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

THE DIVISION OF HEALTH OF MISSOURI

HIED DEC 28'ig65  STANDARD CERTIFICATE OF DEATH oo FASAE
! AIRTH RO. REG. DIST. MO, __3_1.8_ "“IM.RY REG. DIST. WO, 10_03- Repistrar'zs No 10502
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If institution: rewidence before
‘a, COUNTY a. STATE /"{J‘ sSouR| R b. COUNTY s lou: ;lmhllon?
b. CITY (I cutelda corpurate limits, write RURAL sod give ¢. LENGTH OF || ¢ CITY o S 4. I Rexidence witit, Lt of
OR vawnabip)| STAY (in thia place) OR b ¥ty O peorpeated jownt
TOWN St. Iouis*, Mo, i 7 Jéﬂ‘fb TOWN GL EaDA LE / v BT O .
d. FH%P#A{EO%F {H not in hospital or Institation. give streot add or logation) .ASDTI?FEEES'.S (If rural, give Ioal.;n)
Wstimmion BAKNES HOSPITA L Boo BRrowwes L L
3I:I,‘JE%NENES%FD 8. (First) b. (Middle) ¢. (Last) 4. DATE (Month)  (Day) (Yea)
{ Twpe or Print) Alice Ee Bell DEATH Nov, 29, 1955
5. SEX / 6. COLOR QR RACE | 7. \EVdIAR%'E'EB BIE\}”OEEC'E‘SR?E ] __8. DATE OF BIRTH 9. I:?E [+£3 n)an Ll: n:.n le ¥ DXDER N HRS,
X I’ birthday, on ays | Houre | Min,
LFEMAale | whiTe DoWeD o | JFuly 30,/8%0| G5 | | '
10a. USUAL OCCUPATION (weiadofwork | 10b. KIND OF BUSINESS OR IN: | 11. BIRTHPLACE  (cicy wad Seate o Forsign conrtry) 7 12; SITIZEN OF WHAT
JRSE MIRI NG BlossBuRG WNEw MEXico | U.S. 4.
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
HuGh H SaiTh RAchel ToRNVER |witliam £ Bell
lg’ WAS DECEASE;) E\(IER IN U.5, ARMdED FORCES? IG.?IAL SE(:UR}::;_}r 7. INFORMANT' S SIGNATURE OR NAME ADDRESS
o8, B0, DOWR; yuu, give war or dates of service}
y /) | owr CRTheRI e M bl i Py foo Browas Ll

18. CAUSE OF DEATH . DISEASE OR CONDITION MEDICAL CERTIFICATION mgﬁ'g%?
. Enter anly onscsusaper | I o
Line for (&), (23, and (o | DIRECTLY LEADING TODEATH*(y _ Septicemia
ANTECEDENT CAUSES
*This does nol mean C
the mode of dying. such | Mortid condiions, 1f any, giving DUE TO (8} hronic Myelogenous leukemia 3 yrs.
aa hearl faflure, asthenie, rise to the above eatise {a) slating
ele. It means the dis- the underlying cause lagdl.
care, infury, or complica- i DUE TO (c)
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS .
Conditions contributing to the death but not
Condittons confributing lo the death but ool . Lobar Pneumonla 1 wk
19a. DATE OF OP-FEQ; 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
R0 % / vs B wo [}
21a. ACCIDENT (Bpecify) 2ib. PLACEOF INJURY (ag. bnorabont | 21c. (CITY, TOWN,. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, [arm, lastory, street, ofice bldg. e%0.}
HOMICIDE :
121d. TIME {Month) {(Duy) (Year) (Hour) 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
. OF WHILE AT[—] NOTWHILE
INJURY WORK AT WORK
’
2. 1 hereby cerify that 5 gmmded gg i from __NOVe 22 1555 1, Nove 29 1o S5 ihat I last saw the deccased
alive on OVe <, 18 , and that death occurred al 2:55P m., from the causes and on the date stated above.

2%, sn@u\z/?/ ] s 2 (Degm:orlil.l o

23b, ADDRESS 23¢. DATE SIGNED

BARNES HOSPITAL 11729755

24n. BURTAL. CREMA- | 24b, DATE

TION. REMOVAL (Bpedty
REAIAT7 0 '| pEca 7755

OQwlr  Gmovt

24c. NAME OF CEMETERY OR CREMATORY

244. LOCATION (Qity, town, or county) (5iate)
7800 57 Chprles fotr Ro A,

CR g TorRy

DATE REC'D BY LOCAL
REG.

_ %5. FUNERAL DPRECTOR'S 51 GNATURE
1&_&4&\57(“# M‘ﬂTMRy 88y So &&/}Zoo; %

d Embaimer's S

ADDRESS

on Reverse Side)

LAy o0 5 To




~STATEMENT BY LICENSED EMBALMER

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

BY IMe, OF DY i iiiiiiiiicieitieaiiaisiaeeeaeavetaiseannentecaeaaaaaas PP ' Student Embalmer No..........

working under my perscnal supervision..

Student . ....iiiineiiiieiiie s ciraa s Signed).m..z. .................................

Signature of Student Embalner

Licensed

P. O, Address 1.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revacation of license).

If emnbalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

\



