THE DIVISION OF HEALTH OF MISSOURI

(3 wo-00 ' SLED JUL 13 1g5g  STANDARD CERTIFICATE OF DEATH stae 1 IBAS........
| BIRTH NO. - REG. DIST. NO.4 2 ’t 2 PRIMARY REG. DIST. KO{‘M Kegisirar's No..._.l{é.aﬂ....._.
l 1. PLACE OF DEATH 2 USUAL RESIDENCE (Whers decssssd lived. 1f iostituton: residence before
o ecoUNTY  ar 1ouis ©STATE  Misgouri , %N gy, Loua‘."“""“""
" b. %‘l};‘{ (1 oatslde eorpurate limits, writs RURAL sod :lv:.m € %«E“ﬂ'l oF ) c. ng }{ 2. Is Residency within Limits
Town  Kirkwood omnatie) months|| Town  Kirkwood oF  CEETRET

d. FULL NAME OF (If not in hospital or instituticn. give streot sddress or location) o STREET (i1 rural, zive location)

HOSPITAL OR ADDRESS
INSTITUTION 143 W. Bodley Ave, 143 W. Bodley Ave.
3. NAME OF a. {First) b, (Middle) c. (Last) 4. DATE (Month) (Day) (Year)
DPECEASED OF -
( Type o7 Print) MAUDE c. HOCKADAY peath  July 6, 1956
8. 5EX / 6. COLOR OR RACE | 7. MARRIEI[‘.; NIIE‘YSFR‘CQSRRIE 8, DATE 'OF BIRTH 9.:.(‘;E (In rl)ln ll'; m:;l ID.‘I'!I.I" F UNDER - HES,
{Bpacil, birthduy] oDt Hours | Min,
Female White Widowsd [~ Jan, 1,187 82 -6 15 |
10a. USUAL OCCUPATION (Give kind of ». 10b. KIND OF .BUSINESS OR IN- | 11. BIRTHPLACE - .. _°* : 9y 12. CIT?
Gioe 2uriag et of workiza e, avea i reirsd)_| - DUSTRY - (Ciey dad Stata or Feraiga Coustry) cr COUNTRYS "TAT
QUunE — Q% \owe [St. Louis, Mo,
13a. FATHER'S NAME 13b. MOTHER® § MAIDEN NAME 14, NAME OF HUSBAND’'OR WIFE
N. Scott Clement ] Mary V., Staples _MLQV
15, WAS DECEASED EVER IN U, 5. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME - ADDRESS
(Yo, B0, 07 unknows) | (If yuw, glve wir or dates of service} NO.

No e — None MWMM%}M
18. CAUSE OF DEATH o } MEDICAL. CERTIFICA [ WAL BETWEEN -
 Enter only onecauseper | I, DISEASE OR CONDITION -~ c g EEQ ; ONSET AND OEATH
line for (a), (b), and (o) | CIRECTLY LEADING TODEATH®(q) __ m

“Thir dpes nol tnean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giring DUE TO (b)
as beart fatlure, esthento, | rive to the above canse (o} stating

de. It means the dis- the underlying couse lasl.

caue, Infury, or complica- DUE TO {e)
tion which cavsed dentd, | 1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but net
reloted Lo the disease or condition cousing death.

19a. DATE OF OP.FIF!oﬁﬁ 1%b. MAJOR FINDINGS OF OPERATION . 20. AUTOPSY?
X | ves ] w
21a. ACCIDENT - (Bpecify) 21b. PLACE OF INJURY tes..looraboat | 21¢, (CIT\'.,TOWN. OR TOWNS‘"P) (COUNTY) {STATE)
SUICIDE bhoma, {arm, inetory. strest. offtioe bidy., m.) wigd - .
HOMICIDE T - ca _—

21d. Tége (Menth) (Day) (Yea) (Hour) | 21e. INJURY, OCCURRED™| 21f. HOW DID II'UURY occum
INJURY . p WHILEAT NOT WHILE

- WORK ‘AT WORK
2. I hereby

¥ yr até atiended y decea‘aid from —%,Jq%_._ Iﬂ\that 1 last saw the deceased
, 1 . anﬁ that death occurred‘at m., from the causesand on the-date"stated above.
. or m@ 23b, AD ac DA
e A 2|V ﬁé/&ﬁ&-—y-&;

24a. BURIAL, CREMA- | 24b. DATE -~ 1 |.24¢. NAME OF CEMETERY OR CREMATORY 24d. LDCATION!(UIW.{OW.GI‘WMW) B (Suta)
/

TION REMOVAL (Bpeclty) N s .7. ) N2
Removal —_ |7/7/56 llefontaine Cenetery i Loirig; Mot !

5. . ruusnKL olnzc?on s 8

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD
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A STATEMENT BY LICENSED EMBALMER

-

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

DY ME, OF DY e otriiianiitiiieiaramancmeeraratamtosiisnaansssraanmsaanannassans PO , Student Embalmer NO,..ccveeenunn...

working under my personal supervision..

SEUAEDE .. nevenieeesrsseinsemneeersgceiecenneecenns Signed../ /Y . b [ I # P CRotn
Signature of Student Enbalmer o
. 4

o Licensed Embakmer No.. 7. . éé

g o e g - TR 8 - % C

i 3yP. O '-vAdslress i

) A - b
Note: The abové MUST BE SIGHED BY. THE mcznsi:n EMBALMER in hxs ,OWN HANDWRITING. (Failu:

to comply with the above constltutew sounds for, revocatlon of llcense)
If embalmed by a STUDENT ‘he also shali’ mgn in his OWN handwriting.
T4 this body isnot embalmed fact shou.l.d be so stated above.

% A




