MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . . [I63=041165

OEPARTMENT OF PUBLIC HEALTH AND WELFA

1003 40 STATE FILE NUMBER
Registration District No. 1_8_}rimary Reglitration District No. " ______________ Registrar’s No. __LO.Z.SO.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased liwed. If institution: Residence before
a. COUNTY a. STATE HiBBO'uri b. COUNTY admission)
b. COITRY (I outslde corporare limits, give TOWNSHIP only] . - | Length of stay in 1b . CI‘IY Inside Limits

TOWN St. Louls 7 0 A TOWNﬂ. Lou:l .. Yeiﬂr Ne [ °

. FULL NAME OF {If NOT in hospiral, give locatign) Inside Limits d. STREET {1f cutside, give lacation) Reside on Farm
HQSPITAL Qi ADORESS

NSTTUTION: q G Philli Hosp. Y (X No [ 5751 Kennerly Yer O No I§

3. NAME OF DECEASED Firat Middle Last 4. DATE Month Day Yeor

{Type or print) ERWIN D ATCHISON DS:“' October 12 1963

5. SEX 4. COLOR OR RACE 7. marrind B Newver Married [ [0, DATE OF BIRTH | - AGE (fasr birthday) | IF UNDER 1 YEAR {F UNDER 24 HR

widowed [ Divereced [J Months | Days Hours Min.
male white 1/1/1898 | 65 years [
10a. USUAL OCCUPATION (Give kind of wark done | 10k, KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE {City and stale or couniry) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)

uffer taxi St Louls,Migssourd Ug S A

ST
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE

_nmimhiann_____ﬂsﬂha_nggr_—_whi son
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14, SOCIAL SECURI NO. 17. INFORMANT Address

(Yes, ﬁ,oor unknown)l {If yes, give war or dates of servi Ellen G. Atcmson 5751 Kemrlx

18. CAUSE OF DEATH (Enter only one causs per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (8} &M’\\ﬂm\s ( 3 < CQJ-W‘G A

Conditions, if any, DUE TQ [b)
which gave risa to

above cause [a),
stating the under- %2& l/
lying c<ause laal. DUE TQ (x) i

PAR] 11, OVHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1Il. [f deceased was femala wa
diseass condition piven in PART | (a) thets & pregnancy in lost 90 days.

]D Yer ] 0O Ne I {J Unknown

19. WAS AUTOPSY | 20a. ACCIDENT 5UICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. {Enter neture of injury In PART | or PART Il of item 18.)
PER ED? [m] O
YES NO O

0. TIME §F Houl  Manih, Doy, Year |
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {a.g., in or sbout home, | 204, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, sirset, office bldg., e}
NOT WHILE AT WORK O

DO NOT WRITE o
ON THIS STUB AMENDE
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OAYE AMENDED

—
Z
wl
=
=)
o
o}
a

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

her .
21. | attended the deceased from VA ,/a o 10 and last saw 4, alive on
—;_l m on the date siated above, end to the best of my knowlsdge, from the caunes stated.

Death accurred at >
220, SJGNATURE p— 22c. DATE SIGNED

S T O |5 Wbl Voot

RIAL, CREMATION, | 23b. DATE ¥ T 1 23¢c. NAME OF CEMETERY OR CREMATORY 23d. LOCATIOM (City, town, of county) {State}

D REMQVALa(ipec-fv) Cal c v 8 Louls Missouri

74. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL_I!EG. 4. REGI ij%. ,”
OCT 15 1963 fg; diiTh O

[Licensed Embalmaer‘'s Statement an Reversa Side}

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.
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-‘STATEME-N'I' 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.

Student

Signature of Student Embalmer

Licensed Embalmer No. (AD j

P. O. Addres
- —— N
Note: 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}. . N
If e'mbalmed‘by a STUDENT, he also.shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
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