Coroner connot certify to o death due to natural csuses.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF PQSSIBLE

must use onty sTanda

fisoases in Part | must be casually related.

Yoctor, coraner, efc.

THE DIVISION OF HEAL TH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

318 ey rearaion ormen k003

FILED JAN 15 1957

agistrotion District Ne, .

............. b i s
STATE FILE Nu11499

Registrars No. e ceemivnnes

1. PLACE OF DEATH

2. USUAL RESIDENCE {Where deceased lived.

If institution: Residance before
admission)

a. COUNTY a. STATE MISSOURI b. COUNTY
b. CéTY {If ourtside corporate limits, give TOWNSHIP only) Inside Limits e. CITY : Inside Limits
N P orad Bom IH v OR - . . - P T L T BT
town ST LOUIS Yos i ' NoO town ST. LOUIS Tedfl NoO

e. FULL NAME OF {If NOT inhospital, give location)

Length of stoy in 1b
HOSPITAL OR

{If cutside, give lacation} Reside on Farm

{¥es, no, or unknown)

NO

| (If yeo, give war or dales of servics)

i
IstiTuTiow DEPAUL HOSPITAL | 8 MONTHS 4 (p Gtbress 5516 NATURAL BRIDGE | veso ndb
kN ::l or Firast Migdie v Last 4, Do.l;rt Month Day Year ‘
(Type or print) ELLA M KEITHLEY oa DEC. 13, 1956
5. SEX 6. COLOR OR RACE 7. mgm[o X neven marrigp [Jf 8- DATE OF BIRTH '9' ?f;fb‘fﬁhﬁ:;r)a ::.’::m 10:‘:“ F:::R ZLT-S !
FEMALE WHITE. wicowen [ oworcen [} JULY 1, 1897 59 ] |
-}10a. USUAL OCCUPATION (Give kind of work done [106. KIND OF BUSINESS OR INDUSTRY [15. BIRTHPLACE (City and state or country) ‘C 12. CITIZEN OF WHAT COUNTRY? '
durin moat of working life, even if retired) . ‘
USEHIFE AT HOME ST. LOUIS, MISSOURI US A

13. FATHER S NAME 14, MOTHER'S MAIDEN NAME |
WILLIAM HEISLER ELIZABETH SCHIVERS |

15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY KO.[17. INFORMANT Addresy

18. CAUSE OF DEATH [Enter only one canse pcr line for (a}, (b) and (c).]
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (u)

LEE KETTHLEY 5516 NATURAL BRIDGE -

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any,

DUE TO (b) ﬁ M

which gove risg fo
above causge (8),
stating the under-

buE To (C,M

lying cause lasl.

z

[=] PART "H. OTHER SIGNIFICANT CONDITIONS CONTRBMTING TO DEATH BUT NOT RELATED TQ THE TERMINAL DISEASE CONDITION GIVEN [N PART I{a}. - [+ .*[19. ;ﬁig;l;ggf\'

= ?

3 / 7 [25 . vesJ wo X

E 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY GCCURRED. (Enler nature of injury in Part Ior Perl Il ofitem 18) - 7 ’

& ] O o [

o
20¢. TIME OF Hour Month, Day, Year

©  INJURY a.m,

E p.m.

X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. g., in or aboul Aome, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILEAT' (M NOT WHILE farm, factory, street, office bldyg., elc.} _
WORK AT WORK Vi

2l. 1 atrended the deceased from

LD Y6 .
gt

Death occurred at

Vi ..2,//5[145'6 and last saw her alive on

him

m on the date stared above; and to the best of my knowledge, from the causes stated.

{ Degree or tiile)

27 AF

22a. SIGNATUY -
U2 Bn

€1 22b. ADDRESS

22, DATE SIGNED

73/S fliadbsen. Blodf 13/ /5%

23a. BURIAL, CREMATION, 12354 DATE

23¢. NAME OF CEMETERY OR CREMATORY

MEMORT AL, PARK CEMETERY

23d. LOCATION (Citg, fown, or county) (State)

w Speeify)
BURTAL " | 12-15-56
24. FUNERAL DIRECTOR ADDRESS

STROOT CARROLL L4600 NATURAL BRIDGE

25, DATE RECD. BY LOCAL REG.

ST, 1LOUIS COQUNTY . MISSOURT _._
26. REG!STRAR 5 SIG!
wd Apith m%'

DEC 14 1956

- — —— ILlcoaud Embalmar's Statement on Reverse Sidei V iz ‘



Ve ‘;}Jm Moo wt
1315 FasputnA
Ey. 5 -yobY

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was en
byme, ot by coiiiiiiiiaeas et eeeeermametameiaeetcmeeeceesianenraanrranerarranr , Student Embalmer No........

working under my personal supervision,.

ATt 1Y L PSP Signed \M jLUI Ku—‘j:\

Sighature of Student P

4
- P. O. Address.g.?f..ﬁm

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 handwriting.

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




