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

DEPARTMENT OF COMMERCE

THE STATE BOARD OF HEALTH OF MISSOURI

FILED*BEC"29 194 STANDARD CERTIFICATE OF DEATH Stat Fite o

Registration District No._._.._.._...% . Primary Registration District No _19 U 9 Registrar’s No 11{) 68

1. PLACE OF DEATH: 2. USUAL RESIQENCE OF DECEASED: o O -
(@) County sue.... MiSSoUTE /7

City_of St.. Louls
lfouuu!n crty or town limits, write * RURAL" and name of township)
{¢) Name of hospital or igstitytion:
B0 &8 vary Avenue /

{#) City er town

{a) {&#) County

Cityv. of St. Louis 7

(If outside city or town limita, write “*RURAL") v

539 Balvary Avenue

{¢) City or town

(If not in bospilal or institution, write street number or location) {d) Street No {if raral, give location)
{d) Length of stay: In hospital or institution n
(Specify whether (¢) Citizen of foreign country?. Q {¥Yes or No)
In this community. 12 years 0
years, manths or daye) If yes, name COUNtIyY. s
MEDICAL CERTIFICATION
g T James L. Anderson » oL
5 B TR — 20. DATE OF DEATH: Month.. DESEMBERey . 4%
. £ . . e a uri
R veteran nane No. NONE ¥ year. /e 'J[? hour..._ 7.2 minute. .22 A M.
name war. [+
21. I hereby certify that I attended the deceased from_.DFCE.{‘?mEK-z
l dColur or 1'te 6. (a) Single, w:dowj\:.'d med 19”9'{3_ to B ECE FER //19,.{{{;
~ -~
1. sex. 12 e race. W ddwomed..._,_,,,,_{]_'_g that I last saw h.£¥_... alive on.__ 1eremie { ’( |9-‘-ﬁ
6. (b} Nameof husband or wife.._ ........oo..... 6. (5} Age of husband or wifcif || 2nd that death occurred on the date and hour stated above, " Duration
aliVeoo......_.__ yearg }| Immediate cause of death BevTe CHoLteCYsIiT/ 3
E: LY v )
7. Birth date of deceased....... LS s 8 1931 Y5 9V
{Month) {Day) {Year) ~ .
8. AGE: Years Months Days If less than one day Dl':e to/_"’_F{.,UEf{Z.H ‘;:;
7 | it
12 lO 5 hr. min A v
Due to o
. . . W
9. Birthplace St. Leouis Migsourid e .
{City, town, o county) {3tate or foreign coantry) L y
. Y Other conditipons.
10. Usual occupation.... [LONE {ncluse progaaney ~itkin § montie of denity €7
11. Industry or hm-mmunone 5 i PHYSICIAN
. i ndinga: —
é 12. Name......B..a.:ymond L Andel SOTL . a\J{'.‘:':t!-or.veml}.li;om.......... Undertl
; nderline
; 13, Birthplace Ill lnols / :vhlfl.?h“ag:g
MY, , or . {State or foreign country} Of autops: should be
E 14. Maiden name fgrms BEller 0 adtosy charged sta-
tistically.
: |5 ri &
§ 15. Birthplace St LOU.l S I 1 580 u 22. 1f death waa due to external causes, fill in the following:
16. {2)"Tnf ot . {a) Accdent, suicide, or homicide (specify)
(3) Address 5 9 Ca J er ‘\V@ nl.l"':' (4} Date of occurrence
v @ . burial Y 12-15-413 {¢) Where did injury occur? : .

(&) Date thereof.

(Burisl, cremation, or remaval} (Month) {Day) (Yesr)

(@ Place: burial or cremation. LK Lawn Cemetery
8. (@) Signatire of funerat director.. DO G LS T Funeral HO

@ A 6322—59—"""&1“
e ﬁﬁ- (b) _—-ﬁﬂem nr-lngnnure)

(Dnm recehed Iﬂenl remr.rnr

(City or taws) (Co
Did injury occur in or a.bout home, on farm, in industnal pla::e in pubhc place?

- - {Specily typo of place)

W‘hﬂe at wol ?.......- . e {¢) Means of i;:jury..._.......... S
23. Signature... //20 ﬂ oL D, oromer}_/_. .
Tddress. E’S%Y.._C‘.ﬁuﬁc oK

f{h(/

(Licensed Embalmer’s Stalement on Reveras Side}



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, or by

, Registered Apprentice No,

working under my personal supervision,

P. O, Address o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revoeation of license.)

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




