. 300
-48

WRITE PLAINLY-—-—USING UNIE;ADING BLACK INK—MAEKE A PERMANENT RECORD 0

FILED AUG

T8/ 74

THE DIVISION OF HEALTH OF MISSOURI

9 - 1055 ;STANDARD C1ERT|F|CATE OF DEATF{O
575 Tree. o1sT. NO.

State File No

.6‘153

10a. USUAL OCCUPATION (G

done during most of working life, sven if retired}

kiond of work

\0b. KIND OF BUSINESS OR_IN-
) DUSTRY

11. BIRTHPLACE

{City and State or Foreign &:ntry] 0

ST, LOUIS, MISSOURI

BSRTH MO. PRIMARY REG. DIST. MO.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacossed lived. If institotion: residence before
a, COUNTY . a_:_§T_ATE MISS OURI b. COUNTY ndinisslon).
b. CITY (1f outolda corpurste Limits, writs RURAL and give g:rALYENGTH OF . CS—F‘{ d. Ia Residence within Umits of
township) {In this place) u clty of jncorporated town?
Town 8T, LOUIS - ) owy _ §T. LOUIS WETET
d. FSIO-%P?']"\A!&:.EO%F (If not in hoapitsl or lnstitution, give strect addrees or location) - ASISTI:?IEEES]-S (Lt rural, give location) . ; }.—/
INSTHUTION  ST. LOUIS CITY HOSPITAL  |IRA 2213 HICKORY 2 o
- 3. NAME OF (First) b, (Mliddle ¢ (Last)
- DECEASED . 4. DATE (Monthy  (Dsy)  (Year)
( Tupe or Print) ickia qare BLANKS peary JULY 13 1955
5. SEX 716 COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years] IF UNDER 1 YEAR | IF UADER u mMzs,
. /»-— S WIDOWED, DIVORCED (Bpecif: Lt tast birtbday) Monﬂn, Days Hounl Min,
qro SINGLE

12, CITIZEN OF WHAT
CQUNTRY?

13a. FATHER'S WAME

' FRANK

13b, MOTHER'5 MAIDEN

NAME

DECLA REEYES

{Yes.n0,0r unknown)

I15. WAS DECEASED EVER N U, S ARMED FORCES?

(If you, mive war or dates of service)

16. SOCIAL SECURITY
NO.

NONE

18. CAUSE OF DEATH
. Enter only onacause per
line for {a}, {b), and {c)

*This does mol tmean
the mode of dying, such
a3 Leard fatlure, esthenia,
ete. Jt means the dis-
eate, injury, or complica-
tion which coused death,

I. DISEASE OR CONDITION

ANTECEDENT CAUSES

the underlping cause lost.

DIRECTLY LEADING TO DEATH* (5)

Morbid conditions, if any, giving DUE TO (b}
“rite [0 the cbove canse (o) sating

DUE TO (c)

17. INFORMANT" ¢

HOSPITAL RECORD
MEDICAL CERTIFICATION

__Q&QM\-_M-_B_@MZE-
Wt it -l L
Onyd ol

NON

14. NAME OF HUSBAND’OR ¥IFE

5 SIGNATURE OR NAME

ADDRESS

INTERVAL BETWEEN
ONSET AND DEATH

11. GTHER SIGNIFICANT CONDITIONS

Conditions contributing to the dealh but not
| _related to the disease or condition causing death,

19a. DATE OF OPERA-
T TIoN

19b, MAJOR FINDINGS OF OPERATION

2. AU"%PS/(
YES NO D l

21b. PLACEOF INJURY {e.x..in oz nbout

21a. ACCIDENT {Specify) 2lc. (CITY, TOWN, OR TOWNSHIP) (COLINTY) {STATE)
SUICIDE bomse, farm, Iactory, atreet, office bldg., exc.)
HOMICIDE | .
214. TIME (Month) (Day} {(Year) (Hour} 21e. INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
OF WHILE AT[—] NOT WHILE
INJURY = | “woRrK AT WORK ’76 Q. 12

22, ] hereby certify thal I atiended the deceased from 7-11-5%

18 , lo

7-13~55

, 18

, that I last saw the deceased

EMpV A

da.
IN, REMOVAL (Boectty}

1=) 65

REENwood

S

alive on __T=13=85  19___ _, and that death occurred al _12_._05.&7! from the causes and on the date siated above.
. (Degree or ti 23b. ADDRESS ' 23c. DATE SIGNED
5 , 8 . 1515 Lafayette A-enue 7-13-55
RIAL, CREMA- | 24b. DATE 24, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) (State)

LAowis Co-

DATE REC'D BY LOCAL

JUL 1519551'55'_

ﬁma ﬂGNA‘FURE

([icensed Embalmet’s Eulemmt on Reverse Side)

UMERAL DIﬂECTOl! 3 SIGNATUHE

an caefs -~




STATEMENT BY LICENSED EMBALMER

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

by me, oF By ..o s rer e e s P . Studeﬁt Embalmer No.

working under my personal supervision..

Student......ooonnoiireiieieiiiarrrerzire e Signed. ool Cemebieaan
Signature of Student Embalmer E

Licensed Emb er No
ddress ... ......ccciiiiennn..

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

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




