FHED MAR 10 1950 THE DIVISION OF HEALTH OF MISSOURI (_5594__

. Mo. 300
STANDARD CERTIFICATE OF DEATH State File No.....
. 10.48 . #66718 3 1003 ............ i‘: E} ................
"BIRTH NO. REG. DIST. NO. - PRIMARY REG. DIST. NO. _~ = ™ % pocitrar's Na........‘......_.._._.}.f‘:?
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d 2 lived. If Ioatitation: residenc: before
a. COUNTY . a. STATE - . b. COUNTY -dmul nh,
Misesguri e "
b b. CIEY (If ogtaide corpurate limits, write RURAL and give §T A]‘(ENGTH ﬂ?!—' c. Cg’g (If ouwdde corporsts lmits, write RURAL asd give township) ,
. - weahip) {in this )]
TOWN St.Louis,Mo. " 1 town St, Louis ,\5
d. F!!'JOLSLP'I!TAAT.EOOF ¢If not in hospital or institution, give streat sdd or locatd d. SE-)rI?RE% a rural, give locatlon)’
institorion  St.Louis City Hospital #l £3 2224 S, 3rd St.
3. NAME OF a. (First) N b. (Middle) ¢ (Last) 4. DATE (Month)  (Day) (Year)
DECEASED 3 . :
(Type or Print) - EIMER PATTERSON oeauFeb. 27,1950
5, SEX 0 6. COLOR OR RACE- :; MIARRIEB IEI’IE\\{gscgsRRIED 8. DATE OF BIRTH 9.£GE Ua .vo;n ;!F m 1YEAR | F UNDER M HRS,
wii (Bpacify) t ¥, of Days | Hours | Min,
Male White | ‘Harried i 63 | |
10a. USUAL OCCUPATION (Qivekindof work ™| 10D, I(IND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btata or forelgn sountsy) J 12. CITIZEN OF WHAT
of working life, even if retired) R COUNTRY?
orer ) Retiped Missouri
|i|3a. FATHER'S NAME 13b.*MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Ed Patterson ~-| Molly Summers Fannle Patterson
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yo, 0o, orunknown) | (I yes, give war or dates d-m-via-}; NO.
o 0™ Ta Fannie Patteraon.zzzl& S, 3rd St.
18. CAUSE OF DEATH - MEDICAL CERTIFICATION lmhgsn‘re\:m
| Enter only onacansoper | 1. DISEASE OR CONDITION -T / / TH
line for {a}, {b), and (c} DIRECTLY LEADING TO DEATH‘(a} Q/L-L/LM‘Q

*This doer ot meen ANTECEDENT CAUSES (2 Z ’ -
the mode of dying, such | Morbid conditions, if any, gising DUE TO (b) = b a oo ot poiia

er heart falure, asthenia, | rise to the above couse (o) stating . . -
de. It means the dig. | the underying cause last.

|

WRITE PLAINLY—-US!NG UNFADING BLACK INE—MAKE A PERMANENT RECORD

case, infury, or complica- DUE TO (c)
tion which coused death. | 11, OTHER SIGNIFICANT CONDITIONS
Conditi tributing to the death but zot
related :: !’h?giuau ::tvcogxdilio;“mmfn; death, ‘_} 2 "}‘7\
19a. DATE OF OP_I‘I::l%AN- 190, MAJOR FINDINGS OF OPERATION 9 s 20.AUTOPSY1
YES D NO D
21a. ACCIDENT (Bpacify) 21b, PLACE OF INJURY (e.s. lnorabost | 21 (CITY, TOWN, OR TOWRSHIPY (COUNTY) (STATE)
SUIWCIDE boma, farm, faatory, strset, offios bldg..eva) . .
HOMICIDE
21d. TIME (Month) (Day) {Year) (Hour) 2te. INJURY OCCURRED | 21, HOW DID INJURY OCCUR?T
: mnun NOT WHILE
INJURY o .AT'O
22 I hereby w%%‘?zf aumded the deceased from 1/5 /50 g </21/5 O , that I last saw the deceazed
- aliveon , and that death occurred at _E_Opm., Jrom the causes and on the date stated above.
n../s;)ﬁm'ru U (Degres or titlo) 23b. ADDRESS ] 2. DATE SIGNED
i _— M. 1515 Lafayette Ave., 2/28/50
“ua‘.' BURIAL, CREMA. | 24b. DATE ! ' 24c. NAME OF CEMETERY OR CREMATORY | 24d; LOCATION (City, town, of county)’' °  (Giate)
Bpastty)
n_|__3-1-1950 Mt. Hope _1__ 5%, Louis, Mo,

DATE REC'D BY LOCAL | REG 'S SIGNATU, . FONERAL DIRECTOR'S 8) GNATURE " ABDRESS
" F«E’B 28"?35} . M QLB”ghllDﬁ. 2301 Lafeyette Ava,.
y I d Embalner's S : on Reverm Side) o




|l

STATEMENT BY LICENSED EMBALMER ,

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by oo

working under my p 1sn ision, B . Student Embalmer Nosesoeusann ‘.‘..r ..... seaseess
Signed </ 4 CP W’L‘ ez
Signed.cene.. Memsasessssscsenenanaanarrrnn Licensed Embalmer No ¢FT’\§ a

Student Embalmer

P 0. Address_,-é" «w;_%i."i._.."_"_‘ﬂf. ....... 7.

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

H this body is not embatmed, fact should be so stxted above. - . o .




