THE DIVISION OF HEALTH OF MISSOURI

. 109ER
o300, ,,ﬂgln OCT & 850  STANDARD CERTIFICATE OF DEATH vt Fite o ST, :;,'1“
- rau;m NO. _ REG. DIST. NO. _3_]& PRIMARY REG. DIST. 1&. chmranNn 8()()%
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsssed i rasideces bedore
a. COUNTY a. STATE b, oouu‘rv sdmiselon).
b. Cé'l;lY m. Nhﬁs—mmnu.qmlu, write nmnmmw c. LENGTH OF c. CITY It uunu. vorporats limits, write RURAL and give m,azl/ /‘f
TOWN St.Leuis,Miss Hissonrf oM g4, 3t: Louis
d. FULL NAME OF (If oot in hoapital or Insté 1, glve street sddrees or location) d. STREET | (I# rural, sive loeation)
INSTITAFION St,Louie City Hespital #1. W DRSS -
3. NAME OF a. (First} b. (Middle} <. (Last) - 4. DATE (Manth
g ALEEN . BAXTER o, Sept. 2oth; 195%™
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVERCESRRIED 8. DATE OF BIRTH 9, AGE {lo yeans] & mxDER | ¥ DOER o m.
Female ) White WP QRO i | Gyuly 6, 1895  “BE | “1’111 o | Mo
w:; USUAL occgpATlou u(r(llinunlfdwerk' 10b. KIND OF BUSINESF:D%%TEH‘; 11. BIRTHPLACE (Btate of forelgn oountry) ) 12 crrln:uopwmr
X% Homa " St. Franois, Mo. O
Jlaa._ FATHER' S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James R. Mo:Kinney Katherine lMirph Ray Baxter
5 WAS DECE}L‘SEP E\(fER INﬂU 5. ARM‘E? !:?RCES? 16, SOCIAL SEBURHS( 17. INFORMANT S SIGNATURE OR NAME ADDRESS
e | - None Mr. Ray Baxter, 2614 N. Prairie Ave

WRITE PLAINLY-—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD <

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter anly onsceusoper | ). DISEASE OR CONDITION . » ONSET AND DEATH
line for (8), (b, and {e) DIRECTLY LEADING TO DEATH (@) C:E. W}'MM
“This docs not mean | ANTECEDENT CAUSES . .
ihe mode of dying, such Morbid conditions, if any, gling DUE TO (b)
ar hear! fatlure, asthenia, | rise Lo the abooe eanse (o} stating e . T . . I T
{lete. 1t means the ais. | Fhe underiying cause last. - o ’
ease, infury, or complica- DUE TO (c) .
tion which eaused death, 1I OTHER SIGNIFICANT CONDITIONS - -
T Conditions coniribuling to the death but not
. related to the disease or condition causing death.
19a. DATE OF QPERA-.{ 19b. MAJOR FINDINGS OF OPERATION | e e . o : o T 2. AUTOPSY?
+ T TION
. . YES |:| NO D
21a. ACCIDENT (Bpecity) | 21b. PLACEOF INJURY te.g..tnorsbous | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
UICIDE . . . homa, tarm, fagtory, street, office bidy.,e10.) . LR - . o " -
HOMICIDE D o . A —
21d. TIME (Mosoth} f(Day}, (Year)~ (Hour} 1 Zle IN.IURY OCCURRED | 217, HOW DID INJURY OCCUR?
INTRY {\J\k., Ao WWHILEAT ] NOT WHILE . -
WORK 3 AT WORK
2. I hereby %{wﬂ/g that I auended the deceased from _'ZM, 19 , lo 9/20/50, 18 , that I last saw the deceased
" alive , and that death occurred at ..?ﬁ_mn., Jrom the causes and on the date stated abooe
2. SIGNATU /E T I (Degroe or title) | 23p. ADDRESS IGNED
| s S b, 802 00 | 1515 Lafayette Ave.,, p 20 5@
2a BURTAL, CREMA— "24b. DAT 4 NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty.'tqvn,otcounW) - .{State)-
Bﬁrgf g e 9-22- 1950 | Memorial Park Cem, |St. Louis Co. .. _ Mo,
DATE REC'D BY LOCAL | REGI GNATURE FUNERAL DIRECYOR' s S1GNATU
SEP 21 lSSDREG ullinane Bros. 3320 il .Kingahighway

(Licensed Embalmer’s Statement on Reverse . Side)




i

STATEMENT BY LICENSED EMBALMER cey

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

. ., Student Embalmer N Petsesessnne st aancnannenn
working under my personal supervision, . ﬁ o

S1gN@d.csncenecasstentroncanasrsonarennanans

Student Embalmer . : Licensed Embalmer No 3186

P. O. Address_3t. . Xonia, Mo, .

Note: - The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in .kis OWN HANDWRITING: (Failure to comply with
.the sbove constitutes grownds for revocation of license.)

Jf this body is not embalimed, fact should be so stated above.

»




