No, 300
ilo.u

WRITE PLAINLY-—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

2y A

THE DIVISION OF HEALTH OF MISSOURI

FlLEDNUV 1 - 1954

STANDARD CERTIFICATE OF DEATH.

REG. DIST. NO. 318 PRIMARY REG. DIST. NO.

State Filc No......

1003

Registrar's No

36028
Q672

1. PLACE OF DEATH

2, USUAL. RESIDENCE (Where docoased lived.

Il inatitution:

remidence before

a. COUNTY a. STATE . b, COUNTY adipission),
Migsouri N
b. CITY (If cutcld to Himits, write RURAL and gt ¢c. LENGTH OF || ¢ CITY i —
K sutelde corpurate fimits, ™ cowastitp)| STAY (in thie placet OR : I - E";"’”:ﬂ?‘“g"u:?‘“@"m"’:s
WN B8t. Louis TOWN St. Louis i i}
d. FULL NAME OF (If not in hoapital or imstitution, glve streot address or losation) STREET (If rural, glve location) A&
HOSPITAL OR . ADDR g
INSTITOTION City Hospital 812 Chambers Street D
3. NAME OF _ (Fi . (Midd .
DIAME OF . (F lu-sz) b. (Middle) s e, (Lest) 4, Dgrl__'E (Month)  (Day)  (Year)
{ Tupe or Print) enn ummers DEATH 10 28 5'4
5. SEX O 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH - 5. AGE (In years| ¥ UNDER | YEAR | F UNDER 1 HRS.
. WIDOWED, DIVORCED (Specﬂ;@ last birthday} |Montha] Days | Houm | Mia.
Male White Sept_28th, 195L 125 "]
10a. USUAL OCCUPATION (Givekizndofwork | 10b. KIND OF BUSINESS OR IN- [ 11. BIRTHPLACE . L
done during moat of working l}.ro.n:nnai! :n:lr:;) OUSTRY {City and State c: Foreign Countty} 0| 12, ClTIZENOFWHAT
St. Louisy Mo.,
13a. FATHER'S NAME 13b. MOTHER"S MA1DEN NAME 14. NAME OF HUSBAND OR BIFE
John E. Sammers. lorene Fowler
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT' S SIGNATURE OR NAME ADDRESS

16. SOCIAL SECURITY
NO,

(Yes. 5o, orunkoown) | (I yes, give war or dates of ervice)

J. E. Summers 812 Chambers Street

. Enter only onecause per

18. CAUSE OF DEATH

. DISEASE OR CONDITION

}me for (a}, {by, and (¢) | P'RECTLY LEADING TO DEATH® ()

*This. does mot mean ANTECEDENT CAUSES

the mode of dying, tuch

MEDICAL CERTIFICATION

Crcar pnkuomy

{NTERVAL BETWEEN

ﬂzsrr AND DEATH,

Morbie conditions, if any, giring PUE TO (b)
as heart failure, asthenia, rize to the above cause {a) elating
ele. It means the dis- t.ﬁclunderlyina cause last.

i DUE TO (&)

caze, tnfury, or complica-
1. OTHER SIGNIFICANT CONDITIONS

tion which caused death,
Cunditions contributing to the death but not
related to the dizeqre or condition causing deglh.

19a. DATE OF O.P_FIROIN 15, MAJOR FINDINGS OF QOPERATION 20. AUTOPSY?
w0 wX

2la. ACCIDENT | {Bpecify} 21b. PLACEOF INJURY (e.x..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICI DF ' hotos, farm, factory, atreet. ofice bidg.,e18.) : .

HOMICIDE. . _ .
21d. TCI)ME (Month) (Day) (Year) {Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

WHILE AT NOT WHILE
INJURY WORK AT WORK 76 o0

2. I hereby cemfg that T nttended the deceased frem __ZQ__L

alive on and that death occurred al

195_% to __QB_ IQﬂ that I last

m., from the causes and on the dale slaled

gaw the deceased
above.

238, 5|GQﬁj ﬂ 2 (Degstnle) q

23!:/1\%[21/555_- y 5 ¥.

, Rh3EY

BURIAL. CREMA- [{Zab, DATE

TION RBEG!I(ZVALfmdM 10/26/5)_[_ )

24‘. NAME OF CEMETERY OR CREMATORY

Memorial Park Cem.

24d.

TION (City, town, or county)

S5t. Iouis County Mo.,

¥ (State)

DATE REC'D BY LOCAL | REG

0CT 2 5 195%%

[Lerld

25. FURERAL DIRECTOR'S SIGNATURE

ADDRESS

Leidner Und. Co. 2223 St. louis Ave,

1¥4

ivensed Embalmer's Statement on Reverse Side}




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
LR o's Y« 3 o Y , Student Embalmer No........-..

working under my personal supervision..
.
#+ ~

SEUAENE eeveeenee e e e et aaae s slgned/j—g_wu}/t%w

Gignature of Student Embslmer ST TR

Liicensed Embalmer No.... .=..

P. O. Addressjﬁf@f‘:

. 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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.
1¢ this body is not embalmed, fact shouid be so stated above.

- - - . -




