Oil )6
FILED APR 11 1955 STANDARD CERTIFICATE OF DEATH State Fite No 1
_Ef: DIST. MO, _3]_8_rmmv REG. DIST. m]_OD_B_ R:yutmr’:Na__,_______ _1__

e Tge v "wFE F Wy Tmeee s e

Mo. 300
10.48

'BIRTH NO.
0 ~1. PLACE OF DEATH 2 USUAL RESIDENCE  (Whirs decessed lived. If inetliaticn: residence befors
a. COUNTY a. STATE no. b. COUNTY sdinission),
b. CITY Of cutsids cor .ums , write RURAL and . LENGTH OF | e €ITY . . Betidimon ;
OR S",; Z"‘"‘i’ e e oebio| STAY (1a hie placel OR Vg Qv gt
TowN Ot. Louls 3ys lidys TOWN  St, Louls .- =
d. FULL NAMEDF (If not in bespital or lnstittion, give streat addrws or loestion) o STREET Qf rural, give lomtion) “
HOSPITAL O ADDRESS : /_’3
INSTITUTION 5, /7 5800 Arsenal 2~ 0
3. DNAME Cél;': 8. (First) b. (Middle) ¢, {Laat) I 4 DAE_'E (Month) (Dey) (Year
{ Typs or Print) Rose Ricketts . 3= 27." 1955
5, SEX 6, COLOR ('R RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (I yumrs| # oo l YIR | F cAEx u sy,
WIDOWED, DIVORCED (Bpecity) hnbﬁ?u) .Hom.h Houns | Min,
_Female White A YRV gcsg r 81873 |
10 USUAL OCCUPATION (e ind of vk | 105. KIND OF BUSINESS OR IN.  11. BIRTHPLACE (110 ey Scute of Porsige ﬁ__my 2 ctr}'lzgwrwxr
MANKER Bushnell Tli, S A
1!3;. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE -
Pleasant Ricketts Margaret Michaels. . st .
i5. WAS DECEASED EVER IN U.S ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATLURE OR NAME ADDRESS
{'Y'ss, 80, or unknown) l {1 yes, give war or dates of service) NO. : i
18. CAUSE OF DEATH . MEDICAL CERTIFICATION . - - INTERVAL BETWEEN
I. DISEASE OR CONDITION P . . . ONSET AND DEATH

. Enter only onecauss per |,

line for (a), (b), and (o) DIRECTLY LEADING TO DEATH?® oy

ANTECEDENT CAUSE.':'.

Morbid conditions, {f any, DUE TC (b) )
rise Lo the above m'ul{{ fa) m
the underlying cause last - .

*This does not mezn
the mode of dying, such
os heart fallure, asthenia,
ete. Jt means the dis-
ease, tnjury, or complica-

DUE TO (¢}

1{. OTHER SIGNIFICANT CONDITIONS

|| tion which canaed death.

" Conditions contributing to the death but not
related to the disease or condition ceusing death.

e e e /FWM
A C’Aeéé_za

19a. DATE OF CPERA- | 19b. MAJOR FINDINGS OF QPERATION 20, AUTOPSY?
TION .
v [] K]
21a. ACCIDENT (Bpecity) 210, PLACEOF INJURY (eg..inorabout | 21c. (CITY. TOWN, OR TOWNSHLIP) (COUNTY) (STATE)
SUICIDE homs, farm, fagtary, strest, offios bldg., st0.)
HOMICIDE .
2td. TIME (Month) (Day) (Tewr) (Hour) 21a. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
: . . HH!LEAT HOT WHILE
INJURY AT WORK L‘ 9\- o©

2. I horeby certiy that I attended the deceased from _3=13=52

, 18

lo_B_L_,w_is_ that I last saw the deceased

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

alive on - , 1995_, and that death occurred 10,0088, from the causes and on the date stated above.
a. SIGNATU . {Degtoe of, ltlab Z3b. ADDRESS 23c. DATE SIGNED
,5" 22 Hmnts, 2, 5800 Arsensl.  St. 3-28-55
%.O'NBEERJ S#ALCREM 24b, DATE * 24c. NAME OF CEMETERY OR CREMATORY 24d. Loc:_mou {Otty, w!rn.otwuntl) {Btats)
BRuRsA L V-5l QALVARY ST Lov S Mo .
IﬁATE REC'D BY LOCAL 25 _FUMERAL DIRECTOR" S $)GMATURE Mblt'ﬂs
LIWAR 3 1 1955 G fle il 438 Fodo 00

cn Reverse Side)
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. ‘ T ‘STATEMENT BY LICENSED EMBALMER H "
e e e L a e e K
| g - .-
I hereby certify that the body whose name is recorded on the reverse. side of this cértifidate ‘wﬁs’ efnba!
= :
. C e e o _ oL - s e,
byme, orby .......cceierii.n PR '."'Sttude’n E mbalmér No.. ;
+ a - 1

workmg u.nder my personal supervxaxon. .

TN TN T T L T R e T
ANt 13 1, U DU 1 Signed
. . -—— - S;pnture of Student Enbnluer - Lo - 5
- ' PR )
, . i e e oo e o
. A Y . : 1o
, : e - P- ‘0. Address
Soa s g d LZ\" - o o1 ‘.'.:‘ . ,\,- .

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Fal

to.comply with the dbove cdnstitutes grounds for revocatton of, ltcense)

© If embaimed by a STUDENT, he also’sKail’ sign'in his OWN handwx:ltlng w"‘, ‘ :‘ f." ﬂ i
¥e tlns body is not embalmed fact should be so stated above.. . '__ _ . ..n~~p A:_ R o
Yy R : e S A
R ma e i i *‘- } * ; —— B . i U '




