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WRITE PLAINLY--USING UJNFADING BLACK INK—MAKE A PERMANENT RECORD

I BIRTH NO.
I, PLACE OF DEATH

oo FEB3 1959

-

R WAYIIWIN UF FMTRNRITT W IVlaU R

STANDARD CERTIFICATE OF DEATH

State File No.

DIST. NO.

318 PRIMARY REG. DIST. m.]m_a_ Kegistrar's N

... 0681

2. USUAL RESIDENCE (Where dacoased lived.

1t instliution: residence before

a. COUNTY o a. STATE Missouri b. COUNTY sdunkntani.
b. CI};Y {If outside corpursta lh.nll.l. write RURAL and ‘:h';-u . §T AI;FI‘H:Q; DE:") c. CITY (1t outside corporate l.imit:. write RURAL and give township)
town  St. Louis i TOWN St. Louis =2/ ;
d. Fit{loLlépll'i_lf\AP‘I_Eo%F (I not kn hoapital or institution. give streat address or location) A DRESS : {If rral, give location} f
insTiution  Homer G Phillips Hospital f 31,46 Sheridan
3. NAME OF s (First) b. (Middle) v ¢ (Last) J 4. DATE (Month)  (Day)  (Yean)
(Type or Print) Ban jamin V. Satterfield, M.DJ oeam / /9 - L5

5. M 6. COLOR OR RACE

done di mokt of

10a. USUAL OCCUPATION (Givw kind of work
)

7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9, AGE (Io yeans| r moeR l yuf | ¢ poo u s
WIDOWED, DIVORCED (8pacify} ', Z é . Z ; laat Nﬂ-bd-lﬂ Mﬂﬂ“ﬂl Haunl Mia.
10b. KIND OF BUSINE.S 0 " BIRTH 12, CITIZEN OF WHAT

STRY (City and State or COUNTRY7

13a. FATHER'S

(Y- o, or gokoown) | (I1 yea,

- /e s

. WAS DECEASED EVER IN

5. ARMED FORCES?

AT ke

13b. MOTHER' S HAI?EN NME
16. SOCIAL RITY
NO.

Forzn Cwntnr)

7. INFORMAN?I' S SIGN%TURZOR NAME

l N2 ve

rﬂ NAME OF 'HUSBAND on WIF

ADDRESS

1. ¢XUSE OF DEATH MEDICAL EthFchTION INTERVAL BETWEEN
. [i. Enter only cnecauseper | 1. DISEASE OR CONDITION ONSET AND DEATH
o for (o), (b, ond (@) | DIRECTLY LEADING TO DEATH® (s) Cirrhogis of the Iiver _ Undet. _
ANTECEDENT CAUSES
*This does nit metn .
he mode of ding. such | Aorbid conditions, if any, gitng DUE TO (8 —Undetermined
8 heart faflure, asthenia, | rite to the abooe cause (a) amim
de. It means the dip. | e uRdeiymg evackodt L - L - .
care, infury, ar complica- DUE TO (&) )
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS . - Bleeding Esophageal Varices
‘Conditions contributing to the death but nof .Undet.
related to the disense or condition euring dests,  Chiolemia
19a., DATE-OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION . ‘ L, o ., -| 2 AuToPsY?
. TION CER . ‘
ves (. wo [
2ta. ACCIDENT (Brecity) 21b. PLACEOF INJURY (a.5..imerabout | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm. fastory, streat. offow bida., eto) ) s
HOMICIDE ) . ) .
21d. TIME (Month) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR? _
. v i o wun_sn N’?l'_r.wol-lnll..‘! 7 b <3 | &
2. ] hereby certfy that 1 attended the deceaaed Jrom _1:.8— 19_53. o '1—9__ 19;53 that I last saw the deceased
alive on , 19 , and ‘that dealh cccurred at .,1 m., from the causes and on the datc slated above.
oo {Degree or titls) | 23b. ADDRESS Z3c. DATE SIGNED
D, ! . .. 2601 N wnittier St 1-20-53
2a BURIAL, . 24c. NAME OF CEMETERY OR CREMATORY | 248, TION (City, jown, ot tounty) "(State)
Q?M /’"2’3/"‘5} s Cesnsl 7 14 222 el /-/
DATE REC'D BY LOCAL AR = F MERAL-DIR <’T£s SIGNATURE /5 —ADDRESS
JAN2 1 1958° "I ““&Lﬂ“ :



STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

........ , Studont Embalmer No.

working under my persona! supervision.

SEtUdENE wevuvressrenvanssnansansaes Signed.ﬂ

L Sl
icensed Embalmer No 7— 9 2.

P. O. Address,Z-f 2 ALAALATTZTT
Note: The above M’UST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ( to c_nmply w
the above constitutes grounds for revocation of license.)

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

Student Enbalmcr




