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

.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FILED AUG 2- 1955

23389
5499

State File No..

1003

Registsar's No

BIRTH KO. REC. DIST. MO, PRIMARY REG. DIST. WO.
1. PLLACE OF DEATH 2. USUAL RESIDENCE (Wbere dscossed lived. If Institution: rasidence befors
a. COUNTY a. STATE ] . b. COUNTY aduntmton).
. Missouri
b. CITY (1 eutclde corpurats limlts, writs RURAL aad rive ¢. LENGTH OF ¢, CITY d. In Residence withln tmits of
s nehip)| STAY (in this ) OR . a
TOWN St. Louis tomebiy dasbisleedll  roWN St Louis o A i
.
d. FH%P?'?AT.EO%F a n.ol in bospital c:r lmtltutlou;. d." streot nddr-.or toeatlon) (If rurul, give koeation) GJ / 5{/;
INSTTUTION Missouri Pacific Hospital /ép 4164 West Pine,
3. #E?:%ES%’E aﬁ%ﬁl) b. (Middle) ¢ (Last) | 4. na'nz (Month)  (Day} (Year)
{Type or Print) NRY c ABBEY DEATH June 23 1955
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED.4 | 8. DATE OF BIRTH 9. AGE (o rests| I¥ thoem 1 m. " UNOER 4 wxs.
. WIDOWED, DIVORCED (8 Laat birthday) u.m., Hours | Mia,
Male White idowed Mar,23, 1883 72 3 1o l
10a. USUAL OCCUPATION tGiekiodof work | 10b. KIND OF BUSINESS OR_IN- | 11, BIRTHPLACE ... .. )
done during mowt of Iro:Hn(lH-.om‘:f :oﬁr:i} Li DUSTRY {City and State or Foreign Can:.—y) / 'ZCgIIJ‘I;{TZ'ERP{'?FWHAT
Ret. Auditor o.Pac.R.R. Des Moines, Iowa U.S,A,
|3!- FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Chester Eli Abbev Ali ceSoutar Frances E. israc Abbe

15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY

17. INFORMANT'S StGNATURE OR NAME ADDRESS

{Yea.no.grynknown) | (If yes, glve war of dates of orvice)
o 702-14-029% Chester Abbey, Philadelphia, Penna.,
18. CAUSE OF DEATH MELDUCAL CERTIFICATION . INTERVAL BE‘I‘WEEH
Enteronlyoneceuseper | ). DISEASE OR CONDITION . e "?‘ D DEATH
lige for (a), (b}, and {¢) DIRECTLY LEADING TO DEAT!'I‘(H)
*This dpes not mean ANTECEDENT CAUSES m ( t 3 )
the mode of dying, such | Morbd conditions, if any, giving DUE TO (b P 3 C«&a "" :c‘ / ‘ L
a# heart failure, asthenia, | Tite to the abore cause (a) dating <
de. It means the dis- the underlying cause lagh,
ecde, injury, or complica- SUE TO (c)
tion whieh cauaed death, 1 11. OTHER SIGNIFICANT CONDITIONS
Conditiona contribuling to the death dut not
related to the diseate or condition causzing death.
19a, DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION )
‘ vis 1 o ¥
21s, ACCIDENT (Bpecify) 21b. PLACEOF INJURY (s.g..tnorsbout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY} {STATE)
SUICIDE bomae, farm, fastory, street, offioe bldg. ez0.)
HOMICIDE
214. TéPéE (Month}) (Day} (Yeur) {(Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILEA NOT WHI
INJURY _ m | WHLEAT[™] HOTWHILE ~ HRo O
- -
2. I hereby tlz I attmded the deceased fro-rﬂa"“" 193 2’!0 aé"‘lz / mﬁmm I last zaw the deceased
alive on ’ , S8, and that death occurred al _B_.A_ m., from the causes cmd on the datle sialed above.

23a. SIGNA'nUzz_,R g Z a Degmaoru

Z3¢. DATE SIGNED

&MW 6-23-58

23b. ADDRESS

JrARY

%a Bll?]ERM] é\hu_CRENA- 24b. DATE
+ {Bpeclty)
6/27/55

4. NAME OF CEMETERY OR CREMATORY
Resurrection Cemetery

24d. LOCATICN (Oity, town, or county) (Etato)
St. Liouis County, Missouri

moval
DATE REC'D BY LOCAL RAR'S SIGNATURE

1IN 24 195b

25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS

Fambruster Mortuary, 6633 Clayton Rd.




= STATEMENT BY LICENSED EMBALMER

T rtn

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

by me, or by ....evrneaaoe e e eesteeeseeeeeeeeeeisesmmuasEarearenccenssmoassrattanenbensesnn . Student Embalmer No..........-

working under my personal supervision..

Student ..cococivieiiii i aiass ez aaieeaas
Signature of Student Ecbalmer

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.

1€ this body is not embalmed, fact should be so stated above.




