"o 305 THE DIVISION OF HEALTH OF MISSOURI
S e. N 't
ws | FLEINOV 61953, STANDARD CERTIFICATE OF DEATH sate Fite N AV TR0,
BIRTH NO. (‘P é / REG. DIST. NO, ._27LL PRIMARY REG. DIST. NO. M Registrar's No _.Z.&.Z__
1. FLACE OF DEATH 2 USUAL RESIDENCE (Whers desoased lved. H lamsl Mance before
O | P  gat, ILouis = STNE Mo, b COUNTY gt . LouldE™
b. CITY U outslde sorpurste Uaita, wrlts RURAL und vive e. LENGTH OF [l c. CITY 517 2 )J 4. Ia Residence within Lmits of
woahip) AY place) OR » 3 ral
TOWNRlchmond Heights fomme ﬂ g TOWN ¥ irkwood §a ‘BE‘“’“"’N.,""U“’"_’
% d. FHéé'p#ﬂ_E OF (If ot in hospital or instisution, give streot addross or loostion) "ASI;I-[?REEE‘FIS (If rural, give locatlon)
o INstTuTion St. Marys Hospital 1200 Forest Ave. .
| B % SEME O (B T b ad e (Last) | COATE  Oont) (Dm :
B [ (Tweariy  Jonathon Girard Bull oeam Oct, 18, 953 by
é 5. SEX'_ 6. COLOR OR RACE | 7. #&Q‘!‘EB, gls‘yggcnéenglso.ﬂ 8. DATE OF BIRTH* 9, AGE (Io yeam| Toen | x| v O Vs
. . { o -
male vhitem |never married | Oct. 18, 1953 6 o | ) el
g 10a. USUAL o%:gp'ﬁ\;:dc:r‘i (G iod of work 10b. KIND OF BUSINESS OR IN. | 11. Blf!THPLACE (Giey ant Seate or Fofaign Country) 12, CITIZERI:I‘ ?FWHAT:'
=2 chil NVovE Richmond Heights, Mo. merica |
< 'IBa. FATHER 'S NAME 13b. MOTHER™ S MAIDEN NAME 14. NAME OF HUSBAND ' OR WIFE ~
Russell E, Bull | Fditha R, Wussler | none :
ﬂ I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' 5 S{GNATURE OR NAME ADDRESS
(Ywes. no, or unkoown) | (If yws. give war or dates of servicw) NO. ’ . N 1 :’
3. no none Rusgell F, Bull Kirkwnod, Mo,
) | 18. CAUSE OF DEATH MEDICAL CERTIFICATION . . . lmhgsmag
™ | Enteram I. DISEASE OR CONDITION
z frmpion et DIRECTLY LEADING TO DEATH®(5) Fr ¥ 1A ro b lasTog. s Fatal s x4 2",«3
g “This does mot mean | ANTECEDENT CAUSES
the mode of dying, auch | Morbid conditions, if any, glving DUE TO (b)
5 s heast fallure, asthenia, | rise to the cbove cause (o) stating .
= ele. It ‘menna the dis- | he underlying couse lost, : . : .- q Wb o
o || et inturs. or comptica- BUE TO (c)
S || tiom which coused death. | 1. OTHER SIGNIFICANT CONDITIONS # o/ sy /("PJ
Z . - 1 . g ; ) a8 - 21 a
g S bt sy, Al [ecTasis - Cangen
[2 19a. DATE OF OPERA- | 19b. MAJIOR FINDINGS OF OPERATION ] . _ . .| ™ AUTOPSYT .
TION - '
‘ = yes (Hwo [}
o || 2a AcciDENT Bpeely) 216, PLACEOF INJURY (e.x..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE)
- . SUICIDE . bhoms, farm, fastory, street, office bldz., et0.) . .
= HOMICIDE . B . ] _ Ce e
g 2id. TIME (Moutb} (Duy) (Year) (Hour) | 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
. o WHILEAT NOT WHILE
. [l - mJury - = | “work AT WORK
b - FA Y Y AL
E 22, I hereby certify that I auended the deceased from RAE , 19253 1o o s , 183 3 that I last saw the deceased
§ “aliveon 8 " (¥ 9_ T2 and that death occurred at _ Yo ¥ SPm., from the causes and on the date stated above.
1 |{ 232. SIGNATURE title), | 23b. ADDRESS
. . /Q}Tf’\bﬁ &:g b /70 S CQ"'T'—"',"C/‘;fG* }Eff.].
E 2ta, BY ERIAVL. CREMA- DAT? 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, mwn.urooumy) {Stats)
' ) . . . . .
& /.43’ Calvarv Cemetery St. Louis ¢ifiae Mo,
DATE REC'D BY LOCAL. REG[STRARS SIGNATURE 5. FUNERAL DIRECTOR' 8 81 GNATURE ADDRESS
' ) Meyer-Pfitzinger ¥irkwood 22, “o.

{Licensed ’s Staterneiit on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

by mie, or by e e e e —eea e emaastasaaeenerariaeaiaeaneannn . Student Embalmer No......-.......

workin§ unidéf my persdnal supervision..

LT, L O g S P PPTTORPIP
Signaturé of Stodcnt Exbaimed

Licensed E
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). .

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

74 this body is not embalmed, fact should be so stated above, Y E MR



