No . 300
10.48

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

HLED JUN 22 1955

REG. D|ST. NOG.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

S8 e ses. over. 0. 1008 1iorine. D038

201'?9

State File No.

dobe dn.rin; n:nn of T’H‘E. tife, & n H Tetired)

I 8IRTH NO. Wvoreliesdiv ot
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decossed lved. 1I lostitotion: remidencs before
&. COUNTY a. STATE b. COUNTY adiciuton},
I1linois 5t.Clair
b. CITY (1t outeid: to limits, write RURAL and o ¢. LENGTH OF ¢. CITY
OR | eee serm it tawoabipt| STAY iz this place) OR 5 T e ey
TowN  St, Louis, Mo, TOWN E.“t.louls HRD
d. FULL NAME QF (If pot in hoepital or institation, give streot address ot loeation) o STREET (I rusal, give location} o
HOSPITAL O : ADDRESS o
INSTITUTION |3 A TOAT P 1’460 College Ave, 4t
3. NAME OF . (First 1ddle c. (Last
DECEASED 8. (First) ) (Last) 4 Dg;l__‘i (Month) (Dey) (Year)
(Typeor Print)  Alice NMN Lancaster DEATH _ June 9, 1955
5. SEX / 6. COLOR QR RACE | 7. xlADR‘OT'}EB lle‘\fggchéSRR[ED. 8, DATE OF BIRTH 9.I:GE£K;IH hl: CHDER | TEAR | O COTER a emI.
y B ¥} ] onths | Days | Hours | Min.
Female White never married ¢| August 15,1907 ll-? ______ , |
104. USUAL OCCUPATION (Givekiod of work | 10b. KIND OF BUS'NESSD?};T gu‘; 1. BIRTHPLACE (00, 10 State or Foraign Conotry) 1ztgbwgﬁ|3norwm1'

E.5t,louls,I11lineis /

138, FATHER'S NAME 13b. MOTHER'S MAIDEN

George Lancaster

| Catherine Winters

NAME 14. NAME OF HUSBAND'OR WIFE

15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 12. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea, no, or unknown) | (If yes, glve war of dutss of eervice) NO. ' S : .
- none Bonnie Donovan E.t.louis,Iliinols
19. CALSE OF DEATH MEDICAL CERTIFICATION , INTERVAL BETWEEN
| Bnter onty onecsussper | 1. DISEASE OR CONDITION _ ONSET AND DEATH
Lime for {a), (b), and (c) DIRECTLY LEADING TO DEATH (5 ba.r Pneumo 3 days
*Thia does not meen ANTECEDENT CAUSES H h
the mode of duing, such | Aorbid conditions, if any, giving DUE TO (b) ypophysectomy
ox heart fallure, asthenia, | rite lo the abooe cause (o} dlating
ete. It means the dig- the underlying cause last. . . " . .
cate, injury, or complicar oue 70 () Carcinoma of right breast with 1 yr,
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS metastases
Oonditions contributing to the death but not E -
related to the diseare or condition cousing death.
192. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . 2. AUTOPSY?
TION . )
ves T8 wo [
21a. ACCIDENT (Bpecity} 21b. PLACEOF INJURY teg..inorabout | 2Tc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma, tares, fastory. strest, offics hidg..et0.) .
HOMICIDE . B
21d. TégE (Mopih) (Day) (Yeur) (Howr) 21e, INJURY OCCURRED | 2if. HOW DID [INJURY OCCUR?
WHILEAT KOT WHILE
INJURY WORK AT WORK 170 A

22, I hereby certify that I attended
alive on

deceased from _A.p:n;l.l_lﬁ.

TE., and that death occurred at _ 000D 1, from the causes and on the dale stated above.

18.55., to _June-9 ., 1855, that I last saw the deceased

oz, aporess DAKNEYS HOUSFITAL . Zx. DATE SIGNED

mz@ or tlt!e)
.- wg 0. JUN 101985
%lla e EER lgv[! ((:REMA) b. DATE ] 245, NAME OF CEMETERY OR CREMATORY 244. LOCATION (City, town, or county) (Btats)
urtal | 6e13-55 Calvary Cemetery St.Louis,Missouri
DATE REC'D BY LOCAL 25. FUMERAL DIRECTOR™S SIGNATURE ADDRESS
1N 10 1950, )l/,a...Chas .M.Burke E.Bt.Louis,I11inois

)

(Licensed Einbalmer’s Statement on Reverse Side)




B 4

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was eml

372 ¢ TR - - PP , Student Embalmer No..........

working under my personal supervision..

LT, [ s SO U Signed.. % WM/ ................

Llcensed Embalmer No. O? V‘
P. O. Address _.........c.cvvvunn-n .

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 handwntmg

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

*




