v

WRITE FPLAINLY—USING UNFADING BLACE INE—MAXE A PERMANENT RECORD

4

N

-

-

’ THE DIVISION OF HEALTH OF MISSOUR! 6962

FILED FEB 17 1958  STANDARD CERTIFICATE OF DEATH State Fie No
BIRTM MO._________________________ REG. DIST. mo. __3_]§ PRIMARY REG. DIST. KD, 1_0_0_3_ Regictrar's No 784:
1. PLACE OF DEATH ; 2. USUAL RESIDENCE (Whare decsassd lived, I fnetitatlon: revidence before
. COUNTY . STATE . d .
: : . Missourl b. COUNTY lintion)
b. CITY {H cuteide corpurate timits, write RURAL .ndl::’“l-hlp) gﬂl:{E?‘«liETmI: .OF, c. Cg’g’ 4 l::lglm withtn“l.lmél:'s
ToW gt, Leuls TowN St. Loulsg - s D,
FHlO.SLPNAME OF (1 not in hoapltal or institution, give strest addrem or locailon) é-'AsDTSFE‘TS (I rural. give locstion) 0109
mﬁWWWNs o Mary's Infirmary 4700 Greoer Avenus
3. NAME OF a. (Fimst) b!(Mldd.IQ L B (La‘st) f. DATE (Montt)  (Day) | (Year)
(Typs or Print) BESSIE Be MORTON DEATH  Jan, 21, 1956
5. SEX "4 | 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, 4} | 8. DATE OF BIRTH S. AGE (In ywan| I 0K ¢ TEAR | ¥ weoeh & Ko,
WIDOWED, DIVORCED ¢ l tast birthday) Month, Days | Hours | Min
emale | Megre Widowed Unknown 1893 | ab,62 |
‘Miﬁ.’;ﬁfﬂ?:m (e kind ot mork 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (0. \a State or Poraige Coustry) 'D ‘%85'3%%’4?””“
Housewl fe - Carthege, Mlssourl Ue Se Ao
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
i Edward Johnsen Annie Frag William Mopton
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? Lls. SOCIAL SECURITY ] 17, INFORMANT' S SIGNATURE OR NAME ADDRESS
(Y. 0. orunknown) | (If yes. glve war or dates of servios) 0.
No - 26-36-8377 | Joyce Thomas 47008 Greer Ave.
18. CAUSE OF DEATH ' MBDICAL CERTIFICATIQN 8] - 3 INTERVAL BETWEEN
 Enter only anecauseper | 1. DISEASE OR CONDITION _ ), { CereBra;L, t.‘hrombos:.a ONSET ARD DEATH
lime for (a), (b, and (@) | C'RECTLY LEADING TO DEATH (5 € e rA romps 3 @2 .
Hypertension

ANTECEDENT CAUSES .
*This does not mean
the mode of dying, such |  Morbid conditions, if any, giring DUE TO (b) /7‘ q/ﬂc f7l{ n S0 M %

Hure, {a, rise fo the abore cause fa) siating
@z heart fallure, asthenta the underlying cause Last.

dc. It means the dia-

2. I hereby certify tiﬁ ! altended the deceased from l/~4 7 9(/"’ to /- = ' 198 (' that I last saw the deceased

, 19 6'6, and that death occurred at 3.2 5044, , from the cauaes and on the date stated above.

é (Dmoruua)d 2p. ADDR!SS é 5 #z l ?—;T;STEZ

alive on

Zi. SIGNATURE
S. E. 3mith, %

URIAL CREMA- | 24b. DATE 2e. nmn-:‘di-' CEMETERY OR CREMAgm /w LOCATION (City, town, or county) (5tats)
ﬂon REM Mlm: . ' ! .
Remov 1/26/56 3t Poater!s Cenetery St., Louls County, Mo
DATE REC'D BY LOCAL Rl ISTRAR'S SIGNATURE 25, FUNERAL DIRECTOR' S SIGNATURE ADDRESS .

JAN 23 1955 8. Charles J. Gatas 4107 Finney

\ m&’ (Licensed ‘s Statement on Reverse Side)

ease, injury, or complica- DUE TQ ()
tion whick caused death, | 11. OTHER SIGNIFICANT CONDITIONS . Diahetss Mél}.:l:tua .
1 - " Conditions contributing to the death but not l bé / Mué b
B related Lo the diseate or condition causing death. Jo (4 (i 3
i9a. DATE OF OPERA. | 19>, MAJOR FINDINGS OF OPERATION Y 20. AUTOPSY?
| 332%| w0 Wi
Zla. ACCIDENT tBpecity) 215. PLACE OF INJURY (s.g..inerabos | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE honw, Iarm, fastory. street, office bldg..s1e.)
HOMICIDE :
21d. TIME (Month} (Day) (Yews) (Hous | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
nJURY . WHILE AT NOT WHILE|
m. WORK AT WORK




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
byme, or by ...l e eaeeiaeaeeaeeeeeeaereerrienas

working under my personal supervision,.

3T 13 & SO Signed....
Signature of Student Embalmer

Licensed Embalmer No '%44

' : P 0. Address . 4107 Finney.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
to comply with the above constitutes grounds for. revocatmn of license),
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
- ' this body is not embalmed, fact should be so stated above.




