. NKo.300
. 10.408

WRITE PLAINLY—USING UNFADING BLACK INE—MARKE A PERMANENT RECORD —

THED FEB 171958 sTANDARD CERTIF

THE DIVISION OF HEALTH OF MISS0URI

REG. DIST. NO. 318 PRIMARY REG. DIST. KO.

ICATE OF DEATH
1003

State F:Ir Noisicivearreeemmmseenimremsanenass -

R
Registrar's No,=..

(Ff you, give war or dates of service)

BIRTH KO. [
{. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived. 1 lsstltution: resid befars
a. COUNTY a. STATE mssom b. COUNTY adininsion),
b. COI-[I";Y (! outzide corpurats limits, write RURAL and xive %’TALYENGTH DEF C. ch d. Is Regldencs within Umits of
townskip) (in this 3] a et . [neo! ted fown?
town ST. LOULS, MISSOURT “*" "M town  St, Louis WETRET
d. FHélS-PT"IBAh]q_E OF (If pos in boapital or Lostitution, glve sirect sddress or location) .-AS'DTRREEE;S {If rural, give loeatlon) I S
insttonon ST. LOUIS CITY HOSPITAL #1. " 1467 S. Vandeventer A
3. NAME OF a. (First) b, (Middle) ¢. (Last) 4. DATE Month (Day )
DECEASED OF i\TU R’! 5‘ "
(Typeor Printy ~ MARTHA ALEXANDER oy JANUA 19,5-9 g-
/5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,_L|.8. DATE OF BIRTH 9. AGE {In years| I UNDLR ) TEAR | IF UWDER 2 mas.
[ WID&WED. DIVORCED (8pec tast birthday) Mnnlhll Days | Bour | Min.
Female'| White Widow Sept, 12,1883 74 l
10a. USUAL OCCUPATION (Giwekindofwork | 10b. KIND OF BUSINESS OR JN- | 11. BIRTHPLACE . : w 12. CITIZEN
dnnaﬁnrh‘:imatul ""ﬁ“m'-""‘l:f:";:‘;) o DUSTRY {City and State or Forsign Country) 0 COUNT YTOF WHAT
ousewor Missourl .g.A.
13a. FATHER'S NAME 13b. MOTHER'S MATDEN NAME 14. NAME OF HUSBAND'OR WIFE
Uninown Maness Unknowr;
I15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT' S SIGNATURE OR NAME ADDRESS

Yea. nﬁor upknown)

one None

Jos 1

18. CAUSE OF DEATH
. Enter only onecausoper
lne for (a), (b}, and (c}

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DF.ATH'(a)

DICAL CERTIFICATION

JNTERVAL BETWEEN
“ONSET AND DEATH

ymma.(.

*This does not meen ANTECEDENT CAUSES

the mode of dying, such

Morbid conditions, if any, giring DUE TO (b)
rise to the above cause (a) stating

as keart faid asthenie,
eart fatlure, asthents the underlying couae dast.

de. It means the dis-

care, injury, or complica- DUE 70 (c)

11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuding o the death but 20!
related Lo the disezse or condition cauring deafh.

tion which caused death.

alive on

19a. DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
i 4342 0 %,
YES NO
21a. ACCIDENT (Bpecity) 21k, PLACEOF INJURY (e.g..Juorabout | 21c, {(CITY, TOWN, OR TOWNSHIPY (COUNTY) (STATE)
SUICIDE homa, farm, fastory, street. offics bldg. e1c.) B
~ HOMICIDE
21d. TIME {Month) (Dey} (Year) (Hour) 2le. INJURY OCCURRED | 2if, HOW DID [NJURY COCCUR?
WHILE AT} KOT WHILE
INJURY WORK AT WORK
op ) - 1- [ )
2, I hereby cerufy that I attended the deceased from 1-10 19 26 19 2 , that I last saw the deceased

959‘_, and that death occurred ail03 30Pm. - from the causes and on !he date siated above.

23b. ADDRESS

1515 LAFAYETTE A"E.

23c. DATE SIGNED

1-20' 56.

2%. SIGNATURE /&/&g t mﬁmu or titlgyy

24a, BURIAL, CREMA- | 24b. DATE
TION, REMOVAL (Spedify)
urial - __St. Matthews
DATE REC'D BY LORCE%L REGISTRAR'S SIGNAT?\E
‘ 55|

24c, NAME OF CEMETERY OR CREMATORY

24d. LOCATION (City, town, or conntiy)
v St > 101113 ,MO »

25. FUNERAL DIRECTOR' S 3] GNATURE ADDRESS

Kriegshauser 4228 S Kingshighway Blvd.

(5tate)

p,,( icensed Embalmet's S

am a3

g

uumml on Reverse Side} 7




I
s

R
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side ‘of this certificate was emb:
Lo L 5 - . » Student Embalmer No...........

working under my personal supervision,.

Student ...ty e Signed... /%4, % ............. :

Sipneture of Student Embalmer

X T . LT

e

= Note: The abové 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 hiss OWN handwriting,
T4 this body is not ernbalmed, fact should be so stated above.




