- THE DIVISION OF HEALTH OF MISSOURI -‘ 4C
v | FLED APR 4 1953  STANDARD CERTIFICATE OF DEATH 11902

v. 10.48 3 State File Na...-.--................m.-...-.....--.
varire 25 529 we. our. w318 susnr e, oor, w1003 L 3OO
1. PLACE OF DEATH ' 2 USUAL RESIDENCE (Whers deceased lived. I lnsthotion: recoience bofors
d a. COUNTY a. STATE MiS sour 1 b. COUNTY adminsion),
b. CITY (F octaids sorpuiste Umits, wette RURAL und give ¢. LENGTH OF || c. CITY ' 4. Tt Residencs within Hmits of
OR woghip)| STAY (ln this place) OR
TOWN St.Louils ) Toun  Stl.Louls R
d. FULL NAME OF (11 it in hospital or Instivation, eive strest address or loceth o. STREET (If rursl, givs kocation) -
HOSPITAL OR ' ADDRESS S 2
_ _INSTTUTION  Dae lJa.u]. Hospltall i/ 927 Clarendon = /} 7
3. NAME OF s (First) b. (Middle) <. (Last) 4. DATE Month
DECEASED 7 o : . ' M Mo Q) o
{Twpe of Print) Barry Cralg - L'Hammed ieu pEATH  Marc »
5, SEX ¢J | & COLOR OR RACE | 7. MARRIED, NEVER MARRIED, g 8. DATE OF BIRTH 5. AGE da yeans| @ Dot s A |7 ey e mn
. {Bppell; H Min,
Male White Never Marr?ad|March 20,1953 ’ | %" ||
102, USUAL ﬁg@:ﬁ | (Qrablodof work | 100. KIND OF BUSINESS OR IN: [ 11. BIRTHPLACE 0/ 1ad Seuta ar Foraige O“W 12, CLTIZEP{'TOFWHAT
None St.Louis, Mo, «Se
132. FATHER'S MAME 13b. MOTHER™S MAIDEN NAME 14, NAME OF HUSBAND OR ¥|FE
Ralph I.'Hammedlsu | Kathrym West None
5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY" | T7. INFORMANT'S SIGNATURE OR NAME ADDRESS

(Yuﬁo. oyunkgown) | (If yes, wive war or dates of sorvice)
o

. None _|Ralph L'Hammedieu,927 Clarendon
18. CAUSE OF DEATH .

. . - . - . MEDIGAL CERTIFICATION . mg}rﬁ BETWEEN
| Enter only cnscausoper | 1. DISEASE OR CONDITION ) - DEATH
lize for (a), (b, and (¢) | O'RECTLY LEADINGTO DEA'I"H'(E) . . '

*This does not mean | ANTECEDENT CAUSES

the mode of dying, such | Aorbid conditions, if any, giving DUE TO (b)
o8 Beart fallure, asthenia, | rite to the above couse (o) dating
de. It means the dis- the underlying cavae last.

ease, injury, or ecomplica- DUE T (o)

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS ______-/ -~ -
. Conditions contributing to the death but nob Qh - ‘ Q ' . - r
related to the disease or condition causing death.
. R - b SRR Tow

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? -
. TION
YES D ND
2ia. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (s.g.. 18 orabout | 21c. (CITY, TOWN, OR TOWNSH!IP) (COUNTY) (STATE)
SUICIDE bome, fartn, [agtory, strest. office bldg., ene.) . .
HOMICIDE - .
2id. TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

AT ] 774 X
B § 7 Y r
22. [ Rereby cerlify that I attended the deceased from .J:ZQ_ Uﬁ. to _m_. 1983, that I last 30w the deceased

. 1
alive on :é_"_z.‘_, 19 and that,death occurred at 4:00a m., from the causes and on the dale stated above.

a * (Degres or titte) | 23b. ADD Ess/) . ] %? oo Bc.unes:c;um
RIAL. CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d, LOCATION (City, town, or county) _ (Btate)

o%'glw" 3 =2 8=53 Memorial Parlk - 3t .Louls Co., M0

INJURY ' ' m.

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

——

icensed Embalmer’s Statement on Reverse Side)

B St i

D REC'D BY LOCAL 15T 'S SIGNATURE . 25. FUMERAL DIRECTOR'S 31 &6NATURE AUD'ESIS
¥AR 7 195%° é@) Albert H.Hoppe ,4700 Washington Blvde
4 e o




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was ex’n"t?h

DY INE, OF DY . ueioiiiiiaae e racnieaurisasraramtasarnanasanarsrntnsarasasaasannanaes . Student Embﬁu% ........
LY

working under my personal supervision..

. Student.....ciiiiiiiiciiiianiieaareeser e aaesaasaaan Signed.. .. T T
Signature of Stadent Embalmar
Licensed Embalmer No..............

P. O. Address _........................
Note: The above MUST BE-SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail

to comply with the above constitutes grounds for revocation of license).
|

1f embalmed by a STUDENT, he also shall sign in hiss OWN handwntmg :
< this body is not embalmed, fact should be so stated above. !

s



