THE DIVISION OF HEALTH OF MISSOURI

. Ko, 300 1
o3 | FLED JUN 21 1956  STANDARD CERTIFICATE OF DEATH P et Y
N - - -
. BIRTH KO, 4/4//' fg REG. DIST. NO. d '&Pmumv REG. D1ST. NO. 1003R:g:;rrdr1Nr_ - 5107.—..
o 1. PLACE OF DEATH 7. USUAL RESIDENCE (Where decoased lived. I 1  residence bufore
a. COUNTY a. STATE mssouri b, COUNTY Sb Lo.ufgnlnn?
b. CITY (1f cuteide corpurate limita, write RURAL and give ¢. LENGTH OF c. CITY 1/’/36 d. 1 Residencs withln Hmits of
OR - STAY, i )] QR ) ra n?
TOWN St. Louis ometio) SYYS YRl 1own  Jennings y; I s Rl
d. Fgé‘s‘P]”‘]{‘AT_EO%F {If not ia hospita! or institytion, give street address or location) M .A%rDRREEEé (If rarsl, give luﬂ'l!uu)
INSTITUTION Missourd Baptist Hospital 2450 Shannonaire Avs
3DNEAC~E|ES%FD a. (First) b. (Middle) ¢. (Last) 4, Dé"l;E (Month) (Day) (Year)
(Typeor Print)  MATY Patrice Cornwell peatH May 26 1856
5. SEX / 6. COLOR OR RACE | 7. miARRIEg. NF&EECI.E‘SRRIED. 8, DATE OF BIRTH 9.&55&33‘" Llir u:'u: 1Dfun ; UNDER 34 HRS.
. (Bpexil; L ¥}, ol (3] ours M N
female white Dgtngie May 26, 1956 o ’ |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE 12. CITI
:onudu:inl most of working I.Iffa.i::.nlt:nh'd) ) DUSTRY (City and Stets or Fazeige Country? 6 N%'!Eir“(?FWHAT
none none St. Louls, Mssouri
13a, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥|FE
Henry W, Cormwell . Dorothy Berry }
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME . ADDRESS
{Yes, no, of unknows) ] (11 you, give war or datos of servies) NO.
none Mr, Henry W, Comm
18. CAUSE OF DEATH MEDICAL CER INTERVAL BETWEEN

+ ONSET AND DEATH

Enter only onscauseper | |. DISEASE OR CONDITION
line for (a), (b), 2nd (¢) DIRECTLY LEADING TO DEATH'(a)

//"_./

*This does not mean ANTECEDENT CAUSES

{he mode of dying, such | Morbld conditions, if any, gising DUE TO (0}
o8 hear! faflure, asthenta, | Tise to the above cause (o) stating

de. It means the dis- the underlying couse last. . . .
case, infury, or complica- DUE TO (¢}
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS

“| Conditions contributing to the death but ot
related to the dizease or condition causing death,

19a. DATE OF OPERA- "19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?

e
7 ‘5_ 7 ’ 3 YES E KO D
21a. ACCIDENT . (Spe<ity) 21b. PLACE OF INJURY to.x.. ncrabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE o e home, tarm, factory. street, office blde. et
HOMICIDE —_—— e
21d. TIME (Month) (Day) (Year) - (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? . /"“
WHILE AY ] NOT WHILE —_—
INJURY = | “woRk AT WORK
-~
2. I hereby certify that I attended the deceased from S-26 - 19-:”‘I lo , 18 , that [ saw the deceased
alive on A =26~ 5§ 19____ and thal death oceurred at _8_.30__pm from the causes and on tha date ated above,
23a GN (Degree o t[tlca 23b. ADDRESS 23c. DATE SIGNED
/R /S - A0 . -
C. W%,%,nu 906 O/1 ,,’5 528576

BURIA\. CREMA-
TION REMOVAL (Bpecity)

24b, DATE

24c. NAME OF CEMEI‘ERY OR CREMATORY | 24d. LOCATION (Dity, tows, or county) (S1ate)
. i

nete
25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS

);/159. Math Hermamn & Som, IL,c.,216l E. Fair Ave

(Licensed Embalmer’s Statement on Reverse Side)

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

DATE REC'D BY LOCAL

MAY 2

R‘S%

.z




STATEMENT BY LICENSED EMBALMER =

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
by me, OF DY «oouianieieinarieiiner o nenr e D A CCRTTLIEELLD hearaes , Student Embalmer No........-.....

working under my personal supervision.,
NOT EMBALMEB
Student........-- ey o Saday Eablaer T Stgned...........ﬁ...ir..% ............. o %

Licensed Embalmer No....
P. O. Address _........coavirvinnnnnns

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Fail
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.




