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

THE DIVISON OF HEALTH OF MISSOURI

1950

FLED OCT 5 STANDARD CERTIF

ICATE OF DEATH e i 32009 ‘
PRIMARY REG. DIST. m._&ﬂ_@__@x,‘,mmﬁ No ‘Q"/ 7‘p

LW

13a. FATHER'S NAME

David C, Kelley

15. WAS DECEASED EVER IN U,S, ARMED FORCES?

16. SOCIAL SECURITY
(You. no.or unknown) | (If yes, aive war or dates of service) NO.

BLRTH MO. REG. DIST. NOY
1. PLACE OF DEATH 2 USUAL RESIDENCE (Where decased lived. If inatltution: residence bofore
. () . « o . wmisglon),
a. COUNTY St. louis a. STATE Migso b. COUNTY ad.aimlon)
"o, %EY (U outcide corpurata ll.n.:.'lu. write RURAL nndm::v;.mm & ALY;EII'(ﬂGTl: 0:—‘.] c. CITY (If ouwlde corporate limita, write RURAL and give township) 2 / 5" oo
TOWN Kirkwood yagkir:t Town  St. Louis )
d. FH«%%PF‘PME OF (If not in boapital or institution, give streot address or location) d A%I'&ESS (f rurst, give loeatton) '
NorioTion 1.8, MARTNE HOSPITAL {§FO0RES 351 7 Delor St.

3. NAME OF a. (First) b. {Midaie) ©. (Last) 4. DATE (Month)  (Dey)
DECEASED . B ¥} | (Year)
(Twpe or Print) RALPH S KELLEY ceath  Sept 13 1950

5. SEX {0 6. COLOR OR RACE | 7. #{\R%EB. B{E‘\;EECEBRMED. 8. DATE OF BIRTH 5. :;(‘;E o o] w Do | TER | @GR u fo

- s (Bpecify) oa Days | Ho Min.
Male White fed" Aug. 6, 1883 67" | " |

10a. USUAL OCCUPATION {Citve kindof werk | 10b. KIND OF BUSINESS OR m- 11. BIRTHPLACE (8tate or forslgn couvtry) 12, CITIZEN OF WHAT

dope during mowt of working life, svea if retired) . COUNTRY?
Cook Butcher—Arthur Ohio erica
13b., MOTHER'S MAIDEN NAME 14. NAME OF HUSBAMD OR WIFE

Gertrude Strong | i

17. INFORMANT"

A%
S SIGNATURE OR ""‘ﬁ,s Maréﬂ)gﬂﬁsﬁp
Records of Hosp, Kirkwood, Mo, -

No —-—— o= Clinical g
B.CAUSEOF DEATH MEDICAL CERTIFICATION INTERVAT BETWEEN
I OR
- Enter cnly onecstsmper | 1, Bep n PEABING T0 DEATH*¢p_leiomyosarcoma , primary, of small ine 8 Mo

line for (a), (b}, and {(c)

testine
*This does not mean ANTECEDENT CAUSES

with metastasis to left lung &
brain

. Morbid conditions, if any, giving DUE TO (b)
rige o the above cause (a) stating
the underlying cause last.

the mode of dying, such
as heart faflure, asthenia,

e, It me the dis-
pigiiied DUE TO (&)

eate, infury, er complica-
tion which caused death. | 1]. OTHER SIGNIFICANT CONDITIONS

Ounditions contribueting to the death but not
related to the disease or condition causing death.

JSan

/%

(Ticensed Embalmer’s &

19a. DATE OF OPERA. | 190. MAIOR FINDINGS OF OPERATION 20, AUTOPSY?
8-18-56 Tumor of small intestine with multi ple metastas:l.agwﬂtg%g yes (B wo
| 21a. ACCIDENT (pecity) 21b. PLACE OF INJURY (a.z.. inorabout | 2lc. (CITY, TOWN, OR TOWNSHIF) T (COUNTY) (STATE)
SUICIDE . homa, fare, luctory, atrest, office hldg.. s10.)
HOMICIDE no X x . x
21d. TIME (Moath) (Day) (Yesr) (Hour) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? St |
~ WHILEAT NOT WHILE R
INJURY X WORK AT WORK X
2. [ hereby certify that I attended the deceased from MBX'a 86 1980 10 Sepa 13 | 19 50, that I last saio the deceased
alive on , 18.5Q., gnd that death occurred at T:20_a m., from the causes and on lhe date stated above. |
2. SIGNATU (Degree or title)_ | 23b. ADDRESS 7. DATE SIGNED
A Sa ﬁé‘g ‘Sr Kirkwood, Missouri, . Sep,.13,1950
e NBEER 1AL, CREM 24b, DATE . NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Clty, tawn, or county) - (Btate)
Burial Z 19/16/50 N. St. Marcus Cemetery St. Louis;Co., Missouri
DATE REC'D BY LOC ISTRAR'S SIGNATURE DIRECTOR' S _SIGMATURE. ‘ADDRESS
ISEP 14 1950~ \M/ 363lGrayois

SRasi mlv



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
working urder my pcr_sonal supervision, Student Embalmer fo ....... beessaaansseannus
i Signed é’ "’“")—g %4"*“"

it S
Signe Stodent Embatmnr s - Licensed JE':mbaim _0._ ..4
P. 0. Address——. &~ é 5 B

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

I this body is not embalmed, fact should be 30 stated above.




