No, 300
10.48

>

) THE DIVISION OF HEALTH OF MISSOURI SR
. RUEDSEP 211850 STANDARD CERTIFICATE OF DEATH R 22 ST e

288
CBIRTH NGO, REG. DIST. MO. _318_ PRIMARY REG. DIST. m.m Fegistrar's No ... §_____§m"__"

1. PLACE OF DEATH 2. USUAL RESIDEMNCE (Wbere decoased lived. I institutioa: residence befors
a. COUNTY a. STATE M b, COUNTY - sdmision),
L]
b. CITY (1f cutcide corpurate Umits, write RURAL and give e. LENGTH OF || e. CITY . 4 Is Stesidence within lite of
townghip){ STAY (ln this place) OR it incorparuted town?
ToOWN  8t, Louis | "l __town 8t, Louis Yo QT Ne =]
d. FULL NAME OF (If not in bospiial of instisution, glve atreat adiress or Iocation) STREET Gt rural, give location) / é 7
HOSPITAL CR DDRESS
INSTITUTION  Tnearnate Word Hosp, /A 3728 Arsenal St, A P}
3. NAME OF . (First b. (Midd! . {L
D o 8. (First) ( e} o. {Last) 4, 03}'5 (Month) (Dey) (Year
(Tvpeor inty Dr, SAMUEL T. VANDOVER o Sep. 6 1954
5. SEX 6. COLOR OR RACE | 7. MAD%%‘!’EB gi‘."\;’Egcl'gsRRiED. 4 8. DATE OF BIRTH . 9.1:\.GE {In yeara] If UNDER | YEAR | © UNDER & HEs.
{Bpecify) t ¥) |Montha [ Days | Hours | Mino,
Male White Harria March 13,1870 | “84™ || |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . .
doned mmdnorﬂum-.-:‘nnum) DUSTRY {City aad State ¢z Forsign Countrv) Ol 12&8{}}%%@?':%‘“1'
Medical Doctor Fenton, Mo. 1
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John R, Vandover | Sophronig Hill | Marie Vandover
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT' § SIGNATURE OR NAME ADDRESS
{Yea. no. or unknown) | (1 ves, xive war or dates of service) NO.
No Dr. John T. Vandover 3503 Crittends
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

line for (8}, (b}, and ()

2 1. DISEASE OR CONDITION _ . . . | onsET apio peATH
- Enter only onecauseper | L ipzerdy TEABING TO DEATHS (g3 lerlivio Selernols \MMJ' ) <L,
ANTECEDENT CAUSES . /

*This dees not mean ’ - .
the mode of dying, ruch Morbid conditiona, if any, giring DUE TO (b) M _L%

ot hear! fatlure, esthenia, rise Lo the above cause (e} stating
ete. It means the dig the underlying cause last.

case, injurty, or compli DUE TO (c)
tiom which caused death. | 11, OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not % A
. related to the direase or condition eausing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . ABToPSY?
TION
. ves [ w8
2ta, ACCIDENT _ (Bpocify) 21b. PLACE OF INJURY (a.g- fnorabeut | 2lc. (CITY, TOWN. OR TOWNSHIP) {COUNTY) (STATE)
. -SUICIDE : . 1= | home,farm, tail.o}y. nireet, office bldg..st0.) .
- HOMICIDE . - ’
2id. TIME (Month) (Day) (Year) (Hour) 2te. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

. WHILE AT NOT WHILE
INJURY | . WORK D AT WORK " ‘/a 00

2. I hereby ce ify that I attended the deceased frem W to ‘%&_é_, IQJ? that I last saw the deceased
alive on s 19!_({, and that death odfurred 212 8 30P m., fro ¢ causes and on the date slated above,

23a. su%ru 1 %}. . (Degreeo%le) b. ADDR 3. DATE SIGNED
! = = &44’"-‘

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

24a. BURIAL, C@‘ - | 24b. DATE 24:. NAME OF CEMETERY OR CREMATORY 24d. ILOCATION (C
TIOﬁ REMOVAL ¢ '¥)
amova S8p,9.1954 | Sunset Burial Park 3t, Louis Co. Mo.
DATE, REC'D BY L%%%L ISTI 'S SIGNATURE . 75, FUNERAL DI RECTOR'S SIGMATURE ADDRESS
srpg 0se %y legshauser 4228 8.Kingshighway Bl.

{Licensed Embalmer’s Staternent on Reverse Side)

ool 3




STATEMENT BY LICENSED EMBALMER

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

By TN, OF By it it , Student Embalmer No...........

working under my personal supervision..

ST A T T3 X A Signed.

Signature of Student Embalmer

Licensed Embalmer No..'MZ.
P. O. Address ... .........coo.......

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 etnbalmed by a STUDENT, he also shall sign in his OWN handwriting.
J¥ this body is not embalmed, fact should be so stated above.



