No. 300

10.48

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

THE DIVISION OF HEALTHR OF MiSSUU
STANDARD CERTIFICATE OF DEATH

FILED JUL 26 1954
BIRTH RO, ‘/7/97’[‘3‘

State File No.

24874

1009 e, 6E35.

REG. DIST. NO. 3 |8 PRIMARY REG. DIST. NO.

=T PLACE OF DEA DEATH 2. USUAL, RESIDENCE (Where deceased lived. If iastitaticn: residence befors
a. COUNTY a. STATE " b. COUNTY adinimsion).
i : MISSOURT . -
b. CITY (i outelde corpurate limits, write RURAL sod give c. LENGTH OF || ¢, CITY - Tn Residence withic limits of
¢ township)] STAY (In this place)| OR & clty corporated town?
Tows ST 10UIS, - Town ST LOUIS ¥ "&‘ =
d. FULL NAME OF (M not in hoapial or insti sive atreat addres o7 location) . STREET. (If rural, give loeation) ]O 7
HOSPITAL CR . : ADDR ;\
INSTIUTION __ CHRISTIAN. HOSPITAL pa 1309 & MARGARETTA AVE D
3. NAME OF s. (First) b. (Middle) e, (Last) ' 4 DATE  (Montt) (Da) (Year)
" (tvpeor piny  ROBERT . - LOSEMAN oearwdJULY 1k, 1954
5. SEX 0 6. COLOR QR RACE | 7. \";'iADROR\.ﬂIIEB Ef\yggcrgSRRlED. 8. DATE OF BIRTH 9, l:\.GE {In yearn Dl; UNDER | TEAR | IF UNDER a mas,
N ED {(Bpacif. t birthday) onths! Days | Hours | Min
MALR WHITE ULy 1, 195] o | [
102, USUAL OCCUPATION (Giwekindof work | 10b. KIND OF BUSINESS OR IN- | 1T, BIRTH - . ’ 5
doue duriag moat of working kife, sven if retired) | DUSTRY {City sad State or Foraign Country) a 'ZCS{R%E’#?F"’“”
E ST IOUIS U.SaA.
132, FATHER'S MNAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND/OR WIFE
JOHN LOSEMAN ROSEMARY NOG —
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, no. or unknown) l (If yes. give war or dates of sarvios) - '
NONE JOHN LOSEMAN MARGARETTA AVE
18. CAUSE OF DEATH MEDICAL CERTIFIGATION INTERVAL BETWEEN
 Enter cnly cnecauseper | |. DISEASE OR CONDITION _ ’ - 22 : 5 ONSET AND DEATH
line for (a}, (b), and {c) DIRECTLY LEADING TO DEATH (2) Y-b Ty ‘-— b~y \ i Wt
ANTECEDENT CAUSES ﬂ p J_
*T'his does nol mean
the mode of dying, such | Mordid conditions, if any, gisag DUE TO (b) M"..L (ﬂ- [T £ J)r& 61116\
as heart foiluse, asthenia, | Tise to the above eouse (¢ ) sdating
| ete. - 1t means the dis-- the underiying cause last.
case, infury, or compiica- N PUE TO {c)
tign which caused denth, | 11 OTHER SIGNIFICANT CCHNDITIONS *
' i Conditions cmmibmiﬂg to the death bul nol
related {0 the di g death
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? . |
TION :
ves [ wo L]
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (e.x.inorabout | Zlc. {CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE home, farm, factory, strest, office bldg.,et0.)
. HOMICIDE ’ . o Lo
21d. TIME (Month) {(Day) (Year) {(Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? -~
. } WHILEAT[™] NOTWHILE
INJURY WORK AT WORK 76 ! 3
2. T hereby cerlify that I attended deceased from 7 [idf 1559 10 __ 72 [ o ., 190°Y, that I last saiv the deceased
alive on , and thal death occurred at _._wm., Jrom the causes and on the dale staled above,
23a. SI NATUR (Degroe tiﬂeD 23b ADDRESS T_J l 23:. DATE 5)GNED
Q {i(./ WV\B GJ-C )-'(rwma...; : ;7(_) \14/

5" s

BU RIAL, CREMA-
TION REMOQVAL (Specity)

24b. DATE

2/15/54

24c NAME OF CEMEI'ERY OR CREMATORY

CALVARY CW‘E‘R

24d. LOCQTION (City, town, or county) _ {Biate)

ST 1OUIS

REGISTRAR'S SIGNAPYRE

25, FUNERAL DIRECTOI"S S1GMATURE ADDRESS

| STROOT - GARROLL L60O NATURAL BRIDGE AVE

2 (Licensed _E.m!nlmu'nl Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that thg body whoke ded #n the reverse side of this certificate was emba

byme, or by ..o T T e trreenes » Student Embalmer NO.............

working under my personal supervision..

Student ..o eiaire i e Stgnedm-wRAAﬂbﬂ- .........

Sighature of Student Embalmer

Licensed Embalmer No‘/&é‘s

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

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

7* this body is not embalmed, fact should be so stated above.




