AFD JUN 1 1956 THE PIVISION OF HEALTH OF MISSOURI

o.300 .t
> | STANDARD CERTIFICATE OF DEATH state e v L L EHIR...
BIRTH NO. _ #EG. DIST. NO. _3_1_8__ PRIMARY REG. DIST. no] 003 Regittrar's No,ee... 4-_882..
] 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decossed lived. 1f inatitytion: residepce befors
a. COUNTY * - a. STATE l-u. o 1 b, COUNTY adinleton?.
ssour A
b. CITY (1 outeids te lmits, wtite RURAL and g ¢c. LENGTH OF ¢ CITY .
TO“RVN u " eo;n 1; o m-'n...hlp} STAY (in tbis place} TgWRN St Io 1 a. ?ggx:ggm%?unnm&g
=] n s AOUlE . ...
g d. FHé%P?IAMEOOF (If not in hoapita! or institution, kive steact adidress or location) . SJSFEEES‘IS (If rarsl, give location) 07&‘5 7
O INSTITUTION 2545 Clifton Ave £ 2545 Clifton Ave
B = NAME OF o, (Firsh b, (Middle) ¢ (Last) 4 DATE  (Math) (Dey) (Yes)
o ,f; {Twpe or Priat) AIBERT OLIVER FRANCY DEATH 5=19-1956
;a 5. SEX C 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9, AGE (In ysars| i UMDER 1| YEAX | O UNDER u HEs,
t~ WIDOWED, DIVORCED (Bpecl; Luat birthdey) Mﬂﬂﬁﬂl Days | Hours | Min.
» g _Male. . Yhite Married 3=16-1880 6 . 1_.
= 10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR [N- | 1L BIRTHPLACE . : - 3
g dooeduring mutol-orﬂum-.-:lnnif :ellr:rd) : DUSTRY (City aad Stats or Forsign (‘nunlry)/ wcgbn%f{:'?oFWHAT
& (-Retired Mail Carrter I11 oSeds
< 13a. FATHER'S NAME 13b, MOTHER S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
' Willdiam Francy | Jane Thomas %@’W :
a 15. WAS DECEASED EVER IN tI.S. ARMED FORCES? | 16. SOCIAL SECURITY I7 INFOR S SIGNATURE NAME -ADDRESS
< (You.no, or unkeown) | (If yem, rive war or detes of service} NO. !
= No None ottt Cef 45 Clifto e
| (8. cause o peaTH MEDICAL, CERTIFICATION 7 INTERVAL BETWEER
i [l Enteronly onecouseper | 1. DISEASE OR CONDITION . . - P H
% |/umefor (s, (b), and (e | DIRECTLY LEADINGTO DEATH'm ombogis o . 3 months
. 1 v
E “Thir does mol mean ANTECEDENT CAUSES . ‘ . .
b the mode of dying, such | Mortid conditiona, if ang, giving DUE TO (b} _6_mnni'.ha_
- a8 heari fatlure, axthenia, | Tise to the abose cause (o) stating
- M e, It means the dis- the underlying couse llunl.
ty || casesinfury, or complica: ' pUETO @ Arterioesc 6 _months
= tion which eaused death, | 15. OTHER SIGNIFICANT CONDITIONS
= CC : Conditions contributing to the death bud not
3 related to the disease or condition causing death, -
[ 18a. DATE OF QPERA- | 190. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
7, TION . : ‘)412«0 O 0 &
= . YES NO
o) 21a. ACCIDENT (Bpacity} 21!). PLACE OF INJURY (o.5..Inerabout | 21c. (CITY,. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
e ﬁ%lﬁII[C)IEDE Ll S home, larm, Inctory, sireet, office blde., o1}
- a0 oM A . . .
g_ 214, TIME {Month) (Day) (Year} (Hour) "21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCURY__ . _=z_ _ ﬂ -
: [ - INOFRY WHILE AT KOT WHILE
3 U . . WORK AT WORK
. ; 2. I hereby cerlify that I attended the deceased from _DeC o 19, 18.55, 1o _May_ls?.,_ 1856, that I laat saw the deceased
"2 |- alive on May 19, » 4956, gnd that degioccurred at D330 P m., from the causes and on the dale stated above.
E 23a. A {De] or title 23b. ADDRESS 23%. DATE SIGNED
g 607N, -Grand Blvd,, St, Louis | 5«21«56
[:" TIdN o5 A 24b. DATE \AME OF CEMETERY QR CREMATORY 24¢. LOCATION (Clty, town, or county) (Gtate)
ﬁ 0 B i)
N Removal 5-21-1956 111 Il
- ADDRESS

DATE REC'D BY LOCAL STRAR'S SIGNAT
MAY 21 135" Dﬁ M['j




STATEMENT BY LICENSED EMBALMER

I hereby certn'y that the body whose name is recorded on the reverse side of this certzﬂcate was emba

by me, or by ........... T e et aeeeame e iesenen e irroenanarannnen P ' Student Emba.lmer No..oeeenn..

working under my personal supervision..

Student..................o........ eeeceieeererennans : Signed.......... . %.-

Licensed Embal meTr No. ..........

nl
9

- . P. 0.;Addreu ) 7o Wy BET M

Néte: 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 handwntmg

7 this body is not embalmed, fact should be s0 stated above.




