- No.300

THE DIVISION OF HEALTH OF MISSOURI '33650

o | FUED EP 22 1953 STANDARD CERTIFICATE OF DEATH Sate il . v
BIRTH NO. REG. DIST. NO. 3 l 8mumv REG. DIST. NO. JDQ.SRQE:MM’J No ... 8.682
1. PLLACE OF DEATH : 2. USUAL RESIDENCE (Where decessed tived. If inatitution: residence befors
‘D a. COUNTY a. STATE M b. COUNTY admiston},
Os
b. CITY (lf outalds corpurate limits, write RURAL snd give ¢. LENGTH OF c. CITY 4. Is Residence within llmits of
OR = township) | STAY (la this place) OR lcity meumnm town?
town St, Louls, Missouri f—&' TOWN  St,Louis "h
. FULL NAME OF (1f not in hospital or institution, eive streot addres or loeation) o STREET {If tara!l, give location) 47
HOSPITAL OR RESS
instiruTion St. Louds City Hospital 1.47 1315 N,7th .,st.reet
3. NAME OF 8. (First) b. (Midale) <. (Last) 4. DATE (Month) (D
DECEASED R : oF a¥)
( Type or Pring) ANN MCDONALD oarn  SEPTEMBER § ’ 1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, -7 | 8. DATE OF BIRTH 9. AGE. (In years| (* UNDER 1 YzaR | ¥ UNOER u was,
/ WIDOWED JHVORCED (pecity last birthday} | Months l Days | Hours | Min,
F. . Feb.5,1880 |
10a. USUAL gccgiﬁﬁ 1:{(:5::::;«[%!*0:1; 10b. KIND OF BUSINESS OR IN: | 11. BIRTHPLACE (City aad State ot Foraigs Cosstry) éblz. cbﬂz%r{?oswnn
""’"t etired St.Louis,Mo,. e
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
John L.Cushion . Elizabeth Baines | Mr.,James B.,McDonald
1S, WAS DECEASED EVER IN U.S.ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
{Yes, 80, orunkoown) | (If yow, give war or dates of service} NO. . .
no not known Miss Agnes Cushion,1315 N,7th.,St.
18. CAUSE OF DEATH MEDICAL CERTIFICATIQN . Icl"l;gg}h:lﬁgﬂgﬁu
Enteronly onecauseper | !. DISEASE OR CONDITION ~ ) DEATH
ine fer (33, (by. and (@ | DIRECTLY LEADING TO DEATH® ) ! ) 1 Q,a,L 2oL ,
«This docs mot mean | ANTECEDENT CAUSES : W ol
the mode of dying, such | Morbid conditions, if any, giving DUE TO" (£)-—- -

a8 Beart fallure, asthenda, [ rite (o the above cguse (0) stating

ete. It memns the dis the underlying cause last.

ease, injury, or complica- DUE TO (c)
tion which caused death, | 1I. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death bu not '
reloted to the disease or condition cauzingdeath. o) TN .
-

19a. DATE OF OP'FIF(‘)%«I 19b. MAJOR FINDINGS OF OPERATION 4

a
Ll 20. AUTOPSY?

\'ES@ NOD

43;. z m N
21a. ACCIDENT (Hpecifr) 21b. PLACEGF INJURY (e.s..lnorabeut | 21c. (CITY, TOWN. OR OWN o TY {STATE)
SUICIDE, * boms, farm, fastory, street, office bldy., 910.) /
HOMICIDE .
| 2id. TIME (Month) (Dar} (Year) (Houn) 21e. INJURY QOCCURRED | 2if. HOW DID INJURY 'Y .
, GF WHILE AT NOT WHILE /
| INJURY m. | "woRrk AT WORK
2. I hereby certify that I allended the deceased from __3:2_'.53_._., 19___, 1o _9.'_'5_'.53._._.., 18, that I last saw the deceaged

alive on . 9285=83 __ 19___, ond that death ocourred at _ 13398 m, from the causes and on the date stggl d ghouiy
IGNATURE (Degroe or t 23b. ADDRESS 23c. DATE SIGNED
%ﬂﬁa ﬂ ‘ 4“1—— A « %’ 1515 Lafayette Awenue 9-5-53

24a. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY \ 24d. LOCATION (Oity, tewn, or county) (5tate)

TION, REMOVAL (Bpedity)
Buril ) Sent 8 19‘;1 ClV 3Ty Cemeter

DATE REC'D BY LOCAL | R

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

ADDRESS

L3810 Lindell




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalr

working under my personal supervision..

Student............. eesetatasisesanaanaraaaereenrennnn
T Sig:ptute of Student Embalmer

P. O. Address ./ N ATt
Note: The above MUST.BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fails
to comply with the above constitutes grounds for revocation of license}.
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
T# this body is not embalmed, fact should be so state'd above. v




