. 300
.48

)

WRITE PLAINtY—USING UNFADING I;LACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FILED NOV 18 1955

' BIRTH NO.
I. PLACE OF DEATH Z. USUAL RESIDENCE (Where decossed lived. If institution: residence before
a. COUNTY b, COUNTY adinisaion).

e STATE  Mi gsouri

-

c. LENGTH OF

b. CITY (X cutside corpurste lirits, write RURAL and give
STAY (in this placeh

Tg\i'N St. louils township)

Rﬂlﬂ!nl:! wlthin [mits of
y orcinmrpurnzd tgwn?

c. cmr . .;.
own

d. FULL NAME OF (If not in hoapital or institution, give strect address or location)

(ll rural, cive location}

&
HOSPITAL ) V(o
INSTITUTION Homer Phillips Hospital bADDRESS 1362a Bayard £ / Pa}
335%%55%% n. (First) b. (Middie) e, (Last) 4. DSEE (Month) (Day) (Ygg
{ Type or Print) Sarah Ray DEATH 11 T
D, NEVER MARRIED, DATE OF BIRTH 9. AGE (In yesrs| W UNDER 1| YEAR | ©f UNDER u nes.
D. VORCED Bpecify) lsst birthday} Mnntln Days

5. [ 6,5QLOR OR RACE | 7. MAR
< )

10a. USUAL OCCUPATION {(kekindohcrk IOE. KIND OF BUSINESSD%F;TIRN
red)

during moet of working kifs, even if

Hours l Mla.

/.'?, Vel 4k

| 12, CITIZENOFWHAT

13 ATHER'

{Yea, no, skoown) | (If yea, rive war or dates of pervice)

15. WAS EECEASED EVER IN U.S. ARMED FORCES?

97070 J508

T JBFORMANT 5 51 GIFTURE OR NAME €
ﬁ%ﬂw m/i/o?

” B[RTHPLAC Z and State or Foreiga fnunt.tv)/‘

|_Z¢ ..S' /9‘
130, MoTHEE‘s MAIDEN NAME 14, NAME OF HUSBAND OR wIFE
§5. SOCIAL SECURITY ADDRESS

18. CAUSE OF DEATH
. Enter only onecauseper | I DISEASE QR CONDITION

DIRECTLY LEADING TO DEATH‘(a)

MEDICAL CERTIF; |
Hypertensive Cardiovascular Disease

TION

Hne for (a), (b}, and {e)
ANTECEDENT CAUSES
Morbid conditions, if any,, giving DUE TO (b)

*Thiz does not mean
the mode of dying, tuch

rise to the above cause (a) stating

as heart fallure, asthenia, 2
f the underiying cause lost.

ete. It means the diz- .
DUE TO (¢)

ease, fnfury, or complica-
tion which caused degth, | I, OTHER SIGNIFICANT CONDITIONS

Conditions eontribuling fo the death bud zot
related to the dizease or condilion causing death.

19a. DATE OF OP'IE‘:IRO‘?\; 196, MAJOR FINDINGS OF QOPERATION . 20. AUTOPSY?
17[ L/ 3 % _YES E NO I:]
2ia. ACCIDENT {Bpecity) 21b. PLACE OF INJURY (s.x..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fagtory, sireet, office bldg., eto.)
HOMICIDE .
21d. TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR? '
. WHILEAT [} NOT WHILE
INJURY . m | work AT WORK
2. I hereby certify that I attended the deceased from 111 19_51 to L 195&, that I last saw the deceased
alive on - , and thal death occurred al 3 am., Jrom the causes and on the date stated above.
232. SIGNATURE egroo or tme)O 23b. ADDRESS 23c. DATE SIGNED -
! -
Fr,a, Mﬂ/‘, M.D. | 2601 N. Whittier 11-8-55
24a. {AL, CREMA. - 240,

TegREMOVAL ¥}

E’OF.c METERY, OR c;gﬁ Z

yﬂ %:ity. mwnﬁ ﬂ: (State)

? DATE
I/ 174 RE5
DATE REC'D BY LOCAL

owen e ]9?,?' ijnw(s su;rmJ Z h,

N s 1002 B ek

. v

- 2. ;Il 3 (Licenstd Embalmer’s Statement 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 em

BY M, OF DY ot ittt e

—Gp = ) St

working under my personal supervision..

Licensed Embalmer No..>
C o P. O. Address{.z....z.../.ﬂ

~ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (]

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also 5hall sign in his OWN handwriting.
I¥ this body is not embalmed, fact should be so stated above. .

.



