THE DIVISIOR OF HEALTH OF MISSOURI

2. I hereby cerlify that I attended the deceased from _'I.D-_-Zi_-.-_._, 1955, to J1al0= 19585 | that I last sow the deceased
alive on 12l O , 19_55, and that death occurred af 1+ m., from the causes and on the date stated above.

-~
0. 300
“%0 IFLED DEC 121955  STANDARD CERTIFICATE OF DEATH sute Fite 9. 530D
{BIRTH "a_?c?//é" ﬁ REG. DIST. NO, 3 1 8|’n||um' REG. DIST. NO. 10_._..03Rmiuvar'1 No“i(_)qi.as.« |
1. PLACE OF DEATH 2 USUAL RESIDENGE (Where decosssd lived, I [mititation: resblagcs before
a. COUNTY a. STATE N . b. COUNTY ad:imion}.
b Missouri
b. CITY (If outcide limita, write RURAL and ¢. LENGTH OF c. CITY )
ouieide corpurmts T, write e atip) | STAY (a this place! OR G e Pomrgrei towet
L] o
9 T&WN St Louis I3 days|__ TOWN St.Louis : o __
& d. Fg(l).!s.PFAI\tEOOF {1f mot in hospital or fnstitution. give street address or location) ..AS'E)TI;!FEEE;FS (If rural, give location) ,2 / [ 73
3] INSTITUTION ey G, Phillips // bL2ll E, Evang -
ﬁ 3. NAME OF a. (First) b. (Middle) c. (Last) 4. DATE (Moath)  (Dsyp)  (Year)
a { Type or Print) (Twin #1) Sneed DEATH 11 10 55
ﬁ 5, SEX £} 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (o years| W unDeR 1 n’n o UNDER I WIS,
5 1 //N WIDOWED, DIVORCED (Sipe 1 7_5; Last birthday) Monuu, 13 Hou.nl Min.
Ma e egro 0-2 . I
g 10a. USUAL OCCUPATION (Gvekindof work | 10b, KIND OF BUSINESS OR IN- { 11, BIRTHPLACE : . 12. CITIZEN
& dons during mmof'ork[nxlih.-:ennu :’-::d, = DUSTRY {City wnd Scate or Foreiga Cnnntry) @ COUNTRY?OFWHAT
i Mo
< 13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND/OR ¥IFE
Arthur Sneed . Nell Thomas
g 15, WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
I~ {Yes, 85, 6r ynkoowa} I (If yoa, lve war or dates of wervice) NO.
b (o 42601 N, Whittier
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION My INTERVAL BETWEEN
% [ Enteronlyonecaum 1. DISEASE OR CONDITION . DEATH
Z. ! i for (o3, (B, and (o | DIRECTLY LEADING TODEATH" (5 Premature birth, neonatal death o
. |
E *This does not mean ANTECEDENT CAUSES |
« || the mode of dying. such | Morbid conditions, if any, giring DUE TO (9)
- ar heart faflure, asthenia, mﬂ::;% y"!:?:u ﬂﬁf{ﬂﬁﬁ stating
= ete, It means the dis- - ’
o ease, infury, or complica- DUE TO (¢)
P tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS —~—
- Conditions contributing to the death but not : "7 7 5 é
2 related to the disease or condition causing death.
[ 19a. DATE OF OP_F{S?& 19b. MAJOR FINDINGS OF OPERATION : 20, AUTOPSY?
2 ' A
= 7 YES IE NO D
21a. ACCIDENT {Bpecily) 21b. PLACEOF INJURY tag..inerabomt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
g I%%E{E)IEDE boma, {arm, fastory, street. ofice bldg.,eta.)
= .
g 2id. TIME i{Month) (Day) (Yesr} (Hour) e, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT[] NOT WHILE
J‘ INJURY = | work AT WORK
7
-
E ﬁ SIGNATURE {Degree or title}{} | 235. ADDRESS #3. DATE SIGNED
: N7 | h,_J@L M, D, 2601 N, ®hittier N-23-55
E BURIAL, CREMA- | 24b, DATE/ 24¢, NAME OF CEMETERY OR CREMATORY 24d TION (Cfty, town, or connty) (State)
) TION REMOVAL @peeity) tom Board {] M
? p/4 ’.35 JE . 18, o,

5. FUNERAL DIRECTOR’ 8 SIGNATURE I\DD'ES!
Lawland-2A"% 1 "Tortuary Sarvica

{Licensed Embalmer's Statement on ReverdelGide} -F U oi-b i2VEs
St Jonia 10 Mo

DATE REC'D BY LOCAL
REG

LNOV301955 |




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embs

bY Me, OF DY ittt iiieremiciisai e rae e aassceaan e beanens , Student Embalmer No,.-.-...-...

working under my personal supervision..

Student......coomsimmeiumiesieeinarerzesriaanrrasaaaas SigRed .. ..ouo i e aaa
Signature of Studeat Embslmer

P. O._’Adg_reas .......................

_ 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.

14 this body is not embalmed, fact should be so stated above.




