woo | FILED JUL 2- 1954 THE DIVISON OF HEALTH OF MISSOUR 20159

%0 STANDARD CERTIFICATE OF DEATH Stae Fie Mo
BIRTH NO. \ffa?a 7 é y REG. DIST. NO. 81 8PRIIIARY REG. DIST. HO._I_O_D.aﬁyl':lmr'; No.._,.....é.@..@..g...
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If lostitution: residence before
a. COUNTY a. STATE b. COUNTY ndmision).
) Missourl
b. CITY (1f outnide Umits, write RURAL and ¢. LENGTH OF c. CITY Tesidence wi
- corporate Bmits, write wdw:hip) STAY (in this p OR -y .oty nbhnwznmmmwtnog
___*S_t_._Lpuis TowN St . Louils o
d. FH%SLPF'I"RAH;'_E OF (If oot in kewpital or institution, pve street nddress or losation) 453'[;‘&%;5 (I rural, give locstion) cﬁ O 7 7
INSTITOTION De Paul Heapita] 45498 Durant Ave., 2
SDNE%PEES%FC‘) 8. (First) b. (Middie} / ¢. (Last) 4. Dé‘;s ' (Month)  (Day) (Year)
(Twpe or Print) Jameg Bartin DEATH  June 23 1954
5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED. 8. DATE OF BIRTH 9. AGE (In years| IF UNDER | YEAR | o UNDER u1 pas,
WIDOWED, DIVORCED (8pe last birthday) Monﬂn’ Days | Hours | Min.
Male White J : l
10a. USUAL OCCUPATION (Givekind of werk | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE - s N 12
done during mest of working Il.lu,o"nlzl' nu:::l) E DUSTRY {City ead State or Forsign Country) O Tzcgll};}_'z_ERP‘l{?FWHAT
Nid . St LOU.ng Moe
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR ¥IFE
Wiilliam Bartin Rosemar } o
§5. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT' S S{GNATURE OR NAME ADDRESS

i6. SOCIAL SECURITY
(Yes. 0o, or unknows) | (If res. Kive war or dates of servies) NO.

»

No 311iam Bartin 45493 Dyrant Avee,
18, CAUSE OF DEATH ICAL CERTIFICATION . lg;rég‘;‘il;‘grggm
| Enter only anecsuseper | I, DISEASE OR CONDITION m H
Hine for (ay, (b), and (o) | DIRECTLY LEAING TO DEATH® 5) f’ A

*This does nat mean | PNTECEDENT CAUSES M
the mode of dying, such |  AMorbid conditions, if any, giring DUE TO (b) O he
a2 heart fatlure, asthenia, | Tide (o the above cause (o) sating
the underlying couse lagt. O-’

1

ete. It meana the dis-

case, infury, or complica- DUE TO [(5)] .
tion which caved death, | 1. OTHER SIGNIFICANT COMDITIONS
: " Conditions contributing to the death but not : . -
related to the di or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION
, ves (1 w0 I

21a. ACCIDENT {Bpecily) 21b. PLACE OF INJURY (e.4.,inorabous | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE . home, farm, factory, sureet, oftles bldy., wic.) i

HOMICIDE .
21d. TIME (Moath}) (Day) (Year) (Hoar) 2ls. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?

hl

WRITE PLAI_N'LY-—-.-USIN'G UNFADING BLACK INK—MAKE A PERMANENT RECORD

" oF . WHILEAT{—] NOTWHILE é
INJURY . m. WORK AT WORK

22 [ hereby gf lha! I auended the deceased from _6;"&19 Jj , lo (=2 < Isuthat I last sow the deccascd

t “alive b 18____, and that death oecurred at ] o m., from the catzes and on the date stated above.
(Degmo or titke) (023 ADDR _ Z%. DATE SIGNED
) iy 60D A %J o — 2 Ky
Zia BURIAL CREMA- | 24b. DATE Z4. RAME OF CEMETERY OR CREMATORY | 243, LOCATION (GIty, tows, of coumty) (Btate)
TION. REMOVAL (Bpacity) y R
Burial 6-24-1954 | Calvary Cemetery Ste Louls, ' - Mo,
DATE REC'D BY l.OCAL ;ISTRAR'S SIGNATUR! 25. FUNERAL DIRECTOR'S S| GNATURE ADDRESS
w24 1950 I £7Cullinane Bros.3320 N.Kingshighway

F W (Licensed Emnbalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

P

A}

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

by M, OF By it it siasasae ke , Student Embalmer No............

. working under my personal supervision..

Student . ocoiiiiiiii i raa e iaaai ey
Signature of Student Embalmer

Liicensed Embalmer No.......: 3 .1-.‘

NOT EMBALMED. - P. O. Address.Sha.liouls,.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMERm his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of hcense)
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
A thus body issnot embalmed fact should be so stated above.

.A'4 -
e -




