{0,300
0. 48

'FILEDNOV 22 1954

 BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD ERTIFICATE OF DEATH st riee. 3004

PRIMARY REG. DIST. NDEIQE__—. Rrﬂl'.ﬂ'rﬂ-r'.l Na..._...j:.g-ji?g%.

REG. DIST. NO.

i. PLACE OF DEATH

2. USUAL RESIDENCE (Where decossed lived. If institution: residence before

a. COUNTY a. srATEMiSSOUI‘l b. COUNTY admisaion).
b, CITY Uf outolds corvorate llmits, write RURAL sad aive | &, LENGTH OF || o ©ITY 4. 1s Besienco witia izt o
OR township)| STAY (in this place} OR - er.'y o l.nwrpmted towat
TOWN  gt. Touis TOWN C‘n‘ . Lguis * °.0

HOSPITAL

d. FULL NAME OF {If mot in hoapital or institution. rive streot addreas or location)

(I rural, give location)
DDRESS
9‘ 1003% o

}/ 7’0

6. COLOR OR RACE

INSTITOTION N0, A, Citv Hospital Ewing Ave,
T NAME OF o (First) b. (Middle) ¢ (Last) 4 DATE (Manth) (Dsy)  (Year)
{ Type or Print} A

&e. It means the dis-

case, infury, or i

5. SEX 7. MARRIED, NEVER MARRIED, 8. DATE QF BIRTH 8. AGE (In years] (F UNDER | YEAR | [ UNDER w0 s,
3 WIDOWED, DIVORCED (Bpecif R laat birthday) Munuu, Days | Hours | Min.
' a1l |23 | I
108, USUAL OCCUPATION (Givekindof x 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE . e 1z. CIT
done during most of working 1He, u:-n:ho‘ or DUSTRY (City and State cr Foreign Country) 0 NIZEI:}?OF WHAT
None - - St. Tonis, Mo ITT-L Al
13a. FATHER'S NAME 13b.. MOTHER" S MAIDEN NAME 14. NAME OF HUSBAND OR wiFE ]
Richard Canada Irma Andersom Dorey Patterson ..
15. WAS DECEASED EVER iN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' 5 S)GNATURE OR NAME ADDRESS
{Yea, no, or unkoown) | (If yes, aive war o d dates of sorvice} ———— NO. " X
No rma Andersom 10023 S, Twing
1B. CAUSE OF DEATH MEDICAL CERTIFICATION . ﬁg;gghgtnrg%m
1. DISEASE OR CONDITION T - r H
e o acn 5 | DIRECTLY LEADING TO DEATH*(y __Hemothorax follo
—_— ANTECEDENT CAUSES - of neck suffered when deceased
*Thix does not mean t bl_
the mode of dying, such | AMorbid conditions, if any, giving DUE TO () . S LUMDL € wood
as heatt fallure,asthenta, | tite to the abooe cause (a) sating in hallway, breaking window of ldoor

DUE TO ()’

tiom whick caused dealh.

1l. OTHER SIGNIFICANT CONDITIONS Ewin

Conditions contributing to the death but not
related to the dizease or condition causing death. 1l 95

about 8: 48 P.M. on Nov,

198, DATE OF OPERA- | 195. MAIOR FINDINGS OF OPERATION ACCIDENT 20. AUTOPSY?
yes i w0
21a. ACCIDENT {Bpacity} 21b. PLACEOF INJURY {e.x..luoraboet | 2l¢. (CITY, TOWHN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE borpe, larm, factory, strest, ofice bldg.,eta.)
HOMICIDE
21d. T(l)!;;E (Month) (Day) (Year) (Hour) 2te. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILEAT[—] NOT WHILE
INJURY = | “work AT WORK /) y, 5 E?/jo

z I hereby certify that I attended the deceased from

lo , 18 that T last saw the deceased

d ata‘ﬁ’_aP_.m Jrom the causes and on the date slated above

JJond tha deat}y(

ITE PLAINLY--USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

, 19 ‘.
v NATUR - titley l?_‘ib ADDRESS B i
ZAa uERMIC,’AL CREMA- | 24b, DATE 248, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Ch, town, or county)” / (sufe)
peciiy)
/ ?“R?m %Aéf Nov. 11.19%4 reem:ogr‘ Cemetery | St. Louis Countv, Mo.
DATE REC'D BY LOCAL | REGISTRAR'S SiG TURl" 25*FUNERAL DIRECTOR'S STIGNATURE ADDRESS
Novg 195% | 4 M h‘/ mglish Undertaking Co.1123 N.Taylor
:a._ﬁ

< (Licensed 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
by me, or by R G , Student Embalmer No...........

working under my personal supervision..

Stuaent ................................................ S1gned)%._..._.._....../.f..-..%.

Zignature of Student Embalmer

Licensed Embalmer No..% ......

Ty e

P. O. Address ho i e,

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,

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




