MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ;63-’.’-050384
bAY

DEPARTMENT OF PUSLIC HEALTH AND wn‘.l.nmaj 3
DO NOT WRITE AMENDED Regintration District No. __________= _Primary Regiatration District No. -Lﬁ-a g__neglsmr'- No.

ON THIS STUB EOED1tN3g -

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instinstion: Residence before

a. COUNTY St . Loui B 8. STATE Mo R b. COUNTY g t. Loui g admission)
b. Ccl)tk\f (If outside corporate limits. give TOWNSHILP only) Length of stay in 1b <. CITY Inside Limits

TOWN Hillsedale 37 yr's. own Hilledale Yo B Ne DD

¢. FULL NAME OF (if NOT in hospital, give location) Inside Limit d. STREET 1f outsi i i i
L AME O i imite AR (If outside, give location) Reside on Farm

INSTIUTION 2729 Sixty Ninth Str.|'=E Neg 2129 Sixty Ninth Str|wo nm
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

{Type or print) . OF
WILLYAM ARTHUR SIMON veai Dec. 24, 1963

5. SEX 6. COLOR QR RACE 7. Married [1 Naver Married [fj |8. DATE OF BIRTH | 9 AGE (last birthday] |IF UNDER | YEAR | IF UNDER 24 HR

Male White | <D  owwD | §/27/80 83 il Il

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

MEGBRAR oo e ven feeiedh - 1p vto Body Plant | 8t. Louis, Mo. USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Francis ¥W. Simon Minnie Miller -

15. WAS DECEASED EVER IN U.5. ARMED FORCES 14 SOCLAI SECURITY N 17. INFORMANT Address
(Yes, no, or unknown) | (If yes, glve war or datea of
" Yo |Span 0 Frank Ping 5825a Mardel Ave.

Yes

10. CAUSE OF DEATH (Enter only one ceuss per line for (a), (b}, and [c]. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: QINSET AND DEATH

IMMEDIATE cAUsE 9 UNknown natural causes

STATE FILE NUMBER

V5 300
Rev, 4/59

'ﬂo.?z
2 4oz 7

TDATE AMENDED

DOCUMENT

Cmdh "i.liom, IfI any, DUE TO (b}
whi t:

sbove G:ES':':taf (History of past treatment for harden-
Ning” cose law.) oueto@_ing of the arteries and stroke)

PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but not relsted to the terminal . PART 111 If deceased was female was
disesse condition given in PART 1 (e} there a pregnancy in last 90 days

O Yes | [0 Neo I [ Unknown

'

ey

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMEIlClDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART I or PART [l of item 18.)
O a

PERFORMED?
YES[] NOR

20¢. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION

WHILE AT WORK [ farm, factory, street, office bidg., at.)
NOT WHILE AT WORK [J

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

and lant saw Rf,; alive on

21. 1 attended the deceased from

Desth otcuried at. on the date wated sbove, and to the best of my knowledge, from the causes stared.

22c. DATE SIGNED

10:1] E A M
220, SIGMATURE {Degroe. or_jitle] 22b. ADDRESS .
/ﬂ'“‘c Coroner..Clayton, Missouri 12/28/6

23s. BURIAL, CREMAT A 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION [City, 1own, or county) (S18te)
REMOVAL (Specify)

Renoval 12/27/6'3 Calvary Cemetery St Lou

Mo.
74. FUNERAL DIRECTOR DRES! 25 DATE necsz LOCA 26W ?s ATURE @ﬂ
Cullen & Kelly 7267 Natural Bridce : i

(Licansed Embalmer’s Statement on Reversa Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF-

ITEM NO.




STATEMENT BY LICENSED EMBALMER

-

1 hereby cerlify 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. 7 1 ;
Student Slgned =

Signature of Student Embalmaer /' .-

s
/ Licensed Embatmer No ?,/é/ 2” !

/<°~f—~=—w"'

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in- his OWN HANDWRHING (leure-lo comply

with the above constitutes grounds for revacation of license). . -
-

1f ‘embalmed-by a STUDENT, he also shall sign in his OWN handwriting, - -
If this body is not embalmed fact shoutd be so stated above,




