0. 300 F“ID MAY 26 1949 THE DIVISION OF HEALTH OF MISSOURI /é ?5~ -
o.
Xi STANDARD CERTIFICATE OF DEATH State File Nl grmareas ot
10! 48 . igg 34 debataneba us
' 8IRTH NO. _ REG. DIST. M. "3/0 PRIMARY REG. DIST. NO. 3.0__2.2.. Regitttar's No.oor T
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If.institution: residence befors |
a. COUNTY a. STATE b. COUNTY ol iimion),
St. Charles Mo Lincoln” 577
e, %‘!F;Y (If outalde corpursto limits, writs RURAL and give c. l;rENGTH hEF <. CEI";( (1f outalde sorporats limits, writs BURAL aod give towtship)
townsbip) {in, this e8)
A TN Ak I o S ~
d. FH%PT’FAT_EO{I)}F (It not in hospital or institution, give sirsot address or loeatlon)} dA%rgREEESrS (I{ rural, give location) u
stiturion 8% Joseph Hospiltal /
3DNEAC%ES°EFE.) a. (First) b. (Middle) ¢. (Last) 4, DgEE (Month} (Day) (Yean
(Typeor Pint)  SEmMUAL ﬂnderson DEATH Ma Yy i ']1 _;_1949 N0
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (lo years| TF UNDER 1 YEAR | IF GNDER 24 HRS.
WIDOWED, DIVORCED (8pecity) Last birtbday) Mnm-h, Hours [ Min.
M () W Married / . {April,17,1900 — [
Vs, USUAL QCCUPATION (Oweklnd of work | 10b. KIND OF BUSINESS OR IN-| 1L BIRTHﬁLACE {State or forelgn country) 12, CITIZEN OF WHAT
done during most of working 1ile, even if ratired) -_-'____-—-—-"“DUSI'RY UNTRY,
Stone Cutter Mo ' : Mo U S'E'
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF SUXRASOIDR wiIFE
fAlexander Anderson ] Matilde Nickerson | Helen Anderson
15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yt B0, or unknown) | (If yes, #ive war or dates of sarvice) NO.
No Soo-¢@ -887¢! Helen Anderson Trovy , Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH
. Enter onily onecauseper | | DISEASE OR CONDITION o
Jizo for (s), (b), and () | PIRECTLY LEADINGTODEATH*¢) _ Arvgenic Potrol neg

*This docs ot mean | ANVECEDENT CAUSES
the mode of dying, uch | Aforbid conditions, if any, giring DVE TO (b)

. rise to the above cause (a) sating - . . - . . - A - -4 B
:f‘“;fiﬁ a;s;tc:::. ‘the underlying cauae lqst. . F g ' 3 ( 7
ease, infury, or complica- . DUETO (0 .. . i ) &
ton which caused deazh, | 11, OTHER SIGNIFICANT CONDITIONS . - .
Conditions eontrituting to the death but nof %
related to the disease or condition eausing death. ¥ y.
19a. DATE OF OPERA- | 190, MAJOR FINDINGS OF OPERATION s : - C T | 2. AUTOPSY?
TION T
, aE e ADDITIORR ves X wo [
21a. ACCIDENT {Bpecify) 21b. PLACE OF INJURY (s.s., fnoraboat | 2lc. (CITY, TOWN.OR TOWNSHIP) BICOUNTYYENTA Rj(STATE
SUICIDE home, farm, fastory. streat, office bide., e10.) . :
HOMICIDE - INBORMATION
219, TIME - (Mooth) (Day) (Yea) (Houn) | 2ie. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR? B.E.’QUEST@
oF WHILEAT ™™ NOT WHILE
INJURY WORX AT WORK
2. | hereby certify that I ‘mmmmrzmheld_inqu lay , 65,1948, 19, that I last saw the deceased
alive on , 19 , and that death occurred at _m , from the causes and on the date siated above,
ortitly | 23b, ADDRES 23:. DATE SIGNED
Wentzville Mo 5-7-48
_BURIAL, CREMA- | 24, DATE . NAME OF CEMETERY OR CREMATORY .| 24d. LOCATION (City, town, or county) ~(State}

24a
M rral | 4-4-49 Valhalla .2 .\ | .St.Louis-Cor- - -

DATE REC'D BY LDCAL REGISTRAR'S SIGNATURE -;—2 / unswu ECTOR" S sneun% //"nimnsssw
Abnccsco sl s dedd
hd L1

keay 2- (¢4 | faumse - {
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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

Student Embalaer No,

vorking urder my personal supervision. 7&\/ .
Sign:r 5 2 @ . W

1
Student Emuun.;— """""""" . Licensed Embalmer No 57;‘3
P. O. Addrm‘;”f %0

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

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