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THE DIVISION OF HEALTH OF MISSOURI
STANDAR&%E@TIFICATE OF DEATH

) 00 . STATE FILE NUMBER
i
Registration District Now oo Primary Registration District 01 ..3 ................. Registrar's N94.90_.._

FILER NOV 19 1956

39839

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

o COUNTY o STATE J4eoouri b. COUNTY admizsian}
b. CITY (If outside carporate limits, give TOWNSHIP only} | Inside Limirs c. CITY . - Inside Limits
OR ¥ N oRr St oui
TOWN S5t.Louis g Neo TOWN t.louis Yes X NoD
c. ESIS-FI‘-I'I":#EOSF {I¥ NOT in hospital, give location}|Langth of stay in 1b 4. STREET {1f outside, give location) Reside on Farm
msTiITuTion St ,Louis City Hospibal DOA 1 /Gaboress 2330 Olive St,. YesD HodK
3 ::I'A 'o‘rn First Middle L:t 4. ng;rr: Month Day Year
(Twpe o print) Zeph Wright Street vearn  Octe 15, 1956
5. SEX | 6. COLOR OR RACE 7. marrieo (X NEvER MARRIBGE] 8. DATE OF BIRTH 9. AGE (In years | I¥ UNDER | YEAR BIF UKDER M HRS.
! !ag birthdat) [Months | Daw | Howrs | Min.
¥ale White . wipowen ] ivoreen [ K Aug. 19’1897 }

-110a. USUAL OCCUPATION (Qipe kind of work done

] 105. KIND OF BUSINESS OR INDUSTRY
during most of working life, even if retired)

Dentist

11. BIRTHPLACE (City and state or country)

Randolph €o.,Mo.

0 12. CIMZEN OF WHAT COUNTRY?

UsSe

13, FATHER'S NAME

Benjamin F,Street

14. MOTHER'S MAIDEN NAME

Elizabeth Wright

15. WAS DECEASED EVER IN U, S. ARMED FORCES? 16, SOCIAL SECURITY NO.
(Yes. no. or unknawn) wﬁW—""‘f‘&"“‘i" urvice)

Yes None

I7. INFORMANT Addzexs

- USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSK OF DEATH [Enier only one cause per Jog, (), (D).
PART I. DEATH WAS CAUSED BY: : !g - 3
IMMEDIATE CAUSE (e)

Mrs.Mary E,Sullivan, Centralia,Mo,
ot CT . . ’ INTERVAL BETWEEN
Wk

ONSET AND DEATH

Conditions, if an

¥,

which gave fisg fo
e cauge (8),
Hating the under-

DUE To (8) 0}_}\)\&.0 %\% O%/ -&5_’ LJ)U'O

" NOT WHILE farm, factory, atreet, office bidy., etc,}

AT WORK

WHILE AT
WORK D

z lying cquse losf. DUE TO {¢)
=] PART H. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOY RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) B 9 WAS AUTOPSY
Pt . 48 X PERFORMED?
g B 4 ves & no [0
E 20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Entler naoture of injury in Part 1 or Part 1l of item 14}~ -

2¢. TIME OF Hour  MontA, Day, Year

INJURY am .

E p. m. A
X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. ¢., tn or abou! Aome, | 207 CITY. TOWN. OR LOCATION COUNTY STATE

2. I attended the d: d from . to

and last saw :,:; alive on

Death occurred at ___LOﬁS_S:B'_L m on the date atated above; and to the best of my knowledge. from the causes stated.

Z

eyl

22¢, DATE SIGNED

0.7 JT

gree or wW f z_g 2. Aboaz’s;go 0-.! : : —

24. FUNERAL DIRECTOR ADDRESS
Meador Funeral Home, Centralia,Mo.

UHMiaL. CREMATION, | 235, DATE ’ / 23¢. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (Ciry, town, or county) (State)
MOVAL { Speeify) . . . T
emove 10-16-56 Mt.Horb Cemetery Sturgeon,Mo,” ,
26,

25, DATE RECD. BY LOCAL REG.

EGISTRAR'S SIGNATURE

0CY 1 7 1866

(Licensed Embalmor’s Statement on Reverse Side) 4




e -

STATEMENT BY LICENSED EMBALMER

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

by M, OF DY L i it teeaicateneeeneeeeaeaeeeieaaaeaaaens , Student Embalmer No........ 5

working under my personal supervision..

Student....oovvooiiiiiiiiia et Signed 9, wm ..... ALY

Signature of Student Embalmer
Licensed Embalm N03 ..
P, O. AddressJZ{. .........
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
if this body 15 not embalmed fact should be so stated above.

- -—




