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e l ALED AUG 2 4 g5 STANDARD CERTIFICATE OF DEATH State Fite Mo

'BIRTH NO. //J /) 2 - ‘S.k’ REG. DIST. NO. 318 PRIMARY REG. DIST. m@__g. Kegistrar's No............ 6 832.

-a 1. PLACE OF DEATH 2. USUAL. RESIDENCE (Where decesssd lived. If institution: residence before
a. COUNTY a. STATE b. COUNTY adinimion},
Mo. L

b. CITY (I outside corpurate Limita, write RURAL and give c. LENGTH OF il e CITY . 4. Is Reddense within Limits of
0 township) | STAY (in this pluce) OR R & £ity of incorporated tawn?

Town  St, Louls _TowN St. Louis Sl )

d. FULL NAME OF (f not in hoapital or Inatitutlon, give streot address or loeation) . STREET ({If rural, give locatlon) . 9 c
HOSPITAL OR ADDRESS } o
INSTITUTION LPirmin Desloge Hospital (120 2604 Elliot 6, v

3. NAME OF n. (First) b. (Middle) ¢. {Last)
DIAME OF ¢ 4. DATE (Month)  (Day)  (Year)
( Type or Print) INFANT Taylor DEATH . 7 20 56
5. SEX o 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| I¥ UNDER | YEAR | & UNDER 4 ms.
i WIDOWED, DIVORCED (8pecit: laat birthday) Mﬂnf-hll Days { Hourm Min
Male white 7=20=56 U SR ’
10a. USUAL OCCUPATION (Givekindofwork | 10b. KIRD OF BUSINESS OR_IN- | 11, BIRTHPLACE 12, CITIZEN
done during muto!workiuﬂ!a.o:unﬂmﬁrodn wnr) DUSTRY {City and State or Foreign Countrv) é I TRYOFWHAT
. St- Louqu }10. ] 05)4
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Bill Glen Taylor Edith Maxin __
15. WAS DECEASED EVER IN U.5. ARMED FORCE" 16. SOCIAEL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yoa. no, or unknown) | (If yes, 2ive war or dates of serviee) NO, . .
Fdith Maxine Baker Taylor as above
18. CAUSE OF DEATH . MEDICAL CERTIFICATION - INTERVAL BETWEEN
. il Enteronly cnecausopér | 1, DISEASE OR CONDITION: _ - . (A/ . ONSET AND DEATH
lne for {a), (b}, and (o) DIRECTLY LEADING TO DEATH (a) <t

) ° \J -, g Id

* This does mot meon | ANTECEDENT CAUSES @ Z 2 0 T -)‘ 4 4 é“
the mode of dying, such | Aforbid conditions, if any, gising DUE TO (B) _\J L L '
as beart failure, asthenia, rise to the above cause (a) stating 4
de. It mecna the dix- the underlying az_mc laat.
case, infury, or complica- DUE TO ()
tion twhich coused death, § 11, OTHER SIGNIFICANT CONDITIONS *

. Conditions contributing to the death but not
related to the dizease or condition ecausing death.

19a. DATE OF OPERA- | 19b. MAIOR FINDINGS OF OPERATION . 2. AUTORSY?
TION é / s
* YES NO

21a. ACCIDENT {Bpecify) 216, PLACEOF INJURY (s inorabout | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE homs, farm, tactory, sureat. office bidx., eo.}

HOMICIDE
21d, TiIME {Meonth) (Day) (Year) (Hoar) 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

QF WHILE AT NDT we

INJURY o | WoRK

, 19_\;_6; that I last saw the deceazed
tizes and on the daole stated above.

2. J hereby ¢
alive on

ify that I auendcd deceased from
, and that deat

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

23a. SIGNATJRE % lmfmur &ltlec 23b. ADDRESS _ -~ ¢ o 23, DATE SIGNED
)‘“w 43285 S o, fsnd] | ZoaioG
7As. BURIAL VEREMA. | 24b. DATE ) 74c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City,%own, or county) (Btate)
TION, REMOVAL et
Bemoval July 23-19861 pMemorial Park Cem, St.. Tounig Co. Ma.,
DATE REC'D BY LOCAL | RE 'S SIGNMURE 25. FUSERAL DIRECTOR'S S1GMATURE ADDRESS
JUL 23 1956 seidner Und, Co. 2223 St. Touig Av

{Licensed Embalmer's Statement on Reverse Side)
B v~



o

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose zme is recorded ?n the reverse side of this certificate was embal

by me, OF by oot i e e g ERETEETEEPE,

working under my personal supervision..

Student ... .o.ooiiuiiiiii i e s i Signed
Signature of Student Embalmer

Licensed Embalmer No

P, O. Address.%’?.‘%.‘? ...... IS e
L L ) - B
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license).
if embalmed by a STUDENT, he also shall sign in his OWN handwriting.
J¥ this body'is not embalmed,’ fact should be so stated above.

.



