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WRITE PLAI&LY—-USI;\TG TINFADING BLACK INK-—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
ST ANDARD CERTIFICATE OF DEATH

REG. DIST. noﬂ_ PRIMARY REG. DIST. NO. ‘5-?[/ Rmmmr.an.....KK..% ..........

FILED FEB 27 1956

7509

State File No..owinsesicee cemvrersssssmnne -

BIRTH NO.
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed tived, M fastitution: rwidence before
. COUNTY e - . STATE : b. NT isainn),
° s8t.Jauls : Missourdi COURTY 8% . Louiy™
b. CITY (I sutcide corpurate limits, writs RURAL and giva ¢. LENGTH OQF ¢. CITY 4. In Resldence within Umits of
OR townahip) Y (io this place) OR ] :lu meorpon wnt
own  Clayton *No oW Lamay ‘71-3'0 0, < HER
d‘ FHéé‘PVTgAh{EOOF (M oot in aﬂ'\mo‘&l'&ulion give street sddresm or loeation) - A%T§FEEESE . 4¢3 mr-ul. give lmt‘;)
. stiirioN S5 Loudis: County Hospt 749 Zeiss Ave
* 3. NAME OF a. (First b. (Middle) c. {Last)
: "DECEASED (First) ¢ 4. DATE (Month)  (Day)  (Year)
" (Type or Print) James R. Mullen peatH  ~&=10-06
5. SEX 6. COLOR OR RACE | 7. ‘l,\vilARRIED, féﬁgR ESRRIED. 8. DATE QOF BIRTH 9.11.\‘GE (Iz:l:o’n- 1:; B&m 1V YEAR | IF UNDER 3 mms,
s 5 (Bpwacif] ’ - 't ¥. on Days | Hours | Min.
Hale White Widowed _Jynel6,1885 o |
10a. USUAL OCCUPATION (Gheklad fwork | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE 12. CITIZEN OF WHA
c ‘fh of 'Ei tFl::"’h‘d, P 0 % {Cicy and State or Forsign Caun(ry) o UNTRY7 T
SHEREY ress Opératdr St. Louis, Missouri V.S, A,
' ‘3 _“FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND‘OR WIFE
“Fames Mullen Clayton . Dee
15. WAS DECEASED EVER IN U.S.ARMED FORCES? [ 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yos. or unkncwn) (I yea, xive war or dates of service} . -
e ceesses 73-924-21% James M.Mullen 749 Ze:LSS
1B. CAUSE OF DEATH MEDICA CATION : T ERVALy TWEEN
Enter only cnecauseper | |- DISEASE OR CONDITION ™
lin for (2), (by. ond (¢ | DYRECTLY LEADING TO DEATH®(5) A Y 4 a, P ,
*This does not mean | ANVECEDENT CAUSES _e"’ ol M d“ Py MJ
the mode of dying, such | Morbid conditions, if any, giring DUE TC (b) disy
as heartfallure, asthenta, fi“ to the gbove cause (o) stating /
de. It means the dig. | the underlying cause last.
cade, infury, or plica- DUE TO {c)
tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS
. - Conditions contribuling to the death but not
related to the diseqse or condition causing death. .
19a. DATE OF OP’FIROAI\I 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
. »%20 / ves [ T no
21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (o.g..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE hotme, farm, factory, sireet, office bidg..ev0.} - Y -
HOMICIDE * b
21d. TIME (Moath) (Day) (Year) (Houn 21e. INJURY QCCURRED | 211, HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY = | “womk AT WORK

2 J hereby certify that I atlended the deceased from

7. C
and thal death occ'urrej al eS|

to _Z_ld__ IBLG that I last satw the deceased

the causes and on the date staled above.

AR IAL CREMA-
ON,REMO AL(imdlv)

2-14-56

New Ste Marcus Cema

Sl J)
/ l&/}
fity, fown, or county, / (Btate)
Louii,ﬁ_o,_o{;_._.

DATE REC'D BY LOCAL | R RAR'S SIGNAT!

25. FUNERAL

&2

3 5F REG

(Licensed

N

Weick

St .
DIRECTOR'S SIGNATURE Aqolzss
Bros 2201 S.Grand Blvd.

s Statenent on Reverse Side)
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W Kfaxod AsweT oA
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ST e e . \ 1 e Lieekee s m &L semeb. e mwvmas - .._= s =
/STATEMENT BY LICENSED EMBALMER

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

DY TN, OF DY o iniiiiiiiiitaieiiiararasar e rassrasimrrarsstnnoanntaesstaaramnaanenaba s , Student Embalmer No.,..........-.

working under my personal supervision..

,.f..;/:.’d.".‘f;z/fﬂ

.......

Student......cooniiiiiiiiiceiac i Signed=*
Signsture of Student Enbalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation 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,




