5. wo.300 FILED AUG 20 .1949 THE DIVISION OF HEALTH OF MISSOURI OHROEG

o STANDARD CERTIFICATE OF DEATH Stte Fite No
! BIRTH KO. REG. DIST. wNO. ) — PRIMARY REG. DIST. MO. __—____— . Repistrar's No.mm.g)w_!gl(}u
1. PLACE OF DEATH 2. USUAL RESIDEDICE (Where d d lived. H ingt} swuid, before
a. COUNTY a. STATE b. COUNTY P stinlesion).
-

b. CITY (f outeide corpurate limits, write RURAL and give LENGTH OF c. ClTY i) nuldd.- umn- write and dv. \ownship) ~ -
OR towiahiz) irAv s / }
TOWN  City St Louis % TN

d. FULL NAME OF (It not in hoapital or institution. give street -dd

WSTTUTION T £4 rmary Hospital,(l// /%] éj;g %W’%’f
3. NAME OF s (First) b. (Middle) \__~ «c (La) 4. DATE / (Month) fmm (Year)
(Typeor Print) Egtellm ;AN igood) EATH 8 ‘s =1949

IF UMCEK | TEAR | O GMDER i as.
um,nm Houn| Min.

5. SEX rd 5 COLOR OR RACE | 7. J#D%%%‘g NIE\\’ICIJEECBESR;I.ES’. 8, DATE COF BIRTH ffé B.EE Un ,.)...
,mﬁucegf Z? J-/—/ "'25’"
: I%ﬁyﬁogztttgﬁl& Foiiad of work 10b. KIND QF D?IngFR; 11. BIRTHPLACE (8tate or forelgn souotry) 12, CITI%ENoFWHAT
V7' COepoe G:K/@/exa.. / %' A
13s. FA‘THER'S NAME IW MATDEN NAM
DrXxory 0 /9N A ;2; M

15. WAS DECEASED EVER IN L. SKRMED FORCES? | 16. SOCIAL 5ECUR|TY 17. INFORMANT" &
{Yes. Bo, or unktiown) l (1 yeu, ive wir or dates of survios) — NO.

N

18. CAUSE OF DEATH MEDICAL CERTIFICATI

| Enter only onecauseper | 1. DISEASE OR CONDITION
lEne for (a), (b), and (g | CIRECTLY LEADING TO DEATHS gy .{Q

R ANTECEDENT CAUSES &
. *Thiz does not mean 7
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) A‘M M/ - —% f‘_,)

ok fure, ia, rise {0 the above cause (a) stating -
cart follure, esthenia the underlying cauae last.

de. It meona the dis-
eare, infury, or complica- DUE TO ¢)

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS ’ .~ — -
Conditions contributing to the death bud not / W ,?ﬂ
releted o the disease or condition causing death. \ "
N 7

19a. DATE OF QPERA- | 190. MAJOR FINDINGS OF OPERATION /¥ " 20. AUTOPSY?
TION . '
. _ ves B wo U]
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (ox..inorabost | 21c, (CITY,. TOWN, OR TOWNSHIP} (COUNTY) (STATE), .
HOIPEICDIEDE N homa, tarm, lagtory, street, office hids..ate)

21d. TIME (Moath)  (Dart  (Year) (Hour)
INJiSRY émv:-—-z-:::z?'—.:;, 7 m

2le. INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR? / éw
WHILE AT NOT WHILE -
WORK WORK /

22, I hereby certify thaf I atended the decéased from S wL o8 ~Bi- 1948_ that I'last saw the deceased
alive on _8_._2_ 19_4.9, and ihai decih rréd at .__._g_._;_qa rom the causes and on the date slated above.

2, WE f 6‘ % (Desmor title) 23b Annnzss Z /ﬂ M Zc. om:snsuao
T BURIAL CREMA 24, AME’OF CERETERY o: iésmmnv %43 mr:ér«/;j?gwn T e (smo)

IS, REMQUAL o /y o

DATE REC'D BY LOCAL J(}xlm}/ \ b 25. runznuléntcroa 51 GHATURE - Aunnsss

AUG 9 oA | — vherelChepel
’ — %(Eamﬁ wm'.amnnmg)F [%%r

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




[

. STATEMENT BY LICENSED EMBALMER
i ..

I hereby certi\that the body whose name is recorded on the revérse side of this certificate was embalmed by me, (13 g8 1) S,

-

working under my personal supervision.

Student sasees veenas PN FSOIARLEEERLEE S:gned_
Student almer —
- = : icensed Embalmer No ‘yd °z ‘9

P. O. Address LD M

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR,ITING (Failure to comply with
the above constitutes grmmdn for revocation of license.)

If this body is not embahmned, fact should be o stated above. PN

-




