Doctor, coroner, etc. must use only standard nomencloture in item 18. No symptoms will be listed. All

diseases in Part | must bo casually reloted. Coroner connot certify to o death due to noturel causes.
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1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decaasad lived. If Institution: Rundtn:o_bﬂ’.w.)
o. COUNTY o. STATE b. COUNTY admisston
Migsouri "
b. CITY {If outside corporate limits, give TOWNSHIP only) { Inside Limits c. CiTY %Ul Inside Limirs
OR f
TOWN St._.,. Loui 8 YosOO Noll TOWN /, -t ‘a 9‘\ a YesD NoD
c sgls.é.l_?:l{d%OF (1f NOT inhaspital, givelocation}[Length of stoy jn 1b 4. STRE {1f outside, give location) Reside on Form
1NSTITUTI0NPHOmer‘ G. Phillipe R 7 /2 ADDRE$S3024B. Market Yesti NeD
1. NAME OF Firgt M@f: > Last 4. DATE Month Day Year
L. DECIASED oF
N _Twpeorpring Blanek Bolden DEATH Q 8 56
A5 5EX 6. COLOR OR RACE 7 s 8. DATE OF BIRTH 9. AGE (7n years | IF URDER 1 YEAR [IF UNDER 24 HRS,
= 1 ’D o OR \ marriep [ wever Marrien [ Igr birthday) FaromiveT Bewe T e T st
emale egro wm&:m ovoreeo [ 1=1~ 00 g [

“[ 102. USUAL OCCUPATION (Gize kind of work done | 104. KIND OF BUSINESS OR INDUSTRY

during most of working life, even if retired)

11, BIRTHPLACE (City and state or comntry) 12, CITIZEN OF WHAT COUNTRY?

°

{Yea, no, or unknown} (If yes, oive war or datee of agreicel

ol B

Na

House whrk None St.Louis,Mo. UJA USA
13. FATHER'S NAME 14. MOTHER'S MAIDEN HAME i
| Frank McRoy Millie Martin
15. WAS DECEASED EVER IN U, S. ARMED FORCES? 16. SOCIAL SECURITY NO.|17. INFORMANT Address

Leocda Holland-302l+ A Market

18. CAUSE OF DEATH [Enter only one cquse per line for (a), (B), and (c).]
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a) _Eu]_mgnary Edema

INTERVAL BETWEEN
OMSET AND DEATH

Undet -
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pecify
RemoVv T

Conditions, if any,
which gace risg fo DUE TO ()
bove c:uxc :t s . . - . -
stating the under-
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1=} PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT MOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{m) ot L2 :‘Ai;&fé:\’
[
3 Heart Disesse=- Toxic ﬁ[ﬂdlll?l: GQ%*E_I' ves[g no 0
‘E Xa. ACCIDENT SUICIDE HOMICIDE [ 208. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in'Part { or Part 11 of item 18.) =
y O O a )
3 20c. TIME OF  Hour  Month, Day, Year
INJURY a, m, -
E p.-m.
E | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e. ¢., in or about home, 201. CITY, TOWN. OR LOCATION COUNTY - STATE
WHILE AT - O MoTwwiLe Jarm, foctory, aireet, office bldg., ete.) -
WORK AT WORK
21. I attended the deceasod from __ Qu TG 6 _ to ___ _Qufabf,  andliast saw hh‘:; aliveon _QagQ_Gfo
Death occurred at 32-20 B _m on the date stated above; and to the beat of my knowledge. from the causes stated.
Zo. SIGNATURE (Degree or title) -+~ .. fo)|226. ADDRESS -| 2¢. paTE siGHED
;Lfﬁk%EEZ}' s M. D, 2601N ittiar 9-11-8A8
23a. BURIAL. CREMATION, | 23b. DATE 23%. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {Cify, fown. or county} {State)

Washington Park

Berkeley, Mo.

9-12_56
24, FUNERAL DIRECTOR ADDRESS

ﬁLL. Beal Und.-4303 Delmar

25. DATE RECD. BY LOCAL REG.

?EGIST:AR S SIGNATU RZ

SEP 12135

{Licensed Embalmer's Statement on Raverse Side) &
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STATEMENT BY LICENSED EMBALMER

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

BY e, OF By Lo e et aieeeeeeeeeacaiaeeaannes , Student Embalmer No..........

........ cacs ] (.

Lxcensed Embalmer No...zfl‘.._,

- - _ P- O Address, é/é,ﬁ

-

working under my personal supervision..

Student ...

: WE N
Signeture of Student Exbalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
. to comply with the above constitutes grounds for, revocatipn of license).

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. -




