0. 300 THE DIVISION OF HEALTH OF MISSOURI 31 410
0.48 FILED SEP 29 1955 STANDARD CERTIFICATE OF DEATH St0te File Nowms mmoims e
| BIRTH NO. REG. DIST. NO. 3T8 PRIMARY REG. DEST. ._O()jxm,mnwﬂ 7866
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If inetitution: residence before
a. COUNTY a. STATE b. COUNTY sdinission).
Q Missouri ' L
b, CITY (I oytnide corporate limits, write RURAL and rirum g_.mLYENGTH EF) ¢, Cg’;{ . d Is Resldence within Umits of
township) iln this place @ £ily or incorporated town?
2 TOWN St. Louis TOWN  St, Louis i A
d. FULL NﬁME QF (If not ia hoaplisl or “§iativution, give etrest nddress or location} . STREET (If rursl, give location) [
Q HOSPITAL OR ADDRESS Aﬂ‘ } 0
0 INSTITUTION. Homer (. Phillips Hospital .2/ 2706 Stoddard Street
2_ 3. g&: EE S%FD a. (First) b. {Middle) c. (Last) . 4 DSZ:E (Month)  (Day) (Year)
= (Tepeor Print) _ Frances Roberson DEATH 9 3 55
] 5. 6. COLOR OR RACE | 7. MARRIED, N"VER MARRIED 8. DATE OF B[R 9. AGE (In years| ¥ UNDER £ YEAR | F UMDER 1 mms,
E % é : wmowen DIVORCED (Sppoity tant hlﬂ?y Montha l Days | Hours i Min.
A
é m:;' ﬁ&&oﬁz‘ﬁnﬂm L:!vaﬁ'inﬂdufml: 10b. KIND OF eusm QR IN- | 11 BIRTHPLACE (0., 0y stuce cr Foraian m“", 12, cgm%ENOFWHAT
mi working 9, 4SO LI 'Y
G UM g [T Tenw
< 13a. FATHER'S NAME I3b. Momsn S MAIDEN NAME t4. NafE OF ﬁusnmn OR WIFE
g I5. WAS DEC EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY
< {Yes. no,or unkeow l (X0 ywu, pive war or dates of service) NO.
P . : . ol
’L 8. CAUSEOF DEATH 0 oo MEDICAL 1 ; ' ‘ONSET AND DENTs
. | Enter only onecauss EASE N A - . . ;
Z | lnetor (5, (. and (@ | PIRECTLY LEABING TO DEATH® (5) Undeterm¥ned, : . Undt.
v “This does not mean | ANTECEDENT CAUSES f . :
3 the mode of dying, such |. Morbid conditlons, if any, giving DUE TO (b)
h ax heart failure, asthenia, | rise to the above cause (a) stating
) ete. It tmeans the dis- the undcrlying eatsse Tast. B
-U cave, infury, or Hea- i BUE TO (c) ‘ . - ‘
5 | m i o . |11 OTHER SIGUIFICANT CONDIIONS  Hyperbensive' Cardio-vascular diseasp.
Conditions ing e 1 3 ; o . .
a : related £0 the disease or condition causing death. 0ld Left Cerebral. Vascular Accident -
Y] 19a. DATE QF OP'FIF:)?i 19b. MAJOR FINDINGS OF OPERATION . ) 20. AUTOPSY?
z ’ . . .
gl 3 - L3 N ves L1 wo [
o 21a. ACCIDENT (Bpecify) » | 21b. PLACEOF INJURY (s.c., Inorsbout | 2lc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
5 *SUICIDE - -« | bome, farm, Iastory. strest, offiow bidx..eta.) .
Z » HOMICIDE g I P ¥ ~ .
g 21d. TIME (Moot} (Dayd {(Year) (Hour) 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
J . Ry WHILE AT NOT WHILE
A N = | WOoRK AT WORK
-;’ |22 1. hereby certi] t at 1 attendeg gw deceased from 8-18- , lo ._2_.__ 19_52 that I last saw the deceased
: '_'z =l aliveon bt and that death occurred at 23 Sia‘ m., from the causes and on the date siated above.
g 231’,5IGNATUR (Degroe or tlﬂe) 23b. ADDRESS 23¢. DATE SIGNED
] u.D. (] 2601 N. Whittier Street .| 9-3-55
E Zﬂa BURFIAL, CREMA DATE 24c. NAME OF CEMETERY OR CREMATORY 24d¢. LOCATION (Oity, town, or county) (State)
e TIO REMOVAL fi:] é g A . .
3 r (4 - .
DATE REC'D BY LOC%L P¥GISTRAR'S SlG ATUR . DI
SEP 7 1955




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, or by ............ S P e » Student Embalmer Na,..........

working under my personal supérvision..

Student.................s . .

~Signature of Studem: FEmbalmer 2 . o
. . ' Licensed Embalmer No.\@
e - - .
Pl Lz . .. —
SRR LT e ‘ . ‘ P. O. Address%‘;sﬁ é

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i in his OWN HANDWRITING. (F:
to comply with the above constitutes yrounds for revocation of 11cense)

}.
A

- i ,embalmed by a 'STURENTy h shall sign in his OWNJhandwrltlng.-
J¥ 'th body is not embalmed fact should ‘be so stated above.
A

. - s,
k4 . . P L] 4 *
. . - -k 1 -




