. Mo, 300

\

USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

L

WRITE PLAINLY.

e

. 10.48 F[

THE DIVISION OF HEALTH OF MISSOURI
ST ANDARD CERTIFICATE OF DEATH

11368

) 1 N .
oy i 1818 File NO. vvecriirsiosssamasssarssmensentoon
D MAR 27 1 8 18 100 ~
BIRTH ND. REG. DIST.’ . RIMARY.BEG. . DIST, NO. Fegisirar's N,._”.ZBJQ.M.
1. PLAGCE OF DEATH 2. USUAL RESIDENCGE (Whare decstasd lred.  1f institation: residence bulote
a. COUNTY a. STATE b. COUNTY edmimion}.
b. CITY {12 outeide sorpurate [mits, writa RURAL and give ¢. LENGTH OF c. CIT‘! (If outside corporate lirnite, write RURAL acd cive towmshin)
rownabip)f STAY (in this place}
TN TOW ST LS 2/3 7
d. FULL N_'»_\MEOF {1f not in houpital or inssltution, give strest address or | dksgg!%fss {If raml. give location} d’
INSTITUTION  St. Louis State Hospital 13 SLO0 Arsenal St.
3. NAME OF s. (First) b. (Mlddle) e (Last) 4. anTE {Month} (Day) (Yean
{ Twpe or Print) SQOPHIE CHANDRON oeat March 6, 1953
5. SEX / 6. COLOR OR RACE 7#&% NEVER IEBR(RIED 8. DATE OF BIRTH /'Q.AGE Un yen o oEn | TKAR [ W tmOmx m K,
. B Min
Female white ‘BiVorcea 2, 2/21/82 =1
10s. .ﬂ;J}Lgi;gP‘AT_IQN ugt.l‘l::n:dwuk 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE. (City eod State or Fersiga Couprry) 12, Crrﬂl_rza‘}?ormf
— —— Belgium elpgium
113;. FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAMD OR WIFE )
unknown unknown | unknown
i5. WAS DECEASED EVER IN U.S. ARMED FORCEST | 16. SOCIAL SECURITY | 17. INFORMANT 5 S} EGNATHRE OR NAME PORESS/
(Yes. no, o1 unknowa) I (If you, xive war oz dates of nervice) NO. ’ 2F p
wnkreowin Moyl X 23/ S Mt
18. CAUSE OF DEATH MEDICAL CERTIFICATION : INTERVAL nu_
I. DISEASE OR CONDITION .
'f_i‘ﬁ:r“’(’:)’"’(’i,‘;:‘:" %o | DIRECTLY LEADING TO DEATH® (5) Acute .Cardlac Failure
ANTECEDEMT CAUSES el
*This does not mecn )
the mode of dying. such | Mortid conditions, i any, gioag DUE TO (5 Arteriocsclerotic heart digeasge
as heartfallure, asthenia, | Tise to the aboor cause (a) stating
de. It means the dis- | S0 tRderiying eatiae last.”
cae, infury, or complica- DUE TO (¢)
tion tohieh coused death, | 1. OTHER SIGRIFICANT CONDITIONS
Conditlons comtribuling t the death bul 0
reluted to the disease or condition causing deafh.
19a. DATE OF opﬁtoi;{ 19b. MAJOR FINDINGS OF OPERATION _ 20. AUTOPSY?
3/L/53 Epidermoid Carcinoma ¢ Metasteses vis ] wo [
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY {e.g..lnorabout | 21c. (CITY, TOWN. OR TOWNSHIP) {COUNTY) (STATE)
-+ SUICIDE bome, farm, Instory, stiest, ofios bldg . ene.) . .
HOMICIDE . .
214. TIME (Monit) (Day) (Yeat) (Houn | 2le. INJURY OCCURRED | 2. HOW DID INJURY OCCUR?
IJURY w | WHILEAT[™) NOTWHILE 191X
8 & 1053 thai N
2. I hereby certify that I atiended the deceased from Jan. 1 19 . loLL_M.a_rt_, 1922 | that I last sato the deceased
alive on 19_5_3. and that death occurred aazlsp_ m., from the cauaes and on the date slated above.
Da. SIGN RE . d (Degroe or title) | 23b, ADDRESS 23c. DATE SIGNED
¢ 2: LR TeD 5L00 Arsenal. St.. 3/9/53
Zia. BUR|AL, CREMA- | 24b, DATE 4! | 24. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, os county) . (State)
TION, REMOVAL (Bpsity) s ' :
Buginl Y. 17"33 ST LOULS Y. % 1]
DATE REC'D BY LOCAL |'REGISIR
MAR 1B 1958 N ¥,



|
|-

STATEMENT BY LICENSED EMBALMER 3 .

[ hereby ccmfy that the body whose name is recorded on the reverse sude of this ccruﬁate was embalmed Iu:m..—vr byw '

y.%n'@.-y_,

w orkmg under my persona' supervision,

Student cucervevsacenssescnsnssnsrsnsnancnce

Student Embalmer , '
- . _ Licensed Embalmer No..... 3 70./

P.°0, Addresscdtn ertctsy ;. £00e

\‘ou- The above M'UST BESIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co:nply mth
the abovc constitutes grounds for revocation of license.) .
. L |

lfllmbodyunotembalnmd.faadwtddbelomdabov& 3 - ) =

perze

-




