| _— FILED JUN 24 1954 THE DIVISION OF HEALTH OF MISSOUR! ' 24237

10.48 STANDARD CERTIFICATE OF DEATH State File Novu i ieccrserssrensranen
' BIRTH NO. REG. DIST. NO. 3 |8 PRIMARY REG. DIST. m.m_ga Registrar's No 4-6'?1
I. PLACE OF DEATH - . 2. USUAL RESIDENCE (Where decossed lived, If institation: reskdense before
a. COUNTY a. STATE b. COUNTY ndinimion],
, Missouri. 277
b. C‘:I,'IF;Y 0 outide corpurate limlta, wrlte RURAL and sive ol & AL\E‘:ﬂSE; pEtl-'ﬂ c. ng 4. n Residence witnss ug“it‘-'v::f r
TowN ST, LOUIS, MISSOURT T} o8 St. Louis, SRR
d. FULL NAME OF (If not in hoapital or instiiution, give strect addreas or location] ». STREET (H rural, give location)
HOSPITAL OR JDR
INSTITUTION ST, LOUIS CITY HOSPITAL 448 Ne. Whittier Ave.
. 36‘5%“&%5%% a. (First) b. (Middle) ¢. (Last) 4. Dé';E (Month) (Day) (Ym)"
{ Type or Print) JEANNE TTE SH’.RP DEATH
5. SEX 6. COLOR OR RACE | 7. MARF&EDD gﬁgﬁchéSRRlED 8. DATE OF BIRTH 9, I:GbEiri‘:l:’a)‘" v | YEAR | I UNDER M Mas.
- (Bpecliy) 13 ¥, onthe | Days | Hours  Mig.
Female / |White wiEET PO May 27, 1880 75 | | 7
108, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE : .
% du.rmxmc-v.ni- £ing life, vwen if retired) DUSTRY {City wad State or F‘"?-‘ °°“"”"’ lzcgm%Eﬁ'r?F WHAT
ousewire At Home . Texas WSeA.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14; NAME OF MUSBAND'OR WIFE
Andrew Moser | Amanda €o0lberty John sharp.
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURK%Y 17. INFORMANT"S SIGMATURE OR NAME ADDRESS
{Yes, 0o, or unknown) | (M yes, £ or datea of service) 8
NO.. e : Junita. Boedeker, 4336 N. Taylor
18, CAUSE OF DEATH ' -. MEDICAL CERTIFICATION INTERVAL BETWEEN

- ONSET AND DEATH
. Enter only onecsumper | I DISEASE OR CONDITION . M
iae for (a3, (b), and (¢) § DIRECTLY LEADING TO DEATH() . Preileina
*This does not mean | ANTECEDENT CAUSES . .
the mode of dying, such | Morbic conditions, if eny, gising DUE TO (b) _@é&!‘n—mﬂl’—«— Vi 34 ﬁ“‘ L)
as heart failure, asthenta, | Tite to the above cauae (o) stating
e, It means the dis- .lhe underlying couse last, ? Y-
ccu,injurv,or complicas |_ DUE TG () e L¢4¢‘ ‘1-‘ M
tum which caused death. |- 11. OTHER SIGNIFICANT CONDITIONS . g u E ¥ g ?
. - Conditions contriduting Lo the deqlh Ind not

related to the disense or condition causing death.

WRITE P -'iNL.f__—f_‘__US:NG UNFADING BLACK INE—MAEKE A PERMANENT RECORD

1Sa. DATE OF OPERA‘-' 190. MAJOR FINDINGS OF OPERATION - 20, AUTOPSYT
.- _TION. |~ ‘ :
) . 3 R R : : . vr.s[:] NDE
iR 218, ACCIDENT . (Bpecity) 21b. PLACEOF INJURY (s.g..isorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE . boms, farm, lactory, sirset, offioy bldg..st0.} .
HOMFCIDE 5\
_‘&_ Y Zld TIME . (Mouu;) (Dey) (Year} (Hour) 2le. INJURY OCCURRED { 21f. HOW.D[D-‘INJURY OCCUR?
A o e - TWHILEAT 7] NOT WHILE .
- ;‘ 'NJURY C - Lo W\!-’ORK . AT WORK ’ ~/s0X
‘2. I hercby éertify-that I attended the deceased j’ro-m _._5___].6_'_5[.._ 19t _5_2L__54_ 19, that I last saw the deceased
aliveon,_~ 3=24=54, | 19_, and “that death occurred at _]2.-.3.5&: . from the causes and on the date stated above."
-8 SIGNATUREL " : 23b. ADDRESS' - - - Do & DATE SIGNED
: 1515 Lnfavet,te Arvenue -24-54
. %'1?)[‘13 UE!JSVL‘M.CR MA- ZAb. DATE ", . ) .24c. NAME OF CEMETERY OR CREMATORY - Z4d.. LOCATION: (Qity, town, or county) © {(Btate}
“Hemoval | 5-26=54 Momorial Pk. Cems staunton, Illinoils,
DATE REC'D BY LocEAL EEISTRA 25. FUNERAL DIRECTOR’ $ -8 GMATURE ADDRESS
REG.
MAY 2 5 1954 plorre 11 Bros, Fun. Home, 4212 ,8t.Loul




- -
—— e

STATEMENT. BY LICENSED EMBALMER

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

working under my personal supervision..

Student.. ...t
Signeture of Student Embalmer

Licensed Emb

V- - - - P. O. Addres
. oot )

-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocation of license).

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

¢ this body is not embalmed, fact should be so0.stated above. )




