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THE DIVISION OF HEALTH OF MISSOURI

FILED SEP 21 1956
318

REG. DIST. WO,

STANDARD CERTIFICATE OF DEATH

PRIMARY REG. DIST. N0.1003

State File N324.{33 irem
7968

! BIRTH NO. Registrar's Nn- ”
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deccased lived. If institution: residence befors
a. COUNTY a. STATE Missouri b. COUNTY adinimion).
b. CITY (I outside corpurats limits, write RURAL and give ¢. LENGTH OF ¢. CITY d. Is Residence within Umits of
R . townshipi | STAY (in this place) OR p ity corporated town?
Toan  St. Louis T I rown  St. Louis EHTRETT
d. F#é%Pr’?ME OF {If not in hoapital or lnstitution, give streot nddress or location? . STRPEET' (I rara!, give location)
nsTiTUTion  City Hospital % T 4236 West Pine Ave,
3. NAME QF a. (First) b. (Middle) 7/ lc (Last)
DECEASED 4. DATE (Menth)  (Dey)  (Year)
(Typeor Primt)  Felilx Moore Scott peamm August 28, 1956
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (Jo years| IF UNDER | YEAR | I UNDER 2 Hes,
WIDOWED, DIVORCED (8pecity) taat birthday) Monﬂu’ Days | Hours | Min.
Male | White 82 1. 1 |
10a. USUAL OCCUPATION (Givekindofwork | 10b, KIND OF BUSINESS OR IN- | 11, BIRTHPLACE . : % 12, CITIZEN OF Wi
doneduring mmo!work!nll!h.n:'annu:m;f:;) B DUSTRY {Ciy and State or Foreign Conarry) 7 COUNTRY? HAT
Salesman Retired Wgshington D, C, U.S5.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’'OR ¥IFE
' Joseph _Scott- . Inknoum
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURMTY | 17. INFORMANT § SIGNATURE OR NAME ADDRESS
(Yea.pe.pr unktown) | (I you, xd datea of ice} .
NS v TAn on Suise oo None Maude Scott - 4236 West Pine Blvd,

. Enter only opecauseper | 1

18. CAUSE OF DEATH .
DISEASE OR CONDITION

ONSEJAND DEATH

ﬁ : l INTERVAL BETWEEN

linie for {a), {b), and (&) DIRECTLY LEADING TQ DEATH® ()

*This does nol megn ANTECEDENT CAUSES

the mode of dying, yuch

MWAL CERTIFICATION

Morbid conditions, if any, piring CUE TO (b)
rise to the above cause (a) stating

t h h N
ot hear! fullure, asthenta the underlying cause lant.

de. It means the dis--

ease, injury, or complica- DUE TO {c)

I1. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to the death but not
related to the diseasre or condition cauring death.

tion which coused death.

"

19a. DATE OF OP_FI%AN- 19b. MAJOR FINDINGS OF CPERATION hd . 2. AUTOPSY?
. 452/'/ v:sD noD
21a. ACCIDENT . (Bpecily) 21b, PLACEOFINJURY (og.dnorabout | 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
- SUICIDE - v - beme, fmn. Ingtory, stireet, offioe bldg.,a1a.)
HOMICIDE _
2id. TIME - {Moath) (Day) (Year) (Hour) Zla INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
INJURY WORK AT WORK

2. I hereby certify that 1 altended the deceased from

lo , 18

alive on

. that I last saip the deceased
apd thal death oceurred at‘ 55’4 ., from the causes and on the date stated above.

WRITE PLATN'LY—U‘_SING_‘ UNFADING BLACK INK-—MARKE A PERMANENT RECORD £

%@,M

b, ADDRES/jpa 5 Z -

| 23c. DATE SIGNED

Ll A

| Aug 2 91956

I-LQIERMI.S\}KLCREMA— 24b, DATE 24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or connty) (Btate}
B (Bpealfy} 1. ) .
‘Crematior] .8/29/5 ssouri Crematory St, Louis Mo,

DATE REC'D BY LOCAL | R 25. FURERAL D1 RECTOR' S SI1GNATURE ADDRESS »

 Gebken Sons -.2630 Gravois

Ave,

on R Side)




STATEMENT BY LICENSED EMBALMER

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

by IMNe, OF DY i iiiiiitiiiim i iatirettte i aaeaaecemeeesaasaerossaseaetottasariaiaranaen , Student Embalmer No..coauonnn .-
working under my personal supervision,.
. 7 /
/2
Student...ooooemniii e Signed....¥. .. el T T
Signature of Student Embalmer
Licensed Embalmer No...... 12 o

P. O. Address 2630 0raveis A

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. .

‘If this body is not embalmed, fact should be so stated above, )



