Health THE DIVISION OF HEALTH OF MISSOURI 3381 4_
L Welfore - STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER B
fLED SEP 171957 1003 -t

Public
Service Registration Distriet Now oo L) Primary Rggistroﬁon District No. Registrar's No.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution:-Residence before

| . COUNTY . STATE . . b. COUNTY admission)
. 300 a ° Mjssouri St. Francois /._
1-57 c b. CITY (H outside corporate limits, give TOWNSHIP oaly) | tnside Limits c. CITY Inside Limits

OR . OR R :
oW St. Louis, Missouri,  |/=& MU .Tow_Flat River cq 3 o0
¢. FULL NAME OF (If NOT in hospital, give location) { Length of stay in 1b d. STREET . (If outside, give location) Regide on Farm

23 HehTUtion Ste John's Hospital 3% mos. |13/ "% 302 Taylor Avenue,, | Y=:O (X

3. NAME OF DECEASED First Middle Leost 4. DATE Month Day Yeuar
9]

{Type or print)
. William Arthur Caldwell DEATH August 30, 1957
5. SEX &l 6. COLOR OR RACE 7'MARR1£D|:| NEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE {In ywars JF UNDER 1 YEAR} IF UNDER 24 HRS.

Male White _WI a 4 DIVORCEDD J'ul.v 28‘ 189h |u:ébirrhday) Months | Days Hours ] Min.

‘
10a. USUAL OCCUPATION (Giva kind of work dens { 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country} (] 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven if retired) INDUSTRY . . I
Retired uneral Director Varquand, Missouri, US.A, v %
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HJJSBANQ OR WIFE

Oscar Caldwell Rachael Wilson Mable E. Caldwell

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

(Yes, Teb unkmw}l of 6] ﬂ“'wﬂ' °'I“’“ of service) Unknown W 270 anllm.lt_
INTERVAL BETWEE

18. CAUSE OF DEATH (Enter only ¢ne cause par line for {a), (b), and {c).}
: . e a ONSET AND DEATH

listed.

il b

OMS Wi

o sympt

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Conditions, if any, } DUE TO (b) P l_,“'

which gave rise 1o
DUE TO {c} 6:"2 W

above couss (o),
FART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING. TO DEATH but not ralated to the terming) disease condition glven in PART | {a).- 19. WAS AUTOPSY

stating the under-
5810 YEs(g o]

lying cause last.
20a. ACCIDENT - SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter.ncture of injury in PART | or PART [1 of item 18.) ~
o o O
X¢c. TIME OF .Hour Month, Day, Year
INJURY o.m.
p.m. .
0d. INJURY OCCURRED 20e. PLACE QF INJURY (e.g., inor abouthome,| 20f. ClTY, TOWN, OR LOCAT'QN COUNTY v g STATE

'WHILE ATD N?W}(LE m : farm, factory, street, office bldg., etc.) ) [ .. 3
A

pay
21. | ottended the deceased; from, E tm_fe - ?g kﬁwh’" tow him ™ alive on %" 5 Z
"Death odcurred at 2 3 3! [A L1 m on the dote stated above; and te the best of my knowlodga, from thb/causes stat

ATURE gree C 22b. ADDRESS 22c. QATE SIGNED
Kn‘&/r 0@— 1617 AM@N 8-37~57
230. BURI REMATION, | 238, DATE

3. NANE OF CEMETERY OR CREMATORY t 3& LDCATION (City, town, or county) {State)
ﬁf (Spacify) L

emefva L 8-30=57 - - t. Francoi Memrlal U Fat River, Missourj.

24. FUNERAL DIRECTOR ADDRESS " “4.p L, |25 DATE RECD. BY LOCAL REG

Albert H. Hoppe , L700 Washmgton Blvd,, SEP 3 57

{Licensed Embalmer’s Stotement on Reverse Side)

All diseases in Port | must be covsally reloted.

USE ONLY BLACK 1Nl.( OR RIBBON TYPEWRITE IF POSSIBLE

MEGICAL CERTIFICATION

title)
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- B STATEMENT BY LICENSED EMBALMER
[ : \ i .
I hereby certify that the body whose name is recorded _qrj the revers'e_z_‘s‘ige of this certificate was embalmed
DY MIE, DT DY iviseiaereeeeoeeeeeesieeeseseeseeeeseeeneasseesasesesenenenetetseestsssnneserasena .+ Student Embaimer No. ......... evereerene

working under my personal supervision.

Student .oeelueeeveerieiiisiee e eeteereeteenaneens . Signed, W")/()

Silgnavtuge of Student Embalmer

o . / e - , P. 0. P-lddress ; ;
NN - : ‘ !

- Note: The abovg MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR]TING (Fallure

to comply with the above constitutes grounds for revocation of license). ]

11f embalmed by a STUDENT, he al§o shall sign in his'OWN handwriting." — ¢~ - ‘g‘j:‘.

If th1s nbody xs/not embalmed, fact should be so stated above. \
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