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/. 8. No. 2 sl 1147"’/
DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI

?“_‘;f;f;,; °4? g % STANDARD CERTIFICATE OF DEATH Sute Fite No 2

T

D APR 4518 ,,
e LE A Primary Registration District No..... /Oj .......... Registrar's No\é_?’z.. _________

Registration District No

?2‘? 1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: daa
{a} County S t . LOU.i g ) I ;’;
sate. Missourl e
3 & City or town........ C 1 avy ton T'WD . (@) State N (b County
(M outside city or town limits, write “IRURAL" and name of tow askip) (c) City or town S t - Loul 3 9
{c) Name of hospital or institution: T U outside city or town limits, writs “RURAL")

St Louls County. Hospel .|l sweanol428.N.. 215t St.

(lfnut in hmp:l.al or ipalitution, write street number or location) (If rurs), give kecation)
(d} Length of stay: In hospital or institution

Specily whether (e) Citizen of foreign country? . {Yes or-Na)
In this community...,.... ‘72 o y /? Y :
years, montha or duys) If yes, name country. v
. MEDICAL CERTIFICATION
3. (5) PRINT /}7
FULL NAMh%g'#/Y ATl R U E 8
e i 20. DATE OF DEATIT: Month. MATChHL._ . day
3, B If vctemn.U 4 {¢) Social Security 1943 3
= year. hour, minute P M
name war. No Non s
21. I hereby certify that I attended the deceased from
5. Color or 6. (a) Single, widowed, married, 19 to 19
4. Scx.mzél ....... ;race. Loz d / leOI‘Ccd._M .................. that I fast saw h aliveon 19}
6. (b} me of husband or wife 6. {c) Age of husband or wife if |} and that death occurred on the date and hour stated above,
o . Duration
_____ ch HA  LFP c2aa alive.‘...&‘...n.s _years || Immediate cause of demth.... Natursal ceuses.. [ 777

7. Birth date of deceas

{Month) {Day) (?emf) ----------
8. ACE: Years Months Days Tf less than one day Due todl Syphl l.l tl G 8Qr ti tl S . FO G ﬁl .....
2. | L Librosis.of myccardium; Fatty.|.
AL é ...hr, _.min, i f ) 1 s . o
0 / peeto. iNfiltration of myocardiumj .
9. Birthplace petioniio— Congestion & edema of lungs;...

{Include pregnancy within 3 months of death)

gastro intestinal tract; Arterirﬁmmu

- © {Cly, town, or cou (y) {State ar fupeian coantry)
10. Tisual cccupation éw G?,M/éf-/ Qther ccndlllona....c.gnge,a.,t..l
22

11. Industry or business C

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

o= Major findings:
E{ 12 Name... o EtoT] G . Of operations... SC1erosis of aorta _and —
> i : . nderline
E (P /' _coronary arteries. . the case to
. = & 13. Birthplace y . 4“ ”,éi,, which death
r ] LRIy oy S SR ooy Of autopsy ... Yes. ey me==_.[should be
F =) 14, Maiden name. (,’ @~ charged sta-
o] tistically.
81 15 Birthpl /\,& A - / - -
=4 irthplace - - 22. Ti death wag due to external causes, fill in the following:
V4 {Siate or foreizn country) .
16. (u) Informant..£7 il & ol X 2o (@) :-\ccident, suicide, or homicide {specify)
) Address.d. 41 Z ?’ 27 A2 j%L# {8) Daze of occuirence
o " e ?
17. {a) R = (b) Date thereal. 2 /0 3 () Where d‘d lmm;y occur {City or town) (County) (State)
Burial, cremat rrmoval) | ;i ; {Mgn ) {Day) (Year) (&) Did injury,occur in or about homte, on farm, in industrial place, in public place?
(c) Place: burial or cremation.../.... it - . A

18. (a) Signature of funeral director... A I/K/ .14/-5’ zgﬁo ............. . While at Avork?.. _'-,_(L"PEII‘V ‘(’em of plnu;)

) Address. 34#%; e h
o MAR 111943 Y 9

{Date received local ru’uu-r o {Hegistror's signatore) ../, Address.. KlI‘kYJOOd ».-. Ill N 5 9 45 Date signed...

[ (Licensed Embalmer’s Statement on Heverae Side)
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STATEMENT BY qu:ENs‘l?:lj EMBALMER

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

. S
..... . e, . ’ . , Registered Apﬁrentice No

i

. : 7 - - o Signti':d\.....

- e - " . o N
) el ,' : ‘ LlCEl‘lELd Embalmer No..,
.'1\4./ l _ v T. P..O. Address. :34

Note: The above MUST BE SIGNED BY, THE LICENSED EMBALMFR in his OWN HANDWR ING
the above constitutes grounds for revocation: of license )

If this body is not embalmed, fgct should be so slaled above,

o — e T - —




