. THE DIVISION OF HEALTH Or MISSOURE C
. Mo,300 . ) .
. FILED APR 11 STANDARD CERTIFICATE OF DEATH e Fite oG
. 10.48 1 8 8 7
(@IRTH WO, . REG. DIgT. MO. e " PRIMARY REG. DIST. N.MBRM;;"”’, No. 2 8 .
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whers d d lUved. If lnetitaotion: resid batore
a. COUNTY a. STATE b. COUNTY sdmisfon). |
] . : Mo,
b. CITY (1 cutside corpurste Umita, write RURAL snd sive ¢. LENGTH OF || <. CITY v A s Realdern within Ihnits of
R township) STi:( tT!-bh plaeel|| .- OR . . -g.u' town?
TOWN St .LO'L'LlS 1le . TOWN S'b .Louls . - Mo |
d. FULL NAME OF (If not in hospial or Institation. give street address or loostl »- STREET (I rursl, give location) gf
HOSPITAL OR j DRESS A
INSTITUTION. 1917 McPherson Ave. J f L1917 McPherson Ave. o
3 NAME OF =~ o (Flrs) b. (Middle) , o (Last) 4.OATE  (Month) (Day) (Yew)
( Type or Print) Christine M. SEck pearw  March 28,1955
5, SEX / 6, COLOR 2 RACE ) 7. #ﬁ;ﬂ%% NE\YCE)SC'ESRRIED' 8. DATE OF BIRTH 9. AGE (Inyﬂ)n 7 UNOER ¢ TIAR ; BMDER 1 w23,
. (Bud-!‘)f; birthday! ogrs | Min,
¥, V.. g Aug.15,1896 58" '7 l 3° |
10a. USUAL OCCUPATION (Glvakindof work- | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE o\ .0 o Fereita Conatry) 12, CITIZEN OF WHAT
g Y DUSTRY ¥ ste or Foraiga try 0
da-n.dnnng cat of working 1ife, sven if retired) S_t LOU].S ,:MO. C(ﬂn:gz.‘n
13a. FATHER"S NAME : o 13b. MOTHER®S MAIDENM NAME 14. NAME OF MUSBAND'OR WIFE
Unk. Eck o ' Unknown ‘
i5. WAS DECEASED EVER IN U.S. ARMED FORCES'; 16. SOCIAL SECURITOY 17. INFORMANT''S SiGMATURE OR NAME ADDRESS
. {¥es, no, or unk; 404 . dates of sarvios .
| SR | My sivevar or duces ot 1,89-07-4618" | Mr.Earl C. Kennedy,# 17 St.Mary's Lane
18.-CAUSE OF DEATH ' . , MEDICAL CERTIF (‘FATION INTERVAL BETWEEN

. Enter only one callse per |. DISEASE OR CONDITION
il line for {a), (b), and {c) DIRECTLY LEADING TO DEAT’H'(” . /‘_‘ A

onssr%inwmq ;
*This does ot wean ANTECEDENT CAUSES :

¢

the wiode of dying, such | Morbid conditions, if ang, gising DUE TO () A LA AL 0
as heart falltire, asthends, | Tide to the above eause (o} stating

ete. ‘Tt means the dia- | Fhe underlying couse laxt.

ease, injury, or complica- DUE TO {c} .@{M@ (

tion which coused death, | 1. OTHER SIGNIFICANT CONDITIONS ]
’ * Conditions contributing to the death but not y ;
related to the disease oy condition cousing death. W ¢ 4’ 7 W Zo Wl

19a. DATE OF QP_Fng\ﬁ 195, MAJOR FINDINGS OF OPERATION ] 2. AUTOPSY?
! — ves L) wo )
#1e. ACCIDENT (Bpecify) 21b, PLACEOF INJURY te.g. inerabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE R .| bome, farm, faotory, sicest. ofioe bldx.. a%0)
. HOMICIDE pem——
21d. TIME (Month) (Day) (Year) (Hours | 2lo. INJURY OCCURRED | 21f. HOW mn INJURY OCCUR?
- WHILE AT NOT WHILE
INJURY _— o WORK AT WORK L/ 4 0’\

22, I hereby certify that I attended the deceased from _7412(?45_ 024, 1 Mﬁ 19257 that 1 last saw the deceased

alive on é.}_g__g_ IQ_bS,‘ and that death occurred al _B_a.._ m., from the cauzes and on {he dale staled abooe

T e T 55 S Bl |

BURIAL, CREMA. | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oligjkown, or connty) ' (sme)
Tmﬁﬁﬁ-maﬂ' 2 | March 31,1959 Calvary Cemetery \ St.Louis,Mo.

TESIG ED
-,

(P

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

DATE. REC'D BY LOCAL IST| SIGNATU FUNE IRECTOR' S/ 81 GNATURE ADDRESS
MAR 30 ﬁ@Za’;’T ,j,;égg/ )yd%é ﬂﬂ 38L0 Lindell Blvd,

d Embalmer’s (og/ Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

by me, or by .......... et ieaiteameatmssiessasesEresassstesesemresteeaeaTTeseeanaaratsnatanan

working under my personal supervision..

Student......ccovvoiiiiniiiaiiiiiia et
Signature of Student Embalmer

g Licensed Embalmer Nov:j’ﬁ7

P. O. Address Jg o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
to comply with the above constitutes grounds for revocation of license), '

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

T* this body iS not embalined, fact should be so stated above.



