THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

Registration District No, ocen .3 1 8 Primary Registrotion District N1 003

FILED SEP 6 195B

STATE F) Lszmﬁg‘ie
<86..

—-. Regismar's No, .=t

o symptoms will be listad. Al}

1. PLACE OF DEATH 2. USUAL RES!DEMNCE (Where deceased lived. If institution: Residence bafore
a. COUNTY a. STATE . . b. COUNTY admissisn)
Mi ssouri
b. CITY {f outside corporata limits, give TOWNSHIP oniy} | Inside Limits e. CITY ’ Inside Limits
OR : OR Ay A 7
sown  St, Iouls, Mo, Yesll NoO TOWN 8%20Lolgrc.w Sty Yerg Noo
- =N
c. ﬁgls.é.l#:l{k%gl: (1 NOT inhaspitol, give location}|Length of stay in 1b 4. STREET (If outside, give location) ) Reside on Farm
institution BARNES HOSPITA. /4 ADDRESS 6320 Chippewa St. YesO NoO
3. NAME OF First ' Middie Laxt 4. DATE Month Day Year
DECEASID . OF
{Type or print) Mamie ; Elizateth Bernardo DEATH Au}g{;‘mt l;.ﬁ 1984
5. SEX &. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In years | | DER 1 YEAR [IF UKDER 24 HRS.
/ uAnms,( NEVER MARRIED [ ok sirthdan PromeT Do ”w"] L
F W wipowep [ oworcen [ Jan. 18, 1883 _
10a. USUAL OECUPATION (th kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Cily and state o country) -d‘lz. CITIZEN OF WHAT COUNTRY!
during mou of working life, even if relired) )
Housewale Orn home St. Louis U.S.A.
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Edward Powers Mary (Unknown)
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[i7. tNFORMANT Address

{¥ea. no, or unknownl | (Jf vre. gise war or dales of service)

No

Archibald Bernardo 6320 Chippewa St.

Coroner cannct certify to o death dus to natural couses.

- USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coranar, etc. must use only standard nomenclature in item 18.

diseases in Part | must be casually related.

18. CAUSE OF DEATH [Enter only one cqause per line for (a), (b), end ()] INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: L. ONSET AND DEATH
IMMEDIATE CAUSE (a) - Cerebral Thrombosis-
Conditions, ifany. } pue To by _ Lerebral Arteriosclerosis 3 mos
which gere risg fo N Radibiedad
atbo:;_t c:un :! . : t C
stating the under- . 2 .
= tying cause lost. BLE TO (¢} 3 3 42 A
=] FART II: OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CORDITION GIVEN IN PART Ha) 3 i:2 '\,‘éﬁ. Sg;cé?‘r
'—
< . .
o] Diabetes Mellitus 10 yrs,. ves[] no b8
E 20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Part 11°6f item 18.) s
g (W] O O
i‘ 20¢. TIME OF Hour Month, Day, Year
x INJURY @, m. .
E p.m. )
Z | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY {e. ¢., in of ahoul home, ] 20f. CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT HOT WHILE | Jarm, Jactory, street, office bidg., efe.)
WORK AT WORK
21. [ attended the decaandMll 9 , to _A].l.g.ls_t_s_,_lg_g.ﬁnd fast saw ":':; alive on
Death occurred at 0«10 P M m on the date atated above; and to the best of my knowhdte from the cauaes stated.
ZZa:W/ rec.or zuu? |2 *ovmiss 22c. DATE SIGRED
P« A M, D, BARNES HOSPITAL 8 /6 /2
23a. BURIAL. CREMATION, | £3b. DATE" * 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, or county) (State)

REMOVAL {Specifin
RBurial

Aug., 8, 1956

Calvary Cemeterv

-+

St. Louis, Mo.

Fa

X HoF et ter Colonial M8F¥uary

Louis, Mo.

25. DATE RECD. BY LOCAL REG.

EGISTRAR'S SIGNATUR

RUG6 1956

{Licensed Embelmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
by me, or by .......... e e bteeeeeeaaaeesaceieaaaas e taraeamereaeraseraraaeans » Student Embalmer No......

working under my personal supervision..

Signature of Student Embalmer

7 Licensed Embalmer No..%.z

P. O. Address .,Xfaz/w

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (I
to comply with the above constitutes grounds for revocatmn‘o{ llcense) .
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
If this body is not embalmed, fact should be so stated above.

.




