:Hnlth, . THE DIVISION OF HEALTH OF MISSOURI L _-__58__:033_9__2_3 ________

Welfore STANDARDMIFICATE OF DEATH - STATE FILENGMBER
P bli
s:m:. ILED S E P 3 0 lgsaqmrqnon District No. ___,_3../ é ___________ Primary Re_gunﬂ! Plsiricf No.___. % .. ?_3_" Regisrrov's No. ._____‘_3..__4_:7_....._._
PLACE OF DEATH ' 2. USUAL RESlDE!‘CE (Where doceased lived, i lnstnuuon Rnldenc afore
300 s. COUNTY St Francois- - ..;..:5:“;‘ a STATE Migsourl & county St U’iﬁ/
1-57 b. C:)TRY (if outside corporate limirs, give TOWNSHIP only) | Insida Limits e cgg Inside BAmirs
rome Bonne Terre -Rural Yes [J No [ 1own Bonne Terre Yes (3 MoK
I ¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. ST%EE'QS (If outside, give location) Reside on Form
HOSPITAL OR ADDRE
| msToution  BE 1 Perry Twp. Rt 1 Yes [J Ne X
:{TAME OF DE)CEASED First Middle Lost 4. DATE Month Day Y ear
pe or print]  _ - R N R
SEFPEINE IVIRGINTIA | DAV.I.DbD Sept 23 1958
SEX 6. COLOR GR RACE| 7. 8. DATE OF BIRTH A FUKDER ) YEAR| IF UNDER 24 HRS.
I | MARR[EDDNEVER MARRIEDD . y AGuEr Ei’:l;’i:l:;; Months | Days Heoyrs I Min,
Ferale |Vhite wooweo®)  oworceod|July 4 1867 g1
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of wor_kin likw, aven if ratired) INDUSTRY
e None Lawerenceton, Mo. USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H‘L’ésAND OR WIFE
William Hipes Josephine Bequette Wm Edw David
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT Addrass Rt 1
Yes, pg, ke (13 . ol d f i »
(Yos ,Rr of un novm)l( yos, give war or dates of service) l\lone ms_ ChaS', Dreler Bo],] ],] e Terre N I‘.:o .
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c) ) INTERYAL BETWEEM
FART |. DEATH WaAS CAUSED BY; ON AND DEATH

r

IMMEDIATE CAUSE (c)

above couse (a),
stoting the under-

Ceanditions, if any, } DUE TO (b} <

which gove rise to
DUE TO (2) H200

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Lacior, corgner, ¢, mus! Use only sfondard nomenclatvre in item (8. No symptoms will be listed,

=z lylng cause last.
.g' g PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease condition givan in PART 1 (o) 19. gegpggRPDsY
3 i _ YES[] No:g
_; =] 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY DCCURRED. {Enter nature of injury in PART | or PART 11 of item 18.)
K] S ] O &
]
v ol 20e. T[ME OF Hour Month, Day, Yeer
2 b NJURY  a.m.
‘g E p-m.
E 20d. INJURY OCCURRED 2e. PLACE OF INJURY (o.g., inorabouthome,| 20§, CITY, TOWN, OR LOCATION COUNTY STATE
e WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., e1c.) :
& WORK AT WORK e /
= — =
E - 21. | attended the deceased from q ., o q' t; 3 . 5 i and lost saw, hi'“ alive on 9' / 3 -5 ?
. Death occurrad of 9 4 “0 prn on the df.ﬂe stated obove; ond to the best of my knowledge, from the causes stated.
§ 22a. SIGNATURE 225. ADDRESS 72¢. PATE SIGNED
i A
N Iy A g-24-58
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY QR CRE?‘ATORY 23d. LOCATION (City, togf, or courlty) . {Srate)
- REMOVAL {Speciiy) ‘ . : £y
! Ruria ept 27 98 | Marvin Chapel Bonne Terre, Moe Rt 1
g 24. FUNERAL DIRECTOR ADDRESS 2% DATE RECD. BY LOCAL REG. 26. GISTRAR'S SIGNATU

Boyer & Son Bonne Terre, lo.

{Licensed Embalmac'y Sta nt en Raverfs Side)
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T k. .. 2% U s., STATEMENT ‘BY;LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY M, OF BY i i s s e e s re sy ra s e e s ra et ., Student Embalmer No. .......oevvneennnn

working under my personal supervision.

Student ..oeriii e
Signature of Student Embalmer

L I *
4 a' £ v A

———— -

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).

If embalmed by a STUDENT, he aiso shall sign in his OWN handwritiig.

If this body is not emhalmed, fact should be so stated above. _




