THE DIVISION OF HEALTH OF MISSOURI

No. 300 e ifird )
<0 | FILED OCT 7-1955  STANDARD CERTIFICATE OF DEATH e rie W3 O L 0O
BIRTH NO. REG. DIST. NO. g ! f; PRIMARY REG. DIST. m.m Registrar's No..........8.340.....
a 1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whbare decossed lived. }f institotion: residence before
. COUNTY . STATE b. COUNT adimlion},
7 . * Missouri Y >
b. CéTY {If outride corperate limite, write RURAL and d:u X cs.rAl.YE:iG;l;l;i' OF c. Cg’RY . 1 Residencs withln Uania of
tow P lace) hd.
TOWN 8t. Louls, Mo. DOA [ oW g8, Louis, ﬁ
g d. FgOUS-P{!FMEOOF (It aot in hoepital ar institution, give street eddress or location) \‘f.AsDrgREEE.TSS (U rural, give loeatlon) ﬂab
0 INsTITUTION  Enroute Homer phillips Hos De 5950 Minerva Ave.
8 = NAMEOF = s (i) b. (Middle) e (Lash LOAE  (Mmty (Dep) (e
K (Tyoeor Pinty WA 1ltOP Ce Combs DEATH Se Pt e B, 1955
ﬁ 5. SEX 6. COLOR OR RACE | 2. MARRIE%. EIE\};EECESRRIED'/ 8. DATE OF BIRTH 9.1:\.G§riir;;n hn; mg.n |D1'm ; UNDER 41 KRS,
I (Bpevify; . 1t on aye ours | Mig,
g | Male White. ed Jane 20, 1902 l |
S | ey | 0 OF SRS FE | TSRS "yt e o O Fr
3 (4 . East Pra:l.r:l.e, Moa SehA.

' < 'laa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBANDOR WIFE
a Robert Combs Janie Phelps Ruth Combsa _

" 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | t2, INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea. po, or unknown) | (If yes, sive way or dates of service) Ny, -
g | Yes Poacotime 90-18-1748 | Ruth Cross Combs, 5950 Minerva::

N 18. CAUSE OF, DEATH CERTIFJCATION INTERVAL BETWEEN
tL " |l Enter anly onecanse per | 1. DISEASE OR CONDITION W ONSET AKD DEATH
E line for (a), (b), and (c) DIRECTLY LEADING TO Dl"ATH ()

86 || +7ods docs mot mmean | ANTECEDENT CAUSES 4 ’ 7 "'W z )
: 3 the mode of diing, such | Morbid conditions, if eny, giring DUE TO (b} MM Al
-t a8 heart fatltire, oxthenia, | Tide to the above canse (a} sating :/
B || ete. It means the gu. | the underiying couse last.
® case, injury, or complica- DUE TO (c) .
z tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS . . P
e Conditions contributing fo the death but not /
a related to the disease or condition causing dealh. -
[ 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTORBY?
TION O

g0 -. #po-1 w ]

2ia. ACCIDENT T (Bpecity) 21b, PLACE OF INJURY (sg.inorabogt | 21c. (CITY. TOWN, OR TOWNSHIP) {COUNTY) (STATE)
o SUICIDE : bome, farm, fagtory, strest. ofes bidg..eve) . .
Z KOMICIDE :
g 219. TIME (Month} (Day} {(Yew) (Hoor) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

. -OF . ; ‘ WHILEAT[—] NOT WHILE

bln INJURY . o | “work AT WORK
E 2. [ hereby certify thatf 'attended the de d from , 19 lo , 19 , that I last saw the deceased
3 ___ alive on and that. death océurred M m., from the causes and on the date, stated above.

Za. BIGNATURE ryrs gres or title 23b. ADDR 23c. DATE SIGNED
2 2> . & 2 Clhart :

<,44M4M4/ o e 7300 322 &
E oS UR) gJ.ALCREMA-‘ DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (OClty, town, or county) . (Btate)
Ll )

E | "'HOmMOvAT"” | 9.22-5¢ . | Local ._| Rast rrgiri Oe

DATE REC'D BY LOCAL | R 'S SIGNATURE 25. FUNERAL DIRECTOR'S S1GMNATURK. .+ ADDRESS

A3 .
SEP 22 1395 ‘ Albert He Ho 4700 Washingtone

6 (Licensed ’s Statemnent 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:

et e

By IMe, OF By et » Student Embalmer No,..........,

working under my personal supervision,.

STUAent .oeueiiesiienenee e e ieeeieranas Signed../él__a_..u)...w ........
Signature of Student Enbslber

Licensed Embalmer No..B.A..

P. O. Address Mﬂéﬁ‘-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocation of license),
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
7€ this body is not embalmed, fact should be so stated above.




