ry - THE DIVISION OF HEALTH OF MISSOURI
o b ILDDEG 161954 <yANDARD CERTIFICATE OF DEATH e e e FDV3

"BIRTH NO. . REG. DIST, m._&ﬁpnlumv REG. DIST. NO. 1003 Registrar's No ﬂ@g’ﬁﬁ

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If institution: reaidance before
a. COUNTY a. STATE M ) b. COUNTY adimlmion),

b, CITY (I outelds corpurats imits, writs RURAL and give ¢, LENGTH OF c. CITY (If outside corporate limits, wl'lh BURAL azd give townahiz)
Q p)| STAY iln tits piaced OR ‘r ya /3 7
TOWN St. Louis Mo. 2 yrse TOWN T-Lov i3 oL

d. F;IJ(I)-SLPII‘T‘;AMEOOF (If pot in hoepltal or & lon, give sireot addrem or loeation) d. STREET (I raral, give location)

INSTITUTION _ S5t, Louis State Hospital I/ 'ﬂ]&&wmﬂ St ‘
3. NAME OIE a. {First) . b. (Middle) c. {Last) &, Ds;E (Month) (Day) (Year)
Ty or Print) CALEB WILLIAM SCOTT DEATH  Nov, 21 195k =

< || 5 SEX 0 6. COLOR OR RACE | 7. #ﬁ)l‘g!lED. NEVER MARRIED, 8. DATE OF BIRTH 9. AGE ﬂnr-n " UNOIR t YEAR | O e 2 s,

WED, D 'y oazs .
male white __}g_rr:lei:lomm (a.,..u:/ 9/9/76 , 78 |1Dm : ’ >

10a. USUAL OCCUPATION (Givekiod of woek- | 10b. KIND OF BUSINESS OR IN. | 11" BIRTHPLACE .
deioe Suring most of working e, wven f rectoed) | DUSTRY (City uad Suate or Forsign Comtry) S TE ST WHAT

Non/e : Indiana

l!lSc. FATHER™S NAME 13b. MOTHER" S MAIDEN NAME 14. NAME OF HUSBAMD OR WIFE

Allison Scott : Eljgabeth 2
17. INFORMANT" ¢

Igl. WAS DECEASE,D ErER |Nd|‘.,l'.5. ARMEP F;?RCE: 18. SOCIAL SECURITY S SIGNATURE OR NAME AUDRESS
-, ho, OF L you, WAar or -

No 493805-7785 C. Robinson 5100 Arsenal St..
19. CAUSE OF DEATH MEDICAL CERTIFICATION

. Enter only onecansoper | 1. DISEASE. OR CONDITION omm TH
11ne for (s, (b). end (@ | DVRECTLY LEADING TO DEATH® () Acute hemorrhagic Pancreatitis . 11/1§

*This doct not mean | MNTECEDENT CAUSES

the mode of dying, such g‘orbldmmﬁl"hm i .?.,)'_ m DUE TO (b)
to COLFE
os heart fatlure, asthenta, Hw ¢ :‘" i Iu:

Bilateral Pneumotitis

WRITE PLAINLY--UBING UNFADING BLACK INE--MAKE A PERMANENT RECORD =

pol st vod S oue To (3 Arteriosclerotic heart disease ¢
tion toMch conred death. | 1. OTHER SIGNIFICANT CONDITIONS chronic pericarditis -chronic brain syndrome
Condittons contributing to the death but 1ot : L
related to the dizcase or condition eauting death. YrSeX
Ma. DATE OF OPERA. | 19b. MAJOR FINDIRGS OF OPERATION - M. AUTOPSY?
TION
. s (3 wo [
21a. ACCIDENT (Bpwity) 21b, PLACEOF INJURY teg..inoraboss | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) "(STATE)
. SUICIDE home, farm, nstory, strest, ofien bidg. sva) :
HOMICIDE . .
210, TIME  (Moot) (Day) (Yew) (Houn | 2te. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT[ ) KOTWHILE J-00
I Ry = AT WORK '
' 22. I hereby cerufy thal I aucndcd the deceased from Sept 2§ , 12 52 , lo Nov. 21 , 18 51* that I last saw the deceased
alive on _NOWa 21 1852 _, and that death occurred at 12008 ., from the causes and on the date stated’above.

2. SIGWRE L/ ( M % ﬁ 23b, ADDRESS 23c. DATE SIGNED
) a 5400 Srsenal Ste . - 11/23/5k
|

Zis. BURIAL, CREMA- | 24b. DATE Zéc. NAME OF CEMETERY OR CREMATORY | 24d. "‘°E§ﬁ° county) "~ (State)

TION.REMOVAL Bttt | |, ;o , | Amatomical Board y Ho.

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATUR FUNERAL D\RECTO T ADDRLES

. "' "REG. )” 9 |R0W1a1‘ Kf&er, MorhaWSemce
| poaapeyil o Reve “-a‘E‘touw IU.MO-




(TSRS

w)

STATEMENT BY LICENSED EMBALMER

[ hereby cértify that the body whose name is recorded on the reverse si_de of this certificate was embalmed by me, Of by cooememnee

....... : , Student Embalmer No.

27@ Eerihirns
SEUAENE orerecnsacsasasisnaasnssasenansens Signed J‘/ L A,

Student Embalmer . Mé

Licensed Emba!mu Nn |

working under my persona! supervision.

P. O. Address

Note: The zbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the above constitutes grounds for revocation of License.)

If this body is not embaimed, fact should be so. stated above.



