. No.360 i FH'.ED JUL 5 1950 THE BDIVIAUN OF HEALITA U MIJURI 21530

ke STANDARD CERTIFICATE OF DEATH Stse Fte Mo oD
o : #112481
BIRTH NO. _ . REG. DIST. NO. 31 8 PRIMARY REG. DIST. no1_0,_()_3___ Registrar's No (){) ;
I. PLACE OF REATH 2. USUAL RESIDENCE (Whers decensed lived. 1f institution: residence befors
A a. COUNTY e. STATE Mo, b. COUNTY adinisalon).
b. CITY (! cateide corpurate limits, wta RURAL sod ive g_r AI;(EN‘EK: l,tc.)l" <. C:Jg {If outalde corporate limits, writse RURAL ao.d cive townahip)
. township) { ool
TOWN ¢t.Louis,Mo. ’ TOWN St,.Louls 20/
d. FUé..SLPI;I_I»ﬁAhi!_E QF (It not o heapital or institgtion, elve streot addross or location) d'AsJ t‘}REEsrs (Ef rurat, give locstion) d
c
insrmorion St.Louis City Hospital #1. ! 817 Robert ave,
3 SIEAC%E &_%IE a. (First) b. (Middle) c. (Last) . ] Py DATE (Month)  (Day)  (Year)
( Type or Print) MAGG IE A - GA INES DEATHJune 25 th 1950
8, S5EX 6. COLCR OR RACE | 7. MARRIEB, gE\IgECIgSRRIED. 8. DATE OF BIRTH 9. [:IGE (Imn ; :::u tD‘I'l: I UNOER I u]:m
(Bpacity) 't o Hours | Min.
Female/ | White THdowed "=y December 31,1878, A | |
10a. USUAL OCCUPATION (Giwekindofwork | 10D, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btats or forslgn country} 12. CITIZEN OF WHAT
dH-dnrin.l wdﬂu Life, evan if retired) DUSTRY i CO Tg?
ouse - Jefferson Bks.Mo, A
13a. FATHER'S NAME i3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR ‘WIFE .
John Vernon: | Margaret GCoza ] Geor
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16, SOCIAL SECURITY ( 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yes. 0o, or anknown) | (If yes. xive war or dates of servioe) NO.
no no none Ro a St.Icuis 11

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only enecatwper | 1. DISEASE OR CONDITION _ L (a, ﬁp éz ONSET *ED DEATH
tine for (a}, (b, and (¢} DIRECTLY LEADING TO DEATH @ { '2 & e -JJQJ(, ¥} r ! ayy aac 4 /
ANTECEDENT CALUISES
*This does not mean . - ~ Yriam s .
the mode of dying, ruch | Aorbid conditions, if any, ﬂ‘fﬂﬂﬁ‘ DUE TOQ (b} G en . - "ﬁl"‘t 0 ‘-’:C!(\’:P‘ %519 "S %
az heart faflure, asthenia, | rise to the above couse (o) stating o
de. It meens the dis the underlying cause last.
ease, injury, or complica- DVE TO (c} u b( rpc rtension mamy  UITSs.
tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS =N
Conditions contributing to the death but not
related to the disease or comdision cauring death. [ Eon (_\nn AW AN O NTE ~ C'/f&%o
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION J 0. AUTOPS?T
TiON - )
YES D NO E
21a, ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s4..inerabout | 21¢. (CITY. TOWN. OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bome, farm, factory, sireet, office bidy..ate}
HOMICIDE ]
219, TIME (Monthy (Day) (Year) (Hour) 21s8. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? 4 i/ X
WHILEAT NOT WHILE
INJURY WORK AT WORK

22, I hereby ccﬂz,g;/ﬂg/sctstendcd the deceased from 6/21 0 o___,lo 6/2 0 ;18— that I last saw the deceased
alive on , and that death occurred al 2:Lopm m., Jrom the causes and on the dale slaled above.

zza SIGNATURE - (Degree or title) | Z3b, ADDRESS Zic. DATE SIGNED
ﬂ W A2 0.0 1515 Lafayette Ave., 6)’26/50

RIA CREMA- 24b. DATE 24c'NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty. town, or county) (Btate)

nonqnmovntazjm 200 Lemay Ferry Road lemay,Mo,

Dﬁwylgg& g !E Eg DIIEETOI t &Grl’&l ADDRE 8%

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

([icensed Embalmer's Statement 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, or by.__..

; . .. . .Student Embalmer No..... DI I S
working under my personal supervision. : .
Signed...cﬁnm(.ﬂ, ......... o Ao
$ignedevcn... sesrrratret ettt buanonn vereea . . IY 72/
Student Embalmer Licensed Embalmer No

P. Q. Address 7/5-// ‘7/'4 M

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 £0 stated above. L .

- - . - . o

.




