.5. No.300

kv, 10.48

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

BtRTH KO.

FILED JUN 27 1949

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. noﬁ( 2 PRIMARY REG. DIST. 3.‘5_& Registrar's No, [%% f_q

22021

State File No!. ...

(Yea,no. T anknowa)

114 n#ﬂ;i_n*w ds!- of sarvice)

41-14-2423

Mr, J. ¥,B, Close

I. PLACE OF DEATH . 2. USUAL RESIDENCE (Where decsssed lived. If institution: residence before
a. COUNTY STATE - b. COUNTY » . adimimion}.
¢ Webster Groves %\' g@u&é - ¥o, ebster Py
b. CITY (I Guteide corpurste limits, write RURAL and give ¢, LENGTH OF || c. CITY (If cuwide corporase linsits, write RURAL and give township) £ =
OR . township) | STAY {in this place) s .
TOWN EX TR 40 vrs ToWN  St, Louis Co, / p
d. FULL NAME OF (I ot in bospital or institution, rive street address or location) d. STREET (If rural, give location) Vi
HOSPITA ] ADDRESS - 14— T ")
INSTITUTION 230 Test Rig Eend / 220 ¥est Fig Dend :
3. NAME OF 8. (First b. (Middle) ¢, (Lasi)
DECEASED (Firsy o Varohell ‘ 4 DATE  (Month) (Dey) (Year)
(Typeer Printy  Maude E. Pars Lol warsna DEATH gy 18, 154G
5. SEX 4 6. COLCR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (I years| & toen ' T TR | ot u wo.
J WIDOWED DIVORCED (Bpecify} Last birthday) Month:l Hom Min.
F W Widow Zhfieh 24 1877 72 i
i0a. U USUAL OCCUPATION cGitve kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelen countey) 12 CIT!ZENOFWHAT
lﬁwmuudvqr life, wven I ratired) St DUSTRY / COUNTRY?
usewlfe SR Lee County, Iomm U,8,4,
|.l|3!- FATHER'S NAME 13b. MOTHER' S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
¥m, H, Bennett Flizabeth Anderson M, H, Marshall
15 WAS DECEASED EVER IN .S, ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' 5 SIGNATURE OR NAME ADDRESS

7059 Horner Ave,

i9b. MAJOR FINDINGS OF OPERATION

18. CAUSE OF DEATH . . MEDI CERTIFICATION . 'Fwﬁgm%."
' Enter only onscansoper | 1. DISEASE OR CONDITION NSET
Jine for (a), (b), and (¢ | D'RECTLY LEADINGTO DEATH* () /2 177
*This does 1ol mean ANTECEDENT CAUSES - } 4
the mode of dying, such | - Morbid conditions, if any, giving DUE TO (b) .
a# beart fallure, asthento, | 'Tite to the above cauae (a) stating . B -
the underlying cause last.
cte. It meons the dis- . . “C:—
case, injury, or complica- - DUETO {o)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing o the death but not .
. related Lo the disease or condition causing death. - ‘ TP WA ﬂ/‘z
195. DATE OF ‘OP;_%AN oo [ R 2. AUTOPSY?

ves (1 wo []

21a. ACCIDENT

21b. PLACE OF INJURY (e, In or aboat

Eoeclty) 21c. {CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE bome, farm, fastory, strest, offios bldg. w10} . '
HOMICIDE
21d. TIME {Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DIE INJURY OCCUR?
oo WHILEAT NOT WHILE| . EEE
INJURY m- | “woRK AT WORK

2. T hereby certify that I att

~ alive on M‘i&

eceased Jrom
, and thal death ocgdrred

1937, 10 P

, 19 6{qthcu I last saw the deceased
m., from 4e causes and an the date staled above.

Tl o Gl ST

m; ﬁ ﬁuﬁw‘“/ l

2. DATE SIGNED

549

Z4a, BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, towrn, or county) (State)
TION, REMOVAL (Bpesdts}
Purisl ay 271, 1q4q Opk Hill Cemetery St.-Lovis Co., Mo,
DATE REC'D BY LOCAL | REG R'S SIGN.ATUR 75. FUMERAL DIRECTOR' S SIGMATURE I\DD.E”
4 €6 _ v /L Y/ 1), 4
_Jz( M—J [ ] _f_.___l_.____L./__.‘__ﬂ,_]_Ji‘ P WL LTV
— (licemed Entallir - tagireni..on (Reverse 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, Of by e

Student Embaimer No.

: working under my personal supervision.

STUABNE vuvceveersasnrsssnrarssassnssnsnans ' Simﬁ/W’ ‘ZWC W_

Student Eubaiuer
Licensed Embalmer No. Q ?Z €z

P. O. Address >, GQM

Note. ‘The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT]NG (Failure to comply with
the above constitutes grounds for revocation of license.)

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




