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18355

No. 300 . .
o STANDARD CERTIFICATE OF DEATH Seate Fie .
BIRTH NO. REG. DIST. NO. 31 8 PRIMARY REG. DIST. MO, 1003 Kegistrar's No 29&1
1. FLASE OF DEATH 2. USUAL RESIDENCE (Wbere deceased lived. If ingtitution: residence before
0 a. COUNTY , ' a. STATE MO. b. COUNTY Audrai -d.nhnnn)
. b. CITY (If outside corpurate limits, write RURAL and give | c. - LENGTH OF || - e CITY L e Lwras ST D Y0 Restdence within Timita of
. ST n place’ CR a
TOWN  St+, Louis, Mo, | SN s Town ~ Mexico HETRET
d. FULL NAME OF (If not in hoapital or institution, give streot eddress oz loelllon) o STREET (Kf rural, give location) o D b= 4
HOSPITAL OR ADDRESS
insTITuTioN.  Barnes Hospital ‘ 21); Fast Monroe - |
3. NAME OF =, (First) b. (Middle) o (Last) 4. DATE (Montk)  (Dsy) . (Yean
" (TveorPrn)  STANIEY THOMAS DES: COMBS peart MARCH 31, 195L
§. SEX O 6, COLOR OR RACE 7. \t'{lARR\P!'EB' NF\YEEC’&‘SRNEQ/ 8. DATE OF BIRTH 9. AGE (n y.;n ;; UNDER | YEAR | IF OWDER a4 a3
. , ED (Bpecif; ¥, o e | B Mis.
[ _Male White Y S Sept. 13, 1910 “¥™” ™| ¥ [*|

, and that death occurred at

., Jrom the causes and on the date stated above.

2. I héreby certify that 1 atigyeded the deceased fromTebroary2l 195_’-}_ toMarch 31 | 195_,4_ that I last sow the deceased
‘alive on L 19 9_-5_512_

. AL

(Deg:raa or mlsb

23¢c. DATE SIGNED

~31-5}

23b. ADDRESS
Barnes Hospital

1AL, CREMK-
TION REMOVAL

2Ab. DATE

24d. LOCATION (Oity, town, or county) (State)

Q
:
Eé
Q 0a. USUAL ﬁzﬁ.ﬂ:ﬂ (GRekindof woek [ 100. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE  (c(,, was Seate or Foreign Coutry) ) 12, CITIZEN OF WHAT
E ‘Ta iver Transportat:fon Missouri Yo¥.A,
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥|FE
@ Eugene Des Combs 0 ell Thomas ) Bunice Burford
I || 15 WAS DECEASED EVER IN IN U.S_ARMED sz,f.f 1§ SOCIAL SECURITY | 17 INFORMANT' § S|GNATURE OR NAME ADDRESS
3 Yes We 'W':E h-05-1325 Mrs, Eunice Des Combs - Mexico, Mo,
I 18. CAUSE OF DEATH MEDICAL CERTIFIGATION( nt ) & lgzgg}ltlﬁg%m
i [ Entér only ansesuse per ON _ . IHamangioblastoma (Benign) post op. H
& | tnetor (a), (&), and (0 QSPTH @ &
E  *Thiz does not mean
- the mode of dying, such , if any, giring DUE TO (D)
= o# heart faflure, asthen: cayge (o) stating
B Weae It means the dis .
ease, fnjury, or DUE TO (c)
E tiom whick caused NT CONDITIONS Acuta 14t 341
5 ing to the death but ot ute pyelitisFTecystitis
3 . A ortondition musin;denﬂs ¢ 4
1 || 19a. DATE OF OP%% - | A9v. MAIOR §INDINGS OF OPERATION 20. AUTOPSY?
2 || 3/31/5h ersistent cerebellum . tumor o 0% o (]
21a. ACCIDENT " (Bpedfy) 21b, PLACEOF INJURY tes..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (cou ‘ (STATE)
o DE . home, farm, favtory, sireet, ofiee bldg., ote.)
. & HOMICIDE _ ; 2 :
g; | 214. TIME Mooth) (Das) (Year) (Houn | 2Zte. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
H OF WHILE AT NOT WHILE
;l IRJURY. WORK AT WORK
E
-
S
Y
g

SfetLFal.

DATE RECD BY LOCAL

APR 1 195‘5"’

AR'S SIGHATURE /

(Licensed Embalmet’s Staternent on Reverse Side)

ineral C 5

I~

l 24z. NAME OF CEMETERY OR CREMATORY

k Cemetery Ieeton, Mo,

G/MERAL DIRECTOR' 5 S1GHNATURE

ADDRESS

29

4 LY 77140‘
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STATEMENT BY LICENSED EMBALMER

K

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

Studeﬁt‘ Embalmer No...........

byme, or by .ooviiieriiinie el et e iaeaeeeemetasacesemececnesanssnnnmnaaeen ..... .

working under my personal supervision.. -

Student ....ccomniai e reiere e
Signsture of Student Embslmer

P. O, Addressg.(f..gg:'f:’i‘:é.

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 handwntmg.

¥ this body is'not embalmed, fact should be so stated above.

iy
‘o,

RBoee oo



