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PLAINLY—USING 1

WRITE

Ll

SEP 23 1952

' BIRTH_NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

State File No

_REG. DIST. NO. &l 2 PRIMARY REG. DIST, NO.M___RQLHMV':N:.

33635

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If lnstitution: residence bafors
. COUNTY : - . STATE b, COUNTY ayd:mission),
s a Ste Louis . Missouri St. Louls™
b. %EY (If outolde corpurats limits, write RURAL and giva ¢. LENGTH OF €. Cg;{ (If outalde corporate limits, write RURAL and give townahip) g
township) {in this l-cu) .
Xwowh Clayton =0 4 day TOWN  Maplewood éf 5 "I
& FIU:IJ!..IS.P#\ANEE OF {If pot ia hoaplial or institytion, glve atrect nddrees of Imﬂnn) d'Asggi’g:EEsrs (If rurs!, give location) /
wstitonion St.Louis Co. Hospital 362h Cambridge Ave.
3. I;‘E‘?:MEAS%’E) #. (Flrst) b, (Middle) e. (L.ast) 4. Dé}‘E (Month) (Day) (Year)
(Twpeor Print)  MINNIE HAND DEATH 9=~ 15 52
8. 5EX 6. COLOR OR RACE | 7. M;})%R‘.&EB IEIHEVEECIESRRIED,) 8. DATE OF BIRTH 9.11(;5E (lnd.ye’ln ;(r u:.u | YTEAR | O UNDER m HES.
. {Bpecify ¥, on Hours | Min.
Female White Married 7=-9-1869 2" B |
10a. USUAL OCCUPATION (Giwekindof work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stats or lofeign acouniry} / 12, CITIZEN QF WHAT
dona during most of working lifs, even if retired) DUSTRY . d C_‘OUNTRY?
Housewife At Home St. Louis, Mo, TU.SeAe
138, FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknown Sobinski Unknown ___ i Clarence B. Hand
i3, WAS DECEASED EVER IN U.S.ARMED FORC?ST 16. SOCIAL SECURITCS( t7. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes. no,orunknown) | {II yea, give war or dates of service}
o None Gladys Kickham, 3615 Cambridge Ave,
18. CAUSE OF DEATH MEDICAL CERTIFICATIO INTERVAL BETWEEN
I. DISEASE OR CONDITION . . . °"SET$"° DEATH

. Entet only onecause per

line for {a), {b), and (¢}

*Thir does not mean
the mode of dying. such
as heart failure, asthenia,
ele. It means the dis-

DIRECTLY LEADING TQ | DEATH"(5)

ANTECEDENT CAUSE..' '

- :
.
Afortid eonditiona, if any, giving DUE@ (b} MM_ -

rise.to the abore couse.(a) stating _.. .
the underlying cause lest.”

DUE.TO {c)

eqae, infury, or compld
tion which caused death,

11, OTHER SIGNIFICANT CONDITIONS = - s

Condilions contributing to ihe death but a0t
related to the dizease or condition causing death.

20. AUTOPSY?

19a.- DATE OF OP_F%?‘-' 195" MAJOR FINDINGS OF OPERATION e e '
i
e agzers | _ vis [ wo 47

212, ACCIDENT {Specify) 21b. PLACEOF INJURY {e.c..inarabout | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE home, farma, factory, sirset, office bldg..otc.) e .ot .

HOMICIDE . - ‘
2. TIME | (Month) (Day) (Yean) (Houn) | 216.'INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

R N L & | WHILEAT NOT WHILE - . B
INJURY - WORK AT WORK -

2T hereby‘cerhfy that I ‘altended the.deceased from ___._8::_3.0_71552_, to Q=15 | 1952, t]}al I last saw the deceased
_\_&"115_ 19._52 and !hat death occurred at 7 s QQAm., from the causes and on the date stated above.

alive on

23a. SIGNATU RE"

23b. ADDRESS

% : (Deyea ot title)

601 -3, Brentwoad, Clayton

| 23¢. DATE SIGNED

24a URIAL,
W’
7]

24b. DATE 24c. NAME OF CEMETERY C'E CREMATORY.

0ld St, Marcus (

DATE REC'D BY LOCAL

7~ /4 -5

JAY B. SMITH

joensed Embalmer's Statesnent on Reverse Side)

25, FUNERAL DIRECTOR'S

24d. LOC.ATION (City. town, or county)

(State)

Qg ’

mgg_ﬂ NCHES"I‘ER AVE
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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 e -

................................................................................. reaeennsreenney Student Embalmer No.

.\\
Student teeiesesrsensdeatartanatarans g-/ Signed........

..... Student Embalmer

Licenzed Embaln

P. 0. Address.__...£L. 14 [ &4

Note: The above MIWST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI
the above constitutes grounds for revocation of license.) b

1

If this body, is not embalmed, fact should be so stated above. - - - - - -




