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

.

Jieo AN 28

1953

THE DIVISION OF HEALTH OF MISSOURI

STANDARD gEngICATE OF DEATHI 003 State Filc No..

L2963
0140

Iine for (a), (b}, and (¢)

*This does not mean
the mode of dying, such
-0f heart foilure, asthenda,
eie. It means the dis-
case, injury, or complica-
tion which coused death.

ANTECEDENT CAUSES

Morbid conditions, if any, piring
. rise to the ebore couse (a) :tatmg
" the underlying cause last.

'BIRTH NO. REG. DIST. NO. _____ ___ _PRIMARY REG. DIST. M)}. .. FKegistrar's No
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deccased lived. If iomtitution: residence before
a. COUNTY a. STATE - b. COUNTY adniseion).
Missourl
b. CITY (It outslds corpurata Umits, write RURAL and give ¢. LENGTH OF ¢. CITY (I! cutalde corporate limita, write RURAL acd give township)
township)| STAY (i this place) ;
oW St. Louls, Misgouri TOWN  3t, Louls 2235
d. FULL NAME OF (I mot in hospital or Institutlon, give street addroas or location) d. STREET (f racal, sive locatien) d
HOSMTA ADDRESS
INSTITUTION 1720 0live Street.,
36‘EACNE1ES°E'B a. (First) b. (Middle) ¢. (Last}) 4. DATE (Month) (Dey) (Year)
(Typeor Print) Ty Condis DEATH Jan 2_- 1953
5, SEX d 6. COLOR OR RACE | 7. MARIH'EB I[!)T‘YggchESRRIE 8, DATE OF BIRTH TQ AGE (e n-n l: UnoeR lbmn IF UNDER 31 MRS
onths ays | Hours | Min.
Male White Never Marrisd |May 2 21880 [ ~l |
ma USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | |1. BIRTHPLACE (Btate or forelen sountry) 12. CITIZEN OF WHAT
% mont of workf e, #van if rotired} DUSTRY o B COUNTRY?
ek Cler Brown Shoe Co. |[Manopl, Messenla, Greece U.S.A.
13a. FATHER™S NAME 13b., MOTHER'S MAIDEN‘ NAME 14. NAME OF HUSBAND OR WIFE
Unknown Unknown | None
IS. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, no,orucknown}) | (If yes, ive war or dates o!urrku) NO.
__¥o Nil 7=6748 | Thoma Brad ivil Courts Bldg.,
18. CAUSE OF DEATH MEDICAL CERTIFICATION lNTEI!‘a':‘\‘]I.m 5
1. DISEASE OR CONDITION
- Enter only onecsusoper | 1 /pECTLY LEADING TO DEATH® ) Levehrnol 77‘)?—07\-\.}&0'24\/1 N§T dpﬂ

R
-

- S
+DUE TO (&)

DUE TO (b) ___é&,aﬂ Wﬂ)bcum

- -

e

11, OTHER SIGNIFICANT CONDITIONS = C @€ nonu.

Conditions contributing to the death but not
related to the disense or condition causing death.

a{nna i S,PO”J?"-"—

“19a:-DATE COF 'OPE%AN 195; ‘MAJOR-FINDINGS- OF OPERATION "+, . . 7 /. SIS T 20, AUTOPSY?
12/23)52.. CoNnconPna] - 0*{'921“" ’e"-"-”tc’; )mD no B
Zla ACCIDENT (Bpecity) 21b. PLACE QF INJURY (o-l..“nnrl'bmlt 21e. (CITY.TOWN.OR"'I’OWNSH[P) (COUNTY) &
SUICIDE boms, Isrm, Inctory.sireet, office bldg..ev0.) . . ) N AR AT B
HOMICIDE L o
21d. TIME (Moath)  (Day} _(¥’H). lﬂuu.r) J2le. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?
iRy e e e W weeee e b Box
|\ 22. I hereby certify that Iattended the deceased from 12—~ 11 | 18582, to _L_Z___ 19,5.'1 that T last saw the deceased
aliveon _d—1 19_53 and that death occurred at 345 X m., from the causes and on the date slated above.
23a. SIGNATURE . 0 {Degree or title) 23b. ADDRESS 23c. DATE SIGNED
B4 o B @.\. : 45(’0 @&O‘Q‘ M ,'-'l/‘é §3

BURIAL, CREMA-

TlOWi\l’Aﬁ(ﬁuﬂﬂ

24b. DATE v

1=7=53

| 24:. NAME OF CEMETERY OR CREMATORY o

St.Matthews

244. LOCATION (City, town, or eounty):}_, « {Btate) -

StOLou’.s_'MOO OO

DATE RF(&_‘D BYQ@

5 SIGHATUR

= { Y]

25. FUMERAL DIRECTOR"S 5| GMATURE ADDRESS

Albert Hs Hoppe, 4700 Washlngton

on Reverse Side)



| 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

. Student E.bll.or Ho.
working under my personal supervision. W
SEUBENE vauveenreosnenonnasnasoneatoncs Signed_ R mrt M. Murray
Student Embaimer 7
Licensed Embalmer NnCS 7 6/

P. O. Addm&%/' Z‘f’w %

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failln'e to comply with
the above constitutes grounds for revocation of license.)

If this body iy nottembalmed, “fact should be so stated above. .- - -




