No . 300
10. 48

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

FLED SEP 13 1955

THE DIVISION OF HEALTH OF MISSOURI

iRt E e kb tired Contractdr

’ STANDARD CERTIFICATE OF DEATH State File Nooummnmss oo om e
! BIRTH NO. REG. DIST. NO. é,{ 2 PRIMARY REG. DIST. NO. 5“(0 M Registrar's Noa?c?.'-!? ........
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived, If instliotion: residence before
a. COUNTY a. STATE b. COUNT admislan).
St. Louls Missourd ét. Louis
b. CITY (If outaide corpurate Limits, writa RURAL .nd:ﬂvx:.hip} gTA‘:(E?:EE':. ,Sig [ ng ?.;:' [ ' _— I:Y:I"l!z;id ;ew:;g:‘awnmm of
TOWN Qverland Month TOWN Qverland > = ° 0
d. FHéIS-PFTaAP‘Il_E OF (If not Ly hoapital or institutlon, give strect addross or loeation) ASDT[?REE‘{S - (I rura, give location)
INSTITUTION 944k Midland 9716 McDowell Plac e
3£lEAchéEs%lB a, (First) b. (Middle) c. (Last} a, DS}-E (Month)  (Day) (Year)
(Tepeor Print)  P@ICY B. Lawrence peATH August 29 1955
5. SEX ‘S’. CCLOR OR RACE | 7. MADFIORIE% EF\‘;EEC%SR?ED 8. DATE OF BIRTH s'lfnstir(t:!:‘)‘" hl; Hnu;l:x len F UNDER 2 HRS,
) (Bpe, ol ] ¥, on ays | Hours | Min.
Male White Widowed =1 Jan. 28 1872 g |
10a. USUAL OCCUPATION (Give kiad of work | 10b. KIND OF BUSINESS OR IN- [ 1). BIRTHPLACE

o/

{City and State ¢r Foreign Counnrv) 12, CLT‘ZEP“(OFWHAT
‘™ Massachusetts oD efhe

-

1[13.. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknown Unknown The Late Alice F.Lawrence
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes. 0o, or unknown) | (If yes, give war or dates of service) NO. ’ .
‘™ 953 ba712 Adele Royal 9716 McDowell Place
18. CAUSE OF DEATH MEDICAL CERTIFICATION / Igzggm. BETWEEN
| Enter only cnacauseper | . DISEASE OR CONDITION ' . R AND DEATH
line for (), (%), and (¢) | DVRECTLY LEADINGTO BEATHe, _ (X et s 5&/”_@ ’Zw"” A)\dow _ tfbns .
«Thi ANTECEDENT CAUSES ' (‘\ %6\
This doza nol meen
the mode of dying, such | Aforbid conditions, if any, gising DUE TO (B) ‘:’5 C’Q‘E"" LR Y
o2 heard fallure, asthenia, | rite to the above couse (a) atating
de. It means the dis- the underlying cause last.
ease, Infury, er complica- DUE TO (c)
tion which eqused death, | 11, OTHER SIGNIFICANT CONDITIONS
Conditions contribuling to the death bt ot l
related to the direase c?:gconduwn cousing death. —‘)-av-‘-\,t.Q LV\ —v\-\j‘l ﬂ-\ﬂ/ 5‘0(9 (=% [/;'
19a. DATE OF OP_II::IF}).k 155. MAJOR FINDINGS OF OPERATION 5 20. AUTOPSY'?
4500 ves [ vo
21a. ACCIDENT {Bpecify) 21b, PLACEOF INJURY te.g.,inorsbout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY}) (STATE)
SUICIDE home, farm, factory, streat, offios bldg., #10.}
HOMICIDE _ :
214. TIME (Month) (Day} (Year) {(Hour) 2le. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR? T
aF WHILEAT[™] NOT WHILE
INJURY . ) WORK AT WORK
. / r;
2. I hereby certify thay 1 attended the-deceased from §-24 195, §-5G 195y, that I last saw the deceased
alive on K22 , 195>, and that death oceurred al LIS L m. from the causes and on the date stated above.

23a. SIGNATtIﬁ qé E E

- l)ﬂlﬁi%?%m @&p, Gas ]

Z3. DATE SIGNED

g-')‘c?’\‘\

24a. BURIAL., CREMA. | 24b. DATE

TONERRYE Y laug 31, 55 | Laurel Hill

24c. NAME OF CEMETERY OR CREMATORY

244, LOCA

St.

N {Qity, town, or county) ' (Siate)

Gardens ouls County, Mo.

_—

DAYE REC'D BY LOCAL ISTRAR'S su;pu
/S
& Lom

(Licensed I

tnet’s Stat

25. FUNERAL DIRECTOR'S SUGNATURE

Lollier Mortua

RDORESS

10123 St. Chas. Rd.

ement 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 emb
Lo o Y-S = S N + T , Student Embalmer No,..........

working under my personal supervision..

Student . ..o Signed. /Mb‘——— ..... W
Signature of Student Embalmer .

Licensed Embalmer N0331

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.

¥ +his body is not embalmed, fact should be so stated above.




