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BIRTH MO.

PALED FEB 9 1951

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. :3 l E}nmmv REG. DIST. NO. _mﬂaﬂeainmr': J [ R— _..29!.)..
I. PLACE OF DEATH 2. USUAL. RESIDENCE (Whare ¢ d lived. I fnsti id before
a. COUNTY a. STATE b. COUNTY addinkmion).
Mo, St, Lou:.
b. CITY (If outcida corpurate limits, write RURAL and give ¢. LENGTH OF ¢, CITY {1 outeide corporate limite, wrise BURAL and give townehip) L‘ﬁ o é
JOWN .. St Louis 3 2-davs %TOWN Richmond Heights [ds
d. FHCI).SLPI;J{\AME ORF (1f no 1n haspital or tousteution, give sireet addross or losation) d. Asg‘gm‘ (I vural, dvo Iocation) ] f
INSTITUTION St John's Hospital 7325 Arlington Drive
3. NAME OF 8. (First) b. (Miadle} °. (L.nst) 4 DATE (Month) (Dey)  (Yorr)
{Twpe or Print) Columba S Mansfield oearn Jan,10,1951
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH ,, 8. AGE doymn| ¥ Gook | Tum | # e -
) WIDOWED, DIVORCED (8pacity) fart birihdaz) [ Mgoeie | Bar | Bewn
u, i, ./ Aug.2,1890 NG |
102. USUAL OCCUPATION (Glva kind afwork | 10b. KIND OF BUSINESS OR IN. | 11 BIRTHPLACE (Btase er forsten sountey) 12_ CITIZEN OF WHAT
done daring most of workiag 11, in%-d I DUSTR . - RY?
Sup.Auditor- Fide ¥y EBasualty inst.Co. | Dillén,Montana / e

13a. FATHER'S NAME

James Mansfield

13b.

Anna Flynn

MOTHER'S MAIDEN NAME

(Yes. no. or unknown)

no

I5. WAS DECEASED EVER IN U.S. ARMED FORCES?Y ’

(If yos, Kive war or dates of servios)

none

16. SOCIAL SECURITY 7. INFORMANT' ¢

14. NAME OF MUSBAND OR WIFE

Mrs,Ella Mansfield

S SIGNATURE OR NAME ADDRESS
s.B1la Mansfield, 7325 Arlington Dpive

18. CAUSE OF DEATH
. Enter only onecause per
Mne for {a), (b), and (c)

*This doca not mean
tA¢ mode of dying, such
as heart fallure, asthenia,
de. Ji means the dis-
caze, Injury, or complica-
tion which caused death.

MEDICAL CERTAFICATION INTERVAL EETWEEN
1, DISEASE OR CONDITION ONSET AND DEATH
DIRECTLY LEADING TO DEATH® (5 W W
ANTECEDENT CAUSES -

Mortdd conditions, if any,
riae to the above cause (a) xﬁi’w

vy

the underlying cause last,

DUE TO {c)

DUETO(I:)%J _WMM»

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing o the death bul nod
related to the disease or condition causing death.

A cvalians)

2ia. ACCIDENT
SUICIDE

) (Bpecity)

bome, farm, inctory. strest. offles bldg., e3e)

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION m/‘
215, PLACE OF INJURY (s.g..in orabout | 21c. (CITY, TOWN, OR TOWNSRIP) (COUNTY) - (STATE) .~

HOMICIDE L, ,
21d. TIME (Month) (Day) (Year) (Hour 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR? »f'
OF : WHILEAT ] NOTWHILE| Y
INJURY WORK, AT WORK
2. I hereby certify that 1 allended !he deceased from -9 1890 1 Z%M‘,‘m_{u, that I last saw the deceased
alive on , and that death occurred at L3 Bm., frorh the causes and on the date ata!zd abave.
Dex or m *23b. ADDRESS /, ATE SIGNED
Q Zﬂm«m b3 gma,g.g( WA
24 ATE 24(:. NAME OF CEMETERY OR CREMATQRY 24d. LOCATION (City, town, or oonnly) (State)
.13,1951 | Calvary Cemetery 5 [ 1iSt.Louis,Mo, .
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATMRE m H«ﬁron S 5| RMATURE ADDRESS
JAN 1 1 19%F 'i/ Sy g Z’:W—.Azz - 840 Lindell flvd,
8 (Licensed Embaimet’s Statement on Redeise Side) B LR
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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 — oo

working under my persona! supervision.

-

Signpd

Slgnad-----.---g.tc--.....aoo ------- sev e i Licensed Embﬂlmef NU 57?3
udent Embalmer .
P. 0. Address f\?f’ 4

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 so stated above. s




