.5, Mo, 300

e

10.48
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WRITE PLAINLY—USING UNFADING BLACK INE—MARKE A P

AILED SEP 24 1848

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

32070

Statg File No.... ——
- oer. 1003 BO76
BIRTH MO. REG. DIST. NO. PRIMARY REG. DIST. MO XTI AT AT | Regictrars No.o o !
1. PLACE OF DEATH 2 USUAL RESIDENCE (Wbers deosssed lved. 1f izstitatlon: residence befod
a. COUNTY

¢ SR Migsouri >R Toulgtl:

b. CITY (X oatulds corpurats limite, wiite BURAL aad give ¢. LENGTH OF

¢ CITY (M outelde oorpesath limits, write RURAL and give township) ):r‘\,?

™ §t, Louis- prmtiw] STAVmakseell  1OWN  University City P

d. FHésLP#AT_ EOORF (If not in howpital or institution. eive streot addrem or losution) d. SEREET af raml, givs loeation) °J

iNsnitunion. Chriystian Hospital 7/ ﬂéi{- 1041 Irma Ave., |

3'6“5‘2‘:"&,?5%% 8. (First) b, (Middle) ~ o (Last) ] | 4. DATE {Meath)  (Day) (Yean)

(Typeor Prine) )  AGATEAL L. ., PALLARDY. DEATH  Sept, 18,1549,
5. SEX C - |§6- COLOR OR RACE | 7. MARRIED. NEVER ! %B?(EEEI, , | & DATE OF BIRTH 3. AGE da yeun| w vem | o | F o .
ours in.

‘Femalefl White arri 1 Jan. 29,1883, flgg - | |

10a. USUAL OCCUPATION (Gvekind of work
done during most of working tifs, sven If retived}

Housgsewife

10b. KIND OF BUSINESS OR IN-
DUSTRY

11. BIRTHPLACE (Btate or forelgn country)
St. Genevieve,Mo.

12. CITIZEN OF WHAT

U COUNTRY?
U.S

|

132, FATHER'S NAME

August Morice

13b.. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WS~
P ardv

i5. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Yus. 0o, orunknown) | (If yes, xive war or dates of servies)

No

Mary Thome
16. SOCIAL SECURITY { 17. 1 ' T NAME ADDRESS
o | R Sy o

. Enter only onacause per

18. CAUSE OF DEATH .
1. DISEASE OR CONDITION

Iine for (), (b}, and (¢) DIRECTLY LEADING TO DEATH® ¢

ANTECEDENT CAUSES
Morbid conditions, if eny, giving DUE TO (b}

rize o the nbore catise (o) mmg
the underiying cause lagt.

*This does not mean
the mode of dying, such
o3 heart failure, asthenta,
ee. It meana the dis-
case, infurp, or complice-

EEDICAL CERTIFICATION

:;us 10 (¢) _‘LV,MM M«MAM" :

INTERVAL BETWEEN
‘ ONSET AND DEATH

1l. OTHER SIGNIFICANT CONDITIONS

Conditlons eontributing to the death bul so!
related to the disease or condition causing death.

tioa which caused death,

/J

Usiasia

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . 2, AUTOPSY?
TION i
. . _ ves ) w3 ]
21a. ACCIDENT (Bpecliy) 21b. PLACEOF INJURY (e.g.. ko arabeet | 21c. {CITY, TOWN, OR TOWNSHIP) | (COUNTY) (srhrgv
SUICIDE homs, [arm, {astory, strest, offios bldg., ete.} T .
HOMICIDE .
21d. TIME {Month} (Day) (Year) (Bm) 2la. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? 4
WHILEAT[—} NOT WHILE ; ‘y
INJURY WORK AT WORK M ﬁ '

o _9/18

2. I hereby certify that 1 attended the deceased from 9/ 8

- 9/18

, 1949 that T labt saw the deceased

, 19

alive on 19._’{»2 and that death occurred al Au,M'om the causea and on the date stated above.
23a. SIGN (Dec:u ortitle) | 23b. ADDRESS J 3. DATE SIGNED
f %,9 2573 Woodson Rd., Overland, Mod 9/19/49
BURIAL 24b. DATE 24c. NAME oaczmznznv OR CREMATORY | 24d. LOCATION (Olty, town, or county) (5tate) -

TION REMOVAL M) CL L
Sept. 21/4 Memorial Park Cem, St. Louis Coa., Moa

DATE RE‘D B‘{ LIX:AL 3Syuﬁs 25. FUNERAL DIHECTOI S SIGNATURE . ADDDE”
SEP 19 18§ Z Jos. W. Clark,1125 Hodiamont Ave.,
on R s .

<,

([.It!n’lﬂrl'_'l
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*OT9% USEDEM
*O[ ‘puwTaesp *Ipld I8y

PBOY UOSPOOM €)GZ
fTomeg s *aQ

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, 6 by ooicoereecn.

Student Embaimer Mo,

working under my personal supervision.

SEUTBNY sucnuvnosnnnmmsnnnssnssnsnesnssnnns Signed..ty/.\ A Ll AU G .

Student Embalmer
icensed Embalmer No....oveeiicrecere 2653!_ ..............

P. 0. Address_ 125 _Hodlamont. AVe..,.

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

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




