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' g 1 ! 31 89mmv REG. DIST. WO. BR,,,-,,,G,., No Y.
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1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whers decossed lived. If fastitution: residenoe befors
J a. COUNTY 2. STATE oL b. COUNTY s disimton),
St.Lonis Mo, Mo 2 AT
b, CITY {I! outside torpurate Umits, writs RUBAL ad cive ¢. LENGTH _’OF c. CITY - 4 Is Residence within Hmits of
TOWN . townahlp}] STAY (in this Tg‘f'N St .Louls ¥ Wmcmr
g FHO%P#AT.EO%F {If pot in hmpﬁd or oatitution, give streot address or loeation) AS‘DTI?REEETﬁ ” (11 varal, give location)
o INSTITUTION. I Eﬂ!!: Yaspital 10317 Lookout Drive
B = DAME OF — & (Firs) - =50, (Miadle) e (Last) 4.DATE  (Month) (Day) (Yean
] (Typeor Frint) ] oanor Burlew DEATH 8/2/5%
E 5. SEX / 6. COLOR OR RACE [ 7. mmmso, szggc %SRRJED. 8. DATE OF BIRTH " | 9. AGE 1o yesn| ¥ toca 3 TR | ¥ oo e, |
y : Speci L Dy .
¢ female white WLROWORED S| Neve 11, 1874 | B o] Do | Bowm| M
5 I%&%ﬁ?:?:iwl&?m?d'“: 10b. KIND OF BUS!NESSD?'gTHiy- 1. BIRTHPLACE (City and State or Fersiga Country) Izcg('JTlu'IZ’ERP“r?FWHAT |
B l—— _housewife Kentueky / .
o 138. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE ]
» Charles Flder | Tetitis Matingly | Deceased,
"tq || 15 WAS DECEASED EVER IN U.S.ARMED FORCES? [ 16. SOCIAL SECURITY 17 INFORMANT'™S S{GNATURE OR NAME ADDRESS
{Y.no,0r unknown) | (If yes, kive war or dates of service) . . ) y
g ol no Mrs. Lawrence Callananl 07*17Lookout
| 18. CAUSE OF DEATH : MEDICAL CERTIFICATION onssr L%
| Enter only onséauseper | . DISEASE OR CONDITION a a
E 1ine for (8), {b), zad () DIRECTLY LEADING TO DEATH® (5) C rcinoma of gall blaf:lder mon
8 |l «Tai does mot mean | ANTECEDENT CAUSES \ .
O {I'the raode of dying, sueh | forbic conditions, ifmv Mw DUE TO (&) Generali zeq abdominal metastasis 6 months
j az beart failure, esthenda, | Tise to the abose cause (o) stat from carcinoma of gall bladder
= de. It meena the dir- the underiying catae last. .
o eage, infury, of complice- PUE TO (¢) L -
tion tohich cavsed death. | II. OTHER SIGNIFICANT CONDITIONS Cerebral art
Z ions eontributing to the deuth but ot 1 : rterioscla)r'oz::i 8 12 months
a related to the dlseass or condition eoutingdeath.  Degqaenerative myocarditis 6_years
[2 19a. DATE OF opsl%AN- 19b. MAJOR FINDINGS OF OPERATION si 20, AUTOPSY?
2 7/10/55 Carcinoma of gall bladder with generallzea aggomgﬁal ves [J xo (X
¢ [/ 212 ACCIDENT (Boeelty) 21b. PLACEOF INJURY (a.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIF) (STATE)
h SUICIDE bomae, larm, {actory, street, ofice bldg..a10) + NTy
Z HOMICIDE _ v
g 21d. TIME (Menth) (Day) (Year) (Houwss | 2is. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
E WHILEAT—] NOT whnE
J‘ INJURY AT WORX
EA 2. I hereby certify that 1 attended the deceased from 1938 , 19 , lo Aug. 2 , 18 53 , that I last saw the deceased
= ‘alive on Auge 2 1553 , and that death occurred ai . m., from the causes and on the date stated above.
= || 2. SIGNATURE '? (Degree or b. ADDRESS .~ 2. DATE SIGNED
- B—_'
Jl " J""’""ZP"‘—)%/I 539 No. Grand Blvd, 8-3=53
E u BURJAL. CREMA- | 24b. DATE 24c. RAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, ar county) (State)
E %ﬁ?‘f‘ﬁ‘i""‘"’ 8/5/5% Calvary St,Louig, Mo,
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by ................ T T LR , Student Embalmer No...................

working under my personal supervision..

Student..............boeellls e p s eenas
Sa.gn-ture of Student Embalmer

P. O. Address ... _. ..................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS‘})WN HANDWRITING. (Fallure
to combply with the abdve constitutes’ grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

™* this body+is not embalmed, fact should be so stated above.



