"BIRTH NO,

fLED JAN 10 1950

THE DIVISION OF HEALTH OF MISSOUR
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 5[2 PRIMARY REG. DIST. no._(&?@. Regisirar's No....

\

State File No... 43
4834

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decmased lived. 1f institution: residence befors
a. COUNTY a. STATE b. COUNTY ad inislon).
§t. louis Missourl St. Louis
b, CITY (I outside corpurate limita, write RURAL and give c. LENGTH OF . CITY (1f outaide eorporats limits, write RUHAL acd glve townahip)
Tg\%ﬂ township) | STAY (in thia place), - e W B ? é
%ural Wellston i O yre.4 ££3T_0 Rural Wallstsn
d. FULL NAME OF (f not in hospital ar inatituticn, cive sireot address or location) d. STREET (If rural. give location) D
HOSPITAL OR ' ADDRESS
INSTITUTION St.Vincent's Senitarium _ O,
3.3&3?&%5%% a. (First) b. (Middle) c. (Last) ) 4. Dg-.F-E (Month) (Day)  (YeaD
{ Type or Print) [ ar DEATH
5. SEX ) 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED? | 8, DATE OF EIRTH 9. AGE (Io years| w UNDER | YEAR | & BNOER 2 i,
/ WiDOWED, DIVORCED}(8peéiiy) last birtbhday) Monnn' Days | Hours | Min.
_Female White idow” Apr. 5, 1883 66 I
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tate or foredgn country) 12, CITIZEN OF WHAT
done dnring mou of working Itfe, even if retired) DUSTRY O COUNTRY?
Hougewi f's St. Louis, Missouri UeSe
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
tar . ‘ Gal her
15. WAS DECEASED EVER IN U.5 ARMED FORCES? | 16. SOCIAL SECURITY | 17. OR ANT' S SIGNATURE OR NAME ADDRESS
Yes. o, of wi) (If yoa, xhve war or datea of service) .
o pataom | Voné Lz 2 epgan] Koz Wil o

. Entet only onetause per

18. CAUSE OF DEATH
1. DISEASE OR CONDITION

e for (m), (b}, mnd (&)

«This does 1ot mean | ANTECEDENT CAUSES

MEDICAL. CERTIF'ICATION

DIRECTLY LEADING TO DEATH'(,,).,DC?M&QfIQ' ﬁz Fall ﬁ: ca Jabe 7ic fo hny 30 e T

INTERVAL BETWEEN
ONSEY AND DEATH

Morbid conditions, if anp, giuing DUE TO (b)
a# heart failure, asthenia, | rise {0 the above cause (o) stating .
de. It means the dia- | Uhe underlying cause lost.

case, Infury, or complica. - DUE TO (c)

the mode of dying, such

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

A9 LA
/

Pg CAOSIS ol SPZ ilis o
. ycnfulf A/MZ/ou; St/sém

Conditions eontributing to the death but nok
related to the disease or condition causing death. 3 o ‘f'ew
1%a. DATE QF OP'FI%‘N 13b."MAJOR FINDINGS OF OPERATION (‘ -20. AUTOPSY?
L .. e 01/ Y 'rr:slz/uol:l
21a. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (e.x..inorabout | 2lc. {(CITY. TOWN, OR TOWNSHIP) (COO'TY) (STATE)
SUICIDE home, farm, factory. atrest, offloe bldg. eto.} —_—
HOMICIDE S—r——
21d. TIME (Mocth) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? -
— WHILEAT[—] NOT WHILE
INJURY WORK AT WORK

2. I hereby certify that I atiended the deceased from __Jan 2
449 and that death occurred al Lﬁ m., from the causes and on the date stated above.

alive on e. 3o 1y

19_l££ lo M I9_f that T last saw the deceased

23a. SIGN%/é) z WHT:M

23c. DATE SIGNED

/2-F0-49

23b. ADDRES |

Ts11 “ Helewar) BLoudt ..

WRITE PLAINLY—USING TINFADING BLACK INE—MAEKE A PERMANENT RECORD

% Nag ER Ml g‘hl_c&ma- 24b, DATE 24c, NAME OF CEMETERY OR CREMATORY | -24d, LOCATION (Clty, town, o county) (State)”
{Bpecity) . A Yy
Brpiat /=3 s CALVARY S Aoeewrs | - Mo

DJ;TE REC'DSY I.%CE%L
—&- v

ADDRESS

REGISTRAR'S SIGNAT D 25. FUMERAL DIRECTOR' S §) GNATURE ‘At i
6@%&1{\4‘ @Z TRy MATVPAL ER/BSE

(licensed Embalmer's Sute:mm on Rm 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, or by

....... reereey 3tudent Embeimer No.

ot e Fo arzans
STgNnad.siecencucscnsannnansnne esnnverras revaas ) Licensed Embatmer No 7’/72/

Student Embalmer ﬁ/ .
P. O. Address illliteootoodcd

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

H this body is not embalmed, fact should be so sated above.




