. Ne, 300

FILED APR 29 1954

THE DIVISION OF HEALTH OF MISSOURS
STANDARD CERTIFICATE OF DEATH

PRIMARY REG. D1ST. WO. 1005 Kegistrar's No. ..3412 '

13307 ;

State File No.

 iatet only onocausPEr | MIRECTLY LEADING TO DEATH? gy .

BIRTH NO. REG. DIST. NO. _— — —
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If institutlon: pesklence belore
a. COUNTY a. STATE Migsourl b. COUNTY acdintasion).
b. CITY (1 outcide corperats Limite, write RURAL and give c. LENGTH OF c. CITY A within Bmits of
OR nabip} this place) OR . ¥
TownSte. Louls, Mo. o %63 =il town STe Louils, AT s T T
d. FULL NAME OF (1f ot i hospital or § ion, give strect add or . STREET (1! rural, gve location) -~ 7
HOSPITAL OR ' * ADDBESS 3
INSTITUTION Enroute City HOSpital. ¥ # 5 No. 9th st. 9.’1 )
3. NAME OF - {First) b. (Middle) c. (Last) 4. DATE (Month)  (Day)  (Year)
(Tvpeor Pinty  REFEIONA Colvin ceath April 13, 1954.
5. SEX D 6. COLOR OR RACE | 7. #]AD%‘VE‘EB EIE\\;'EECPESRRIED. 8. DATE OF BIRTH QI.A'(‘;Eh:lhnd:m)-n Lllr m‘ﬁn 1 YEAR | of UMDER b oHRs.
\ {Bpe ¥, on Days | Hours | Min,
Male White Unknown June. 14,1884 | 69 l l
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE . - ,
dope during most of working Lfe, o:ml.! r';th:d) i DUSTRY (City and State or Forsiga Country w c{jﬁ%%ﬁ‘?FWHAT
Waiter Restaurant Unknown nitnown
130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WwIFE
Unknown | Unknown
5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY ] I7. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yws, no, orunknown) | (I yes, elve war or dates of servies) NO.
[Inknlmn Unknown Tonls P. Kearns 41 ’7'1a n1nﬁna
Al 18. CAUSE OF DEATH .- o - “MEDICAL CERTIFICATION : - INTERVAL BETWEEN
1. DISEASE OR CONDITION ORSET AND DEATH

U=ne for (a}, (1), and {}
ANTECEDENT CAUSES
Morbid conditions, if any, gicing DUE TO (b)

*This does nol mean
the mode of dying, such

@ 2t ocn

risz to the above carse (a) :ta.ting

‘ag heart failure, asthenta,
a8 heart fatlure, asthenia the underlying cause last,

etc. It menns the dis-

eare, injury, or complica- DUE TO ()

@M-ma&qg QJ,/CM

1I. OTHER SIGNIFICANT CONDITIONS,

Conditions contributing Lo the death bul not
related fo the disease or condition causing death.

tioh which cauzed death.

19a, DATE OF QPERA- | 19u, MAJOR FINDINGS OF OPERATION - Lot 20. AUTOPBY?
TION
, no [J
2ia. ACCIDENT T (Bpecldyy . 21b. PLACEOF INJURY (o.xr..Inorabout | 21¢, (CITY, TOWN, OR TOWNSHIP) {COUN (STATE)
SUICIDE ! bome, farm, factory, street, office bldg..o10.) .
HOMICIDE - wisstony ALQZﬁ o
21d. TIME {Month} (Duy} (Year} (Hour 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
' - . WHILE AT NOT WHILE
INJURY B | WORK AT WORK

22. I hereby certify -that I auendcd the deceased from
_—glive on

, 19 , that I last saw the deceased

—_——— # lo
and that dealh occurred aﬁ;"éo m., from the causes ond oqﬁhe date-s{aled above.

MIG%TURE'{ (ﬁa"’ M @’ (D&greaortitlg

23b. ADDRESS

Z3. DATE SIGNED

/G S

/Soe

WRITE PLAINLY—USING UNFADING Bi‘ACK INE—MAEE A PERMANENT RECORD %>

gia, BURIAL CREMA- T 245, DATE 4. NAME OF CEMETERY OR CREMATORY | 240 LOCATION (Gity, town, or comnty) (Statey
. {2pecify) .
emoval . | 4=19-54 Park Lawn Cemetery | St. Louis, County, MO
DATE REC'D BY LOCAL 'S SIGNATWRE 25. FUMERAL DIRECTOR'S S1GNATURE ADDRESS

REG. ol J2uild Jp.~ | Albert He Hoppe 4700 Washingtonse

_ .

+ (Livensed I:mbnlmtrl Statement on Feverse Side)




-

STATEMENT BY LICENSED EMBALMER

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

LR T - S PP PR . Student Embalmer No...........

working under my personal supervision..

-Licensed Embalmer Noé/z’g

P. O. Address xﬂ.ﬁ/ﬂ“

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
+  1¢ this body is-not embalmed, fact should be so stated above.

Student......ciiiiiiniriiinaeceiare v iirta e rasaaes
Signature of Student Eabslmer

*




