. No.300
. 10.48

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

THE DIVISION OF HEALTH OF MISSOURI

. 2 H
FEED T 2 o STANDARD CERTIFICATE OF DEATH,. ' g, i, ORI 0O
| 2= S 18 NO.copierete st ntson
DIRTH ND. i REG. DIST. NO. PRIMARY REG. DY1ST. nn.l___, Regittrar's N,___,___S__S_};Sg ______
1. PLACE OF DEATH : = 2 USUAL RESIDEMNCE (Where deceased lived. 1f lnstitation; residence befors
a. COUNTY . STATE . adinksion).
. * M ssouri b. COUNTY b
b. CITY (1 outside corperate limita, write RURAL and give c. LENGTH OF || ¢ CITY . 4. I Residence within Lizits of
OR townshi)] STAY (in this place) OR . " ‘s rity o5 bncorporsted ¥
TOWN  St, Louis T T _town  St. Louis- - ) EEHTWRHT
d. FEOLIS-P?‘AME OF (If not in hoapital or Institution, glve sirect address or location) IA%T[;!REEE;I-S (Ef rursl, give loestion) g o y
INSTITUTION Homer G Phillips Hospital [,. 722 Ashland [#)
3. s.lEAchéE s%% a. (First) b. (Middlr)_ T e (Last) a. Dé}"': (Month) (Day) (Yean
(Tvpeor Prnty _Karen Dianne Landon peaTH  June 12 1953
5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, ) | 8. DATE OF BIRTH "8 AGE (In years| ¥ thotR 1 Toix | I UNoER 30 #m3,
WIDO?JED. DIVORCED (Spacir: last birthday) {Montla] Ewys | Hours | Min.
Female |Negro : 1 /5] I
108, USUAL OCCUPATION (Give kind of = 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE .. ’ )
dona during mmolworkln(u(la.l-:m‘;f:nh:k) - DUSTRY {City aad Strte or Foraign Country) él IZCSLH%Q?FWAT
None None St. Louis, Missouri U.S.A.
138, FATHER'S NAME 13b.. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John D, Landom iJessie H, egan . .. Nil
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yes, 0o, or unkvown) | (If yes, ive war or dates of service) . NO.
No No Nil Jeggie H, Tandom L4722 Ashland
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enter only onecause per | I, DISEASE OR CONDITION - H
Hine far (a), (by, and (ey | PVRECTLY LEADING TO DEATH(g) Congen‘it,al Agenesis of Biliary System Undet.

*This does nol mean ANTECEDENT CAUSES N

the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
as heart fallure, asthenta, | 7ide {0 the above canse (a) stating

de. It means the dis- the underlying cause laal. . g
ease, injury, or complica- DUE TO (¢)
tion tohich catzed decth. ||. OTHER SIGNIFICANT CONDITIONS
: Conditions contributing to the death but 1ot
related to the disease or condition cauring déath, None
19a. DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION . -
ves [(X] wo [J
21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY te.g., tnorsboat | 21c. (CITY, TOWN, OR TOWNSHLIP) (COUNTY) (STATE)
SUICIDE homs, farm, fastory, strest, offics bldg., ata.)
HOMICIDE )
21d. TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 211, HOW DID INJURY OCCUR? -
- v _ WHILE AT NOT WHILE 7562
INJURY w- | “work A'I‘ womc )
2. I hereby certi 2 thal 1 attended the deceased from 1953 1o 6=12 1953 that I last saw the deceased
pRoeon _O=de 53__, ond that death occurred af ____E._E m., from the causes and on the date stated above.
GNAT (Dregroe or title) 23b, ADDRESS 23c. DATE SIGNED
e ffird M, D, & 2601 N Whittier St 6-15-53
Lo BUERMI OAVALCREMA. 24b. DATE ’ 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, zown. or county) (Btate)
¥) . .
"Hemo I 6/16/53 Calvary Floressant., Mo.

‘r- 4 Fahal

DATE RECD ISTRAR'S SIGNATUR - J‘Z‘ UNERAL DIBECTOR' S BIGNATURE AODRESS )
JUN'T 61388 M g@ 1221 N, Grand
3




-

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
L3 0 = T - 3 - PP

working under my personal supervision..

Student ... ..o i Signed. £
Signature of Scudent Embalaoer

Licensed Embalmer No..%?ﬂt!

P. 0. Address /.2t Gone

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).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
7¢ this body is not embalmed, fact should be so stated above.
: .ot :

- ~

~




