S

\u @

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER: in hls OWN HANDWR?TING (Failure to comply
with the above constitutes grounds for-revocation of license), T R S I
If embalmed by a STUDENT, he also shall sign in his OWN handwnlmg
e If lrn_.r, body js notjembalmed, fact should be so' stated above.

P 0. Addressf

TV Yy




