THE DIVISION OF HEALTH OF MISSOURI

° i FILEI] AUG 27 1949 STANDARD CERTIFICATE OF DEATH ' Seate File "’&7%5
3220

gy, 10-48

) ) 4. N
)(umrrn na. REC. DIST. MO. _3_L8_ PRIMARY REG. DiST. uom'_DB_. Registrar's No
-_/ t. PLACE OF DEATH i 2 USUAL RESIDENCE (Whers ducesssd lived, 1f institution: _rasidnnce, before
a. COUNTY a. STATE Missouri b. COUNTY 0 5} éld;nhlnn)
b. Cé"r‘Y (I outside corpurats limits, write RURAL and give g:rALyENG&Hh ’EF) c. Cg;{ (If outslds corporate Limite, write RURAL ao.d give towsdip) O
. nghi (in
town St. Louis, Missouri™ I Town St,Catherine g
d. FULL NAME OF (1f sot in housdtel or lastitation. ‘Hoe stret addresd B location) || d. STREET € runal, ghve location - 2/
- p ‘ -
wstmution - Barnes Hospital, ( ) M ﬁ.. Rt. #2, Box 11 S (
3. NAME OF a. (First) b. (Mlddle) . (Last)
DECEASED 4 Dng,E (Month) N (Ién:zr) ﬁ')ear
(Twpe or Print) Fannie Lee Coulson _ peatH  Augus
SEX 6. COLOR OR RACE ¢ 7. m&%ﬁg glE\YgRCE IE| , 8. DATE OF BIRTH 719 I.A'?E (In :u,:r- W UeoER |Dg ; DO % W
. . ours | Min.
r / white ) 2 -8 — 1879 i sesit ,
108. USUAL OCCUPATION (Givekind ot work | 10b. KIND OF BUSINESS OR IN- | 1I. BIRTHPLACE (Btate ot forelgn sountry) T -CITIZEN OF WHAT
doneduring mast of workina lifs, sven If rytirad) DUSTRY . 0 * COUNTRY?
| P Buve ¥\ Mo
ilSa. FATHER'S umﬁ . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE
y -~ an
eney  Suwiteer iZove wﬂlgﬂ:_—";cﬁliﬁh_@r M N
I5. WAS DECEASED EVER IN UG ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, no, or uskoows) | (If yes, xive war or dates of sarvice) | RO.
18, CAUSE OF DEATH ’ MEDICAL CERTIFICATION — lﬁvﬁm
| Entet only onecaus per | 1. DISEASE OR CONDITION
line for (a3, (by, and (o) | CIRECTLY LEADING TO DEATH® ) Embolus to right cerebral artery 3 hrs.
ANTECEDENT CAUSES
*Thiz does not mean
the mase of dutns.wuen | Adorbid ondiions, If apy, gicing DUE TO m Ventricular tachycardia _ 3 hrs.
an heart follure, asthenia, mdw uibm’e mmw) stating -« - | .- -
Ving cause
cle. It memnn Lhe dis- ' DUE TO (). Arterioscle rotic heart disease wit h Over a

care, fnfurp, or plica- -
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS auricullar fibrillation year

Conditions contribtiting to the death but nol
related 1o the dizease or condition cousing death.

19a. DATE OF OPERA- | 19b. MAJOR FINDlNGS OF OPERATION - - - ' o 2. AUTOPSY?
TION
N . . ves (4. wo I_—l

21a. ACCIDENT (Bpaciy) 21b. PLACEOF INJURY (ex..lnorabout | 21c, (CITY, TOWN, OR TOWNSHIP) . (COUNTY) . . )TE)

SUICIDE + | bome, tacto, tactory, surest. offios bldy., sre.) : : o

HOMICIDE
214. Té'#E {Moath) (Day} (Year) (Hw) 2ie. INJURY WCURRED 21f. HOW DID INJURY OCCUR? P

WHILEAT NOT WHILE
INJURY WORK AT WORK . #M

2. I hereby certify that I atiended the deceosed from —Augus’t Yo_19%  Aup. 22 1:#9 , that I 1d5t saw the deceased
alive on _Ang‘_z.z_ 19_4.9_ and lhat death\occurred at _@;_@_Bn , from the causes and on lhe dale stated above.

23s. SIGNATURE (Dez{ee or title) | 23b, ADDRESS Z3c. DATE SIGNED
I . Barnes Hospital, - [8.22-49
2a. BURIAL, CREMA- | 24b. DATE 24c. RAME OF CEMETERY OR-CREMATORY 240. LOCATION (Qity, town, or county) - (State)

ON, REMOVAL (Boasity?

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD_ ~N

§-13 4% yandatte - |STCathexine - - e

DATE REC'D BY LOCAL | REGISTRAR'S SIGMATURE 5. FUNERAL MLAECTONISI SAMANRE o ryy S AREESS |NC.
AUG ’? RE. 2 M’ ne (T 14 1

(Licensed Embalmer's S on Reverse Side)
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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, oFf by

Stydent Embaimer NWo.
working under my personal supervision.

Student

-----------------------------------

Student Embalmer

Note: Thejabove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR.IT]NG (Failure to comply with
the above constitiites grounds for revocation of license,)

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




