Mo . 200
10.48

QO

WRITE PLAINLY-—USING UN"F;_&DING BLACK INK—MAKE A PERMANENT RECORD

. THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FILED AUG 4~ 1955

5”77{5:5'-“! RES. -DIST. no._a_]_a_

suae Fite o 20624

PRIMARY REG. DIST. uo100 Registror's N,.;_Sﬁiﬂ,_

SIRTH NO.

1 PLACE OF DEATH DEATH 2. USUAL, RESIDENCE (Whers deceassd lived. If inetitution: resdenes befors

a. COUNTY a. STATE b. COU| " adimisalon).
Mo. “ gt To0ls

b. CITY (It cutcide corpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY (U outxide corporate Umits, write RURAL and give towtehip)

N townehipt | STAY fin this place)|t OR - ‘
oW S57 Loy lS TOWK  Berkley A2 )

d. FULL NAME OF (If ot in heapital or jnetitgtion, give streot address of location) d. STREET {1f rara), give location) 4
HOSPITAL OR D ADDRESS - /
INSTITUTION e o o/ 4,) S P - L2 11 Rd.

3. NAME OF a. (First} b. (Middle) , & (Last) -
DECEASED C 4. DATE (Month) gﬂm (Your)
(Tvpeor Print)  Bahy ross . DEATH . S{
5. SEX O 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, pr{ 8. DATE OF BIRTH 9. AGE {In years| ¥ Umotw 1 TEAR | I O0ER 21 Hom,
WIDOWED, DIVORCED (Specity: / . last birthday) Monﬁ., Days { Hours I Min.
L]2v/3F 3 110
10a. USUAL OCCUPATION (Givekind of work | 100, KIND OF BUSEINESS OR IN- | 11. BIRTHPLACE (state or forelen sovatey) (] 12_CITIZEN OF WHAT
done during most of working life, even if recired) DUSTRY COUNTRY?

8t. Louls Mo.

13a. FATHER'S NAME 13b. MOTHER' S MAIDEN

Don O’ Brres Cﬁo sg

IS. WAS DECEASED EVER IN U.S. ARMED FORCES?

[ 16. SOCIAL SECURITY
{Yea, 0o, or unknown) | {H yos, clve war or dates of gervice) : NO.

none

Welen [ ourse Stephens

NAME 14, NAME OF HUSBAND OR WIFE

77, INFORMA Tw OR NAME & 7owal/ADORESS
-~ ,’ 4-23/ Marsbate o,

18, CALISE OF DEATH

| Enter only oneceuseper | I. DISEASE OR CONDITION

M AL CERTIFICATI,ON .
i U)moy\,avy V"\W!q'f\l(;‘y

INTERVAL BETWEEN
GNSET AND DEATH

line for {a), (b, and (c) DIRECTLY LEADING TO D_EATH'(u)

*This dpes nol mean ANTECEDENT CAUSES

T)mel',uye bw’tk" S_H-to

Morbid conditions, if any, giring DUE TO (b)
rise to the above cause {a) tating
- the underlying couae last. -

DUE TO ()

the mode of dying, such
a3 heart fallure, asthenia,
e, It means the dis-
care, infury, or complica-

Py

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing lo the death but not
related Lo the disease or condition causing death,

tion which coused death.

19a. DATE OF OPTE'E;“ 15b. MAJOR FINDINGS OF CPERATICN . ‘| 20. AUTOPSY?
N oue , _ . ves [ o
21a. ACCIDENT  (Bpecity) 21b. PLACE OF INJURY (s.g..lnoraboat | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bomme, farm, fastory, straet, oo bldg  sto.) e . R
HOMICIDE
214. TIME tMonth) (Dwy) {(Yewr) (Houn 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
. ‘| wHILEAT [ NOT wHILE
INJURY = |- " woRrK AT WORX - /7 A 9\ f
A [2—‘7 "!2-7 , 19.3_)., that I last saw the deceased

2, I hereby certif; fha! I.atl?nded the deceased from
alive on _Q_,L'[_ 193 Y, and that death occurred at

1855 10

O y., from the causes and on the date slated above.

2. SI RE Dezrmor title), | 230. ADDRESS Zic. DATE SIGNED
Ve, Bsesde . T3 OI"4K3 A Tnm Ly £)2y)
TIONBI‘RJERMI ng Cgﬂ! ZAb. DATE ch NAME OF CEMETERY OR CREMATOR‘_Y‘ | 24d. LlX:A}'IDN {Oity, town, or county) . (Btate)
removat | 6/29/55 Yalhalla Cemetery | 8t. Louis Co, Mo,
DATE REC'D BY LmAL ISTRAR'S SIGNATUR| 25, FUNERAL DIRECYOR'S SIGMATURE ‘ADDRESS
N 2q_1355_ ? rehmann-Harral, 1905 Unlon Blvd,

s Staternetit on Reverse Side)




- STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or b}-__.._.__.f.._.._-..

Student Embalmer Mo.

working under my persona! supervision,

Student s..ccrsevnccannanse taeseverann rrasan

Student Embat F ]
tuden atmar - Licensed Embalmer N03£<3y‘ ______________

P. O Address

Note: . The above MUST BE SIGNED BY THE LICENSED EMBALMER in hu OWN HANDWRITING. (Fa:lun: to comply witl
the above constitutes grounds. for revocation of license.)

If ¢his body is not embalmcd_. fact should be so stated above.

-




