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WRITE PLAINLY-—USING UNFADING BLACK INK—MARKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
- STANDARD CERTIFICATE OF DEATH

R-EG. DIST. NO. Aﬂl PRIMARY REG. DIST. N,_ﬁg_ Registrar's No IIBG

FILED MAY 29 1956

State File No..oriniisin i ssinisiom

the mode of dying, such
ar heor! foflure, asthenia,
ele. It means-the dis-
case, injury, or complica-

rise to the nbove cause (a} stating
the undcrly‘inp cause last.

DUE TO {¢)

Morbid conditions, §f any, giring DVE TO (0 _Generalized Arteriosclerosis

BIRTH KO.
1. PLACE OF DEATH Z USUAL RESIDENCE (Where decoased lived. I instivation; residence befors
a. COUNTY a. STATE b. COUNTY adicisaton).
St. Louis Missouri
b. CITY i outsid Hmits, writa RURAL and g ¢. LENGTH OF c. CITY . y
ou 4 torpurste Umils, writa [3. to::.blp) STAY te b il OR d. ?{’“, s ﬂ:lnhdum;wt"mo{
TOWN  Rural Wellston 2yrs, 3 mgs, %N St. Louils L Y= 0
d. FULL NAME OF (If oot in haapital or institution, glve streot addreas of loeation} e. STREET (I raral, glve location) I; b
OSPITAL OR . ADDRESS ;( (
INSTITUTION St. Vincent's Hospital 5637 Reber Place
MRSy ey b. (Middl) . (Last) 4DATE (Mol (Day)  (Yew)
(Typeor Print) AgNES Giles ceari  May 3, 1956
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, /) 8. DATE OF BIRTH 9. AGE (In yeara| I UNOER | YOAR | & (eoin st was,
WIDOWED, DIVORCED.(Bp.d! l-lghiﬂhrhr) %onth’ Days | Hours | Min.
_Female 'l White Never married 15, 1872 l
10a. USUAL OCCUPATION (Civekiad ofwork | 10b. KIND OF BUSINESS OR IN. | I1. BIRTHPLACE 12 CITIZEN
doudurinlmwtof'orklulih.cvennu “‘;:“ DUSTRY (City and State or Foreigs Coustry) D UNTR‘I’?FWHAT
None bl one. St. Louis, Missouri u,s, ﬂ.
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND'/OR WIFE
‘ Thomas Giles | - Winifred Finn | one ..
15, WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT 5 SLGNATURE AME ADDRESS
(Yos. 0o, or usknown) | (Il yeu. eive war or dates of service) NO. ggﬁ eﬁ j% L? M DDRESS
Nn Nona ve D ags, Texas
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter only onecauseper | |- DISEASE OR CONDITION _ QOKSET AND DEATH
line for (a), (b), and (o) | D!RECTLY LEADING TO DEATH @ _szbﬁn.gsszlgz_:tis_e_axi_ﬂis_&es____ _3 years _
*This dots not mean ANTECEDENT CAUSE“ Years

1. OTHER SIGNIFICANT CONDITIONS

Cuonditions contributing to the death but not
related t0 the disease or condition causing dea

tion which cauacd' death.

Chronic Brain Syndrome Assoclated wlth
a.5enile Brain Disease, psychotic Reaction Years

i%a. DATE OF OPFIRO‘ﬁ 194. MAJOR FINDINGS OF OPERATICN . . 20, AUTOPSY?
4/920() ves (3 wodk ]
2ia. ACCIDENT {Bpaclly) 21b. PLACEOF INJURY (e.g.. inorsbout | 2lc. (CITY, TOWHN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fastory, sireet, ofice bldg..eta.)
HOMICIDE ) }
21d. TIME (Month) (Day) (Year) {Hour} 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY WORK AT WORK

2. 1 hereby certtfy h‘mt 1 attended the deceased from .2.._2_.___ 1951;_ lo _5_3_______, 156__., that I last saw the deceased

alive on 1 and that death occurred at

Pm., from the causes and on the date stated above,

23. SIGNATURE 'Z/(} % . 5 (Degro or title

b 23b. ADDRESS 23¢c. DATE SIGNED

7301 St.Charles Rock Rd. 5/3/56

24a, BURIAL, CREMA- | 24b. DATE
TION, REMOVAL (8pedify)
8

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE

ST

l 24c. NAME OF CEMETERY OR CREMATORY

24d. LOCATION (Oity, town, or connty) (5tate)
25, FUMERAL DIRECTOR'S 81GMATURE ADDRESS .-
1 Cullina 2 s 3 wa

"y Statement on Reverse Side)



T -
ASTATEMENT BY LICENSED EMBALMER

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

working under my personal supervision..

LT L - T CE TR LR EL L >
Licensed Embaimeyr 0.3. .0

- - ] - - ; C .
. P. O. Addresa.? R AT

ER in his OWN HANDWRITING. (F

Note: The above MUST BE SIGNED BY THE LICENSED EMBALM
to comply with the above constitutes grounds for revocation of license).
1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
1* this body is not embalmed, fact should be so stated above. -




