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diseasas in Part | must be c'asuul.ly related. Coréner cannot cm"ﬁfy 10 a death due !-o natural causes.

+

USE ONLY BLACK iNK OR RIBBON TYPEWRITE IF POSSIBLE

0

«THE DIUSION OF HEALTH OF MISSOURI

x¢ 140111 FLED DEC 31 195(TANDARD CERTIFICATE OF DEATH o
R20639 SL 11957 Registration District No. —.omrvroeoo. .. 3_].__8’"mqry Registration District No1 OO --------------- ~Ragistrar's ;];1095

£

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where dececsed lived. If institution: Residence bafore

o. COUNTY o STATE Miggouri b. COUNTY ¢ Imf_.fg“'m)
b. Cé';Y {If outside corporate limits, give TOWNSHIP only}| inside Limits c. C(I)T’lr 4/00 ’7“ = Inside Limirs
R
o St. Louis Yes X Non yown Maplewood J Yok Noo
c. FULL NAME OF (1f NOT in hospital, give location)| Length of stay in 1B i ‘ .
HOSPITAL OR d. STREET { amstda give location) Reside on Farm
INSTITUTION VA Hospital 17 dayﬂ ADDRESS 2556 Flori t' YasO Nn&
3. NAME OF . First Middle Lost ‘|4 DATE Month Day Year
DECEASKD i OF
(Type or print) Frank L, Baker OEATH 1 2=3w56
5. SEX 6. COLOR OR RACE 7. 8. DATE OF DIRTH 9. AGE (In years | IF UNDER | YEAR IF UNDER 24 KRS,
M marrieo [ never M‘R%EDD I tost birthday) {Menths | Dew H’n:ral Min,
Male white WIDOW ofl DIVQRCED l.;—20—98 58
] 102. USUAL OCCUPATION {Qive kind of work done [106. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City arwd atate or country) D 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) .
er Tavern S5t, louis, Mo, UsSel,
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
g _Baker LIow
15. WAS DECEASED EVER IN U\, 5. ARMED FORCES? 16. SOCIAL SECURITY NO,|I7. INFORMANT Addreas
[¥es, no, or unknown) | (If yrs. gise war or dates of sersice)
Yes | Wil 702070024 VA HCSPITAL RECORDS » ST. LOUIS, MO.
18, CAUSE OF DEATH [Enter only one caouse per line far (@), (b}, and ¢c}.} - -- -+~ == -~ === INTERYAL BETWEEN
PART I, DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE. (a) ACUTE PERITONITIS" . l.l. d&yB
Conditiona, if any. (MSTRQIEJU OMX
_ which gaee risg fo DUE TO (&) NCBT . B l¢ d'ays
I".'ctf)ogtcgme::- B s . o Co. B o
stgting the under-
= lying couse last, DUE TO (¢) |
o © PART Il; OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{s} 4 - . |'5 :VE%?; gg;gg\'
=
. SYPHILITIC ANEURYSM OF AORTA ves & no 3
E 20a. ACCIDENT SUCIDE - HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nature of infury in Part I or Part 11 of item 18.) T
= a gu| (] .
2 20¢c, TIME OF Hour Month, Doy, Year
) INJURY 4. m.. - o L
E P om. . . L
. E | 204. INJURY OCCURRED 20¢. PLACE OF INJURY (e, ¢., in or abotsd home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
| wHILE AT D - NOT WHILE Sfarm, factory, street, office bldg., efe.)
WORK AT WORK -
‘ Zvaarrendad the deceased .rmm_].'l.-_-l6=5.6_._ . to _,_12'_-3:5.6__and last saw !ﬁgfa!ive an 12-3" 56
Death occurred at -05 P m on the date stated above; and to the best of my knowledge, from the causes srated,
22a. e _(Dtgue or Eme)' 22b. ADDRESS - . =122, DATE SIGNED
. VAH, ST. LOUIS , MO, - {12-4~56
23a. BuRIAL, s ) 235, E 23¢. NAME OF CEMETERY OR CREMATORY © | 23d. LOCATION (City, town. or counly) (State)
REMOVAL (Specify - . M
Remtocal-" (12-6 -6 |Memorinl Frrk C'EM, | ST houss  Co )

24. FUNERAL DIRECTOR ADDRESS

JAYL.8- SmTH- MrplEwaad 17 Mo

25. DATE RECD. BY LOCAL REG. ﬁTRAR S SIGMATURE . -
DEC 4 1356

{Licensed Embaolmer's Statement on Reverse Side) / ~3rt



+ STATEMENT BY LICENSED EMBALMER

L]

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

byme, or by oo vrriei s et usisrateatasennseemaaneae e mtotassiaaisearannan , Student Embalmer No.......

working under my personal supervisicn..

Student .. ..o i iiiiiriisesiesrsrenreaanan
Signature of Student Embalmer

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 ernbalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

-




