THE DIVISION OF HEALTH OF MISSOURI -

S. No.300 . - \
v ro.as - FiLED MAR 10 ‘950 ST ANDARD -CERTIFICATE OF DEATH tote Fite Moo D SEL
BIRTH NO. REG. DIST. NO. _318_ PRIMARY REG. DIST. NOT__i R:mﬂrar.lNo.....l‘.._S;..._.....?... ........
L. PLACE OF DEATH 2. USUAL RESIDENCE {Whare d d Lived. If & g befors
a. COUNTY a. STATE . b. COUNTY sdicimlont.
NIO L] -'_.‘
b. CITY (If cuteide corpurale limita, writs RURAL snd give c. LENGTH OF CITY (If outslde corporate limita. write RURAL and glve w-up: 5&{
wownship)| STAY (in this place) g Q
TOWN St. Laiis 3wks TOWN  Sti Louis
d. FULL NAME OF (1f not in hespital or Lostivution, give street address or location} d. STREET (1! russ), give location)
HOSPITAL OR ADDRESS
INSTITUTION Degconess Hosp. 5610 Enright
3. I:I’QE%ME ?EFIE! a. (First) b. (Middle) ¢. {Lasty a, 96;2 (Month} (Day) ' (Year)
(Typeor prine)  WINFRED M. ANDERSON veati Feb., 25th, 1956
- 5. SEX 6. COLOR OR RACE | 7. ?MJ&)%}HEB glE‘\ngchéléRRlED 8. DATE OF BIRTH 9. I::GE (In;:;)-n ;; ur ID\"':M If UNDER 20 HES,
{Bpecily} t oa Hours | Min.
Male White Marrie / July 1, 1921 28 7 |
10a. USUAL OCCUPATION (Girekindof work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (State or forslan sountry) / 12. CITIZEN OF WHAT
done during most of working I%n. aven if retired) DUSTRY RY?
Accountan Maryland
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
iBenjamin F. Anderson | Mary Kibler Luecy M. Anderson
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT"
{Ywa.n0,0r unknown) | (If yes, xive war or dates of service) 5% 5 sl mATUREﬁMnP i hﬂDDRESS
: 212-18-00GL| Lucy A. Anderson St Louis, Mo.
18, CAUSE OF DEATH ' MEDICAL CERTIFICATION INTERVAL BETWEEN
1. DISEASE OR CONDITION ONSET AND DEATH.
. Enter only opecauseper | Ly ro2 s [EADING TO DEATH®(5) L—-Y-5o

line for {a), (b}, end (c)
«Ths dots mot mean | ANTECEDENT CAUSES
the mode of dying, such | Mortid conditions, if any, gising DUE TO (B)

| as heart fature, asthenia, | ride to the above.cause (o) gating . - 9-
N ate. It means the dis- the underlying caude lost.

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

caee, injury, or complica- — DL{E 1:0. (c.) T
tion which coused death. | 1. OTHER SIGNIFICANT CONDITIONS™ =™
Conditions contribuling to the death bul nol R
related £o the disease or condition causing death - . . .
- 19a. -DATE OF OPERA- ! 13b. MAJOR-FINDINGS OF OPERATION: —°  * ' ! 20, AUTOPSY?
: TION A -
. . . . ves [ ] wo []
21a. ACCIDENT (Bpecify) R 21b. PLACE OF INJURY (e4..Inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) .. {COUNTY) ,  (STATE)w..-
il SUICIDE home, farm, factory, strest. office bidg..et0.} ) 4 o A
HOMICIDE .. . - & n ']Y X
216. TIME  (Moath) (Day) (Year) (Hoon | Zle. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? S A A
OF ‘ WHILE AT{— . NOT WHILE
% TNJURY - WORK AT WORK
2. ] hereby certify that I atténded the deceased from M_ 19.£Z to _L;Z._______, 1923 that I last saw ihe deceased
oliveon . 2_-A ¥ 1.9,{:. and that death occurred al ﬁ_.ﬂ_ ., from the causes and on the date stated above.
23a. SIGNATURE . 0 (Degree or title) | 23b, ADDRES 23. DATE sg;_m-:o
' - PR | 7,58 A s 372550
245 BURIAL, CREMA- | 24b. DATE 24, NAME OF CEMETERY OR CREMATORY.: :| 240 LOCATION (City, town, o county) " ¢
TION, REMOVAL (Specity) . :
Buriasl # ?/PS/QO Loke Charles . . . St Lauis Co. Mo..
LOCAL FUMERAL DIRECTOR'S r
PATE GEED BY 1O | RSTuAR SGRTURE = FECTER onE o SRR R
Jay B. omith Maplewood, Mo.

s § on Reverse 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, of by oo
working urder my‘ personal supervision. . o~ ' Student Embalmer Noweiieerosoneowrasnn . e
Signed .47 4.l Tk NAas LA

Signed....... rvvesansan teetsesarnrrenenens
. Student Embalmer

Licensed Embalm

P. O. Address . va It .

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

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




