MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

OEFPARTMENT OF PUBLIC HEALTH AND WELFAR 18 .
DO NOT W'IITI . ) - Registration District Ne, _________ % # W¥ Primary Registration District No."Z__Z_"7 7. ____Registrar’s No.

ON THIS STUB e iS5 19683

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where decased [ived. If irstitution: Residence before

a. COUNTY a. STATE Te xas b. COUNTY Harr.ison admission)
b. CITY {If outside corporate limits, give FOWNSHIP only) Length of stay in 1B ¢, CITY Inside Limits

TOWN 3t, Louis rgvnm Houston Yor (X Ne O

¢. FULL NAME OF {If NOT in hospital, give location) inside Limirs d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

institution Park Lane Yes 0 No O 89 m Ant anga Dr Yes O Ny
3. I_:AME OF DECEASED First Middle Lasr . 4. DggE Month Day
{Typa or prm'l) Qrpha A - }1 I,[eyer DEATH NOV a 3 » 1963

5. SEX 6. COLOR OR RACE 7. Married ]  Never Married [ [B. DATE OF BIRTH | % AGE (last birthday) [ IF UNDER 1 YEAR IF UNDER 24 HR

Female White wiewsd O oworeed 0 1] /11 /1908 55 (Mo P [ Hen ] Min

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

duringﬁngii:fsvgwig ilé, even if retired) ) I 1 liﬁOj,B . S . A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 1a. NAME OF HUSBAND OR WIFE

G, C. Crawford Mary Knepper Kenneth E, Mever

15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Addres

[Yes, no, or unknown)l {If yes, give war or dates o K-Bnne th E Meyer Hous t on Te xas
No .. L

18. CAUSE OF DEATH {Enter only one cavie p

7 INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: f gi 2 ONSET AND DFATH
IMMEDIATE CAUSE (o) "”@/ 597 4 2 A‘é
Conditions, i any, OUE TO [hy% éMW [W}é"
wbl'::'i:h gave riu( r)o
abave cause {a),
ting tha under. Z%; ~t:¢/‘C? 4¥ 54:9 _/';47,(

Isy"?ng"o cau.scunh:;. OUE 10 (<} /‘ﬂ WM Mﬁ -l

PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur net relared ro the rerminal ./PART L If decessad was  female  was
disesse condition given in PART I (a) ‘3 thera a pragnancy in {aar 90 days.

ID Yo ] w l 0O Vnknown

+19. WAS AUTOPSY « | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter naturé of injury in PART | or PART I1 of item 18.)
~, PERFORMED? 4@ ., _ ' ] O
YesO NOQ°|.,

20c. TIME OF Hou Month, Day, Year
{NJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20i. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, faclory, strest, office bldg., etc.) ~
NOT WHILE AT WORK [] y /

21. | atiended the de:en {‘— i and (a8t saw h-_allvo OLWL_
Death ocl:urrad at l (] ‘ - LA uMle date stated above. and to the b;;l of my bﬁw edge, from the causes stated

72a. SIGNAYU rew- title} 5.\ . . AD Rm 22: ATE
\7;\”&[/ ¢ Wbty

27a. BURIAL, CREMATION, | 23b. DATE 3. NAME OF CEMETERY OR CREMATOR 23d lQFA}lON (av, ‘m'wn v:ounry] (Slate)
REMOVAL (Specify) .~

Removal Nov.,5,1963 | Chaynesy - B8 — ILL.

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD BY LOCAL REG. | 20. REGI MNATUSE
Burke Fuheral Home- East St.Louis,T1NQY 4 1989 WM Q .
_ . B

(I'.u:emed Embalmer's Statement on Reverse Slde)

STATE FILE NUMBER

VS 300
Rev' 4/59

DATE AMENDED
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MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by

. | .. . .
working under my personal supervision. : '
%' % ‘

Student

Signature of Student Embalmer

Licensed Embalmer No. 2’-!- 21
P.O. Address 88t St,Louis,T11

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.

Note:

!




