*This duer not tmean ANTECEDENT CAUSES

the mode of dying, such [ Aorbid conditions, if any, pfving DWVE TO (b) ﬁz‘
at heart fallure, asthenia, rize to the above cowse (a) ltutimr .
the underlying cause last.

de. It means the dis-

i i ( THE DIVISION OF HEALTH OF MISSOURI
w300 1-FIEDOCT 13 1949 31*?50
o0 |- HLED)] 3 STANDAR%EQTIFICATE OF DE%a St F o
M BIRTH NO. REG. DIST. WO, 4" °  PRIMARY REG. DIST. WO.___"— ___ Registrar's No (
1. PLACE OF DEATH : 2. USUAL RESIDEMNCE (Where ducoased lived. If lastitytion: residencs befors
0 2. COUNTY a. STATE b. COUNTY [ o=
Mo. A o
b. CITY (If outcide corporate Umits, write RURAL and give ¢. LENGTH OF ¢, CITY (If outslde porporste limits, write RURAL sad give to'mhi::) I
QR toweship) | STAY (ln this place) OR O
A Toww  St.Louis : oW Jeffersen Barracks ,
1 d. FULL NAME OF {If pot in hoapital or institution, give street address or location) (It roral, give location) \
! HOSPITAL OR R
3 INSTITUTION  Alexion Bros.: n ﬁ: <5 1154 Ohara . .
a 36“8%“&%3%% a. (First) b (Middle} c. (Last) 5. D3'|F'E (Month) (Day) (Year)
H (typeor Pint) - Higinio _ .~ Fernandez oarn Oct. 3 1949
g 5. SEX 6. COLOR OR RACE | 7. MARRIE% Bﬁgﬁ@é““g'ip', 8. DATE OF BIRTH ¥, 1:ﬂ\.G!E (U= yexn] @ e Iwa: ¥ uoer o o,
pecil, 5 : ¥ oo ays | Hours | Min.
¢ | Male A /| wnite MR orasal =™ |guly 29 1890 | "B l |
E 104, USUAL OCCUPATION (Givekiod of work | 10b. KIND OF BUSINESS OR_IN- | "11T BIRTHPLACE (State orf%ﬂ sountry) 12. CITIZEN OF WHAT
[+ dons during most of working lifs, sven if retired) * DUSTRY . COUNTRY?
2 |__Laborer Spain v
13a. FATHER'S MAME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE *ﬁﬁ'%_
- Pref Menend R
g [ ¥inecent Fernandez | Prefecta Menendez e
) :3 w:'i auskaAss? EY’I;:R‘IN"U.S.ARMAEP TRC§¥ 6 SOCIAL SECURITY | 7. INFORMANT' S 5] GNATURE OR NAME ADDRESS -
o, . D DOWD, ym, _"U'Il' or o sorvide. "\.:;
5 -03-578/ |Mra.Marg.Herper 1154 Ohara
o 18. CAUSE OF DEATH . "MEDICAL CERTIFICATION INTERVAL BETWEEN
¥ il Enter only onecauseper DISEASE OR CONDITION ONSET AND DEATH
2 !l line for (a), (b, and (0 DlRECTLYLEADINGTODEA'IH’(a) Pulmonary tuberculosd 5 Inknown
£
5]
<
=
=
&)
7
(=]
ﬁ
[
2
o
de]

case, infury, or complica- _ DUE T0 (c)
tion which caysed death, | 11. OTHER SIGNIFICANT CONDITIONS ~ . . 0 -
Conditions contributing to the dcath but.not
related Lo the disease or condition couaing dedh
192, DATE OF OPERA. | 19b. MAIOR FINDINGS OF OPERATION' /7 °© ¢ - ‘ . - t 20; AUTCPSY?
TION )
_ - : ves [ wo ]
21a. ACCIDENT (Bpecily) 21b. PLACE OF INJURY (s, inorsbont | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) SJA
. SUICIDE bome, tarm, tactory, street, office bldg..wt0.) - T, : f}
LA HOMICIDE
g 21d. T(l)EE (Month) (Day} (Yea) (Houn | 2te. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
: . | WHILEAT[] NOT WHILE
i INJURY =™ | WORK AT WORK T N M
E 2. I hereby cerlify lhat H attcnded the deceased from dJuly 22 149 Q.Qt_._z.._ 19&9_ that I last saw the decc{med
- alive on ") , ortd thatfdeath occurred al 1:05A . from the ca and_gn the dalg stated above. .
2% | 2. SIGNA / %/ U (Degres or title) | 23b. yg&f Z Zs g 17 DATESJGN;B
E 24. BURIAL, :ub DATE 24c. NAME OF CEMEI‘ERY OR CREMATORY . | 24d. LOCATION. (Oity, townffor county) (Bl.ate)_"
TIOIEREMDVAJ.. . . . . ; M
§ uria 4‘ Mt,Hope St.Louis™~€o. O
DATE REC'D BY LDCAL |-: 25 FUMERAL DIRECTOR'S SIGNATURE ABDRESS
Jos P.Fendler Jr.7128 Michigan

(Licensed Embaltmer’s Statement on Reverse Side)




S 4

STATEMENT BY LICENSED EMBALMER
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