No . 300

10. 48

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

HLEUNUV 1 - 1954 THE DIVISION OF HEALTH OF MISSOURI -

STANDARD CERTIFICATE OF DEATH . State File Nado‘l‘”i ......
"BIRTH NO. REG. DIST. NO. :_3_ ! g PRIMARY REG. DIST. "0-]-0-03- Registrar's No.........aﬁg_g.m.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. Tf luatitution: residence before
a. COUNTY a. STATE MO- b. COUNTY adipissionl.
b. CITY (It outcids strpursts limits, writa RURAL and give c. LENGTH OF c. CITY - d.Is Residence within Lsmits o:_
OR " STAY ia place OR a or_incorpors wn?
Town St.Louls towmstie) nthipleel o OWN St.Louls, &gy
d. FPtiIOLIgPQI_I:_AAhtEO%F (If not in boapital or Institution, give street address or lotation) n E.S (If raral, give loeation) DJ 7
orionoe 6205 Elizabeth | ¥ 6206 Blizabeth St. P
3. NAME OF a. (First) b. (Middle) <. (Last) 4. DATE (Month)  (Day)  (Yean)
{ Type or Print) AMELIA ErET BAILEY o Oct. 22 ,1954
5. SEX 6. COLOR OR RACE | 7. MAD%RIIEg I‘SIE\\:'ESCBE!SRRIED. 8. DATE OF BIRTH 9. I.A.GE (I::'l;r- ;: ux:-l !DYEM IF UNDER U nas.
. (Bpeci - t ¥, on ays | Hours } Min,
Female ' | White Wdow Mar. 25,1890 64" 1| |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 1L BIRTHPLACE (o _oa0 ©0 o / 12_ CITIZEN OF WHAT
done during most of working lifs, even if retired) ¥ ate cf Forwign Louptry C%NTgY?
Housgewlfe Home Belleville,Illinois ; oS
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
 _Jake Pels ) Emily Hoffmen | Late Joseph D,Balley
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
(¥es. no. orunknown} | (1 yes, rive war or dates of service) NO.

No, Evelyn M.Buechner-6205 Elizabeth
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
-Enter only onecauseper | 1.. DISEASE OR CONDITION . - ONSET AND DEATH
Jinefor (a), (b, snd (o) | DIRECTLY LEADING TO DEATH (B) e Me o A
“This does mot mean ANTECEDENT CAUSES ﬁ »
the mode of dying, suck | Morbid conditions, if any, giving DUE TO (b)Y £

as heert faliure, asthenda, | *ise to the abore cause (a) stating

cic. It means the dis- the underlying cauae last.

ease, infury, or complica- DUE TO (¢)
tion which eqused death. | 11. QTHER SIGNIFICANT CONDITIONS

Condilions contributing o the death but niot
relaled to the dizease or condition causing death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
YES D NO D

21a. ACCIDENT {Bpecily) 21b. PLACEOF INJURY fex.. inorabont | 2lc, (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)

SUICIDE boma, larm, factery. street. office bldg., s10.)

HOMICIDE .
21d. T.!gﬁ (Month} (Dar) (Year) (Hour) 21e. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?

WHILE AT NOT WHILE
INJURY = | “work AT WORK "I J00

2. I hereby certify that I attended the deceased fro:%ﬁ-ﬁ iQ _z_Z\CECk—. 193.\:?’ that I last eaw the deceased
occurred al

. alive on 23— T~ W , and that de m from the causes and on the date stated above.

Z3a. SIGNATURE (‘) (Degroa or Litl? %:m. ADDRESS 23%. DATE SIGNED
. -
Ll BURIAL, CREMA- | 24b. DATE Z4. NAME OF CEMETERY OR CREMATORY | 24d, LOCATION (City, town, of county) (Gtate)

o R ) 10-25- |Wa1nut 11111 Cemetpry| Belleville, J2linois.

U . i;r &~ (Licensed Embalmer's Statement on Reverse Side)

-

DATE REC'D BY LOCAL REGISTRARSS!GNAT 25. FUMERAL DIRECTOR'S $1GNATURE ADDRESS .
ACTZ 5 19547 jy,u;d 7D [Kriegshauser-4228 S.Kingshighway Bl.




STATEMENT BY LICENSED EMBALMER

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

by e, OF By - it ea et , Student Ermnbalmer No,.........

%ﬁ/f

Student .o ceiii e i N A T
Signature of Student Embalmer

working under my personal supervision..

Licensed Embaimer No... Lt&

P, O. Address _.._.................
. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {
to’comply with the above constitutes grounds for revocation of license}.
. 1f embalmed by a STUDENT, he also shall sign in his"OWN handwriting.

1¥ this body is not embalmed, fact should be so stated above.

»




