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NFADING BLACK INE—MAKE A PERMANENT RECORD \L\

-
J

T QPLA!NI.Y--—U'S ING 1

WRIT
S

THE DIVISION OF HEALTH OF MISSOURI

FLED AU 25 1951 STANDAR%ﬁFgTIFICATE OF DEATH 03 .,,Fm8243

BIRTH NO. 20 0 < Z « .57 rec. vist. wo.

PRIMARY REG. DIsST. gt M WD rpocicirar's No.....

i. PLACE OF DEATH

2. USUAL. RESIDENCE (Where Jdetossed lived. I institlion: residsoce befora

(Yes, no, ot unknown} | (Il yea, Kive war or dates of service)

. - . STATI . JLuission).
- oo ~SHrbovis— & = STATE 4 ggourt b. COUNTY i)
b. CITY (If outeide corpurate limita, write RURAL and give ¢. LENGTH OF c. CITY (it ousside enrporats limits, write RURAL azd give m'mu,)
OR township)| STAY {in thin place) OR s{
TOWN St loo,s N 5t. Louis
d. FULL NAME OF ¢ pos in boapitale vl streot address or localion) STREET {If rursl, cive Loeation)
HOSPITAL OR% - ADDRESS .
INSTITUTION viu . R 2124 Chippewa
3. NAME OF . (First b. (Middle} - c. {Last) —
DECEASED a. (Finst) . 4 DATE (Month) (Da‘y) (Year)
(Typeor Pty LB wrc@WCR “Dole Franew oon (uga M 1957
5. SEX 6. COLOR OR RACE [ 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (la years| ir ;t- ) YEAR | O ONDER 4 HES.
a WIDOWED, DIVORCED (8pecity) last birthday) |Months| Days [ Hours | Min.
W) P oW Jan. 31 1951 b ’ |
10a. USUAL SCCUPATION (hvekiad ot work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (Stete or forelgn scuntry) “ 1 12, CITIZEN OF WHAT
done during most of working Lifs, even DUSTRY @ COUNTRY?
\ () Mo
13a. FATHER'S NAME men,mb. MOTHER' S MAIDEN NAME 14, NAME OF HUSBAND OR WIiFE
b oo : | "Doleves —
IS. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL sacungg 17. INFORMANTJS5 SIGNATURE OR NAME ADDRESS

18, CAUSE OF DEATH
., Enter only onecaiseper
Itne for {a), (b), and (&)

*This does not mean
the mode of dying, such
ot heart fallure, asthenis,
ac. It means the di-
eare, infury, or complica-

MEDICAL CERTIFICATION

1. DISEASE OR CONDITION

- the underlying catae last.

DIRECTLY LEADING TO DEATH* () _Fibrinopurulent Periocarditis

Erwin Frazier 2124 chipgawa

INTERVAL BETWEEN
) ONSET AND DEATH

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b}
rite to the abore cause {a) whw

DUE TO () ' 0 ¢ =~

tion which coused dexth,

11. OTHER SIGNIFICANT CONDITIONS- . - - -~ *

Conditions condribuding lo the death but wot
relaled to the disease or condition cousing death.

19a. DATE OF OPERA-
TION

.

19b. MAJOR FINDINGS OF OPERATION

‘ -
(\
™~ 20, AUTOPSY?

ves (Mo U]

21a. ACCIDENT {Bpeciiz}
SUICIDE
HOMICIDE O

21b. PLACEOF INJURY (o.g..1n orabout
bome, larm, factory, street.office bldg. , ota)

2lc. KCITY. TOWN, OR TOWNSHIP) (COUNTY) . (STATE)

U e

21d. TIME (Month}
TNJURY

| 21e. INJURY OCCURRED

WHILEAT NOT WHILE
WORK AT WORK

(Day) (Year} (Hour)

23. HOW DID INJURY OCCUR? M
A

alive on

2. I hereby certify that I attended the deceased from JLL_ 1951, 1o _B..él)-l»— 1953— thﬂl‘f last saw the deceased

9.5.:L, and that death occurred al 11'—0&: , Jrom the causes and on the date stated above.

23, SIGNATURE
AR

S

N (Degrm or tit.le)

23b. ADDRESS 23c. DATE SIGNED

BARNES HOSPITAL . . . |[8/15/51

24a. BURIAL CREMA-
TION, REMOVAL (Spectiry)

DATE\_W—_ fYSLC,‘%AG;

b, DATE | Z&c NAME OF CEMETERY OR CREMATORY .

Md. LOCATION (Oil.y. town, or county) (Stote) -

v 5t. Ienis

25 FUNERAL DIRECTOR'S 51GNATURE ADDREAS

Baiderwieden F. He Inc. 1936 St. §ouia Av ..
———

(Licensed Embalmer's Stustemenmt on Reverse Side)
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! . STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose nal'nc is recorded on the reverse side of this certificate was embalmed by me, or b, /

Wam et 72 s e

e eereraRe RS b o £s s en o Aot Aot e e oo e £ F 1 2 E S EA k88t e e e emeeme b ee oo oo e A emn LA et 2E 1 prnmmne \ S,tu ant Embslaer No.

working under my personal supervision.

Student ,..cieccerasrasrenn sesscsanssasenns Signed e
Studcnt Embalimer .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his O N,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.




