THE DIVISION OF HEALTH OF MISSOURI ' 43‘752

" FILED DEC 27 195b STANDARD CERTIFICATE OF DEATH

wlfare 31 & 100 STATE FILE NUM511154
li't ’ |- Ragistration District No. n s rimary Registratien District No. 3 -- Registrar's -
bvics
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doceasad lived. If institution: Residence bofora
o COUNTY ) o STATE Miasouri b. COUNTY edmission)
0506 D b. CITY {If cutside corporate limits, give TOWNSHIP only}| Inside Limits c. CITY Insida Limits
L OR o . OR
TOWN \-T. LOUIS HISSOURI Yesll NeQ TOWN S‘t. Iﬂolﬁ.ﬂ Yes NoO
e. FULL NAME OF (If NOTinhospital, givelocation)|Laength of stay in 1b i
HOSPITAL OR 4 REET (If outside, give lacation) Reside on Farm
stivion 51+ LOUIS CITY HOSHITAL #1. 5/ //iioeets4640 Ledue . Yesd Moo
3. :::. or First Middle Last 4. DATE Month Day Year
EASKD
beceastn TERETHA RICE o DECEMBER 2, 1956
5. SEX 6. COLOR OR RACE 7. . 8. DATE OF BiRTH 9. AGE ([In years | IF UNDER 1 YEAR {iF UNDER 14 HRS.
3\ marnfeo B Never marrien [ ! B el
Female Colored wipowep (] pivorcen [} 3=28al934 22
10a. USUAL OCCUPATION (Gipe kind ufwuﬂ: done [106. KIND OF BUSINESS OR INDUSTRY [ L1. BIRTHPLACE (Ciry and atato or counsry) / 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired)
Housewife None Mississippl UsaA
2 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME
.E%}Lfinldiaﬁmaon 0llie Mgore :
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO,|17. INFORMANT Address
{ Pas, no., or unknown) (17 yea. give war or datea of service) - . '
] - No | R | |Joe Rice - .--- . 4640-Leduc

B, cavsE OF DEATH {Enter only one couae per line for (g), (b). and (c}.] . ‘[ INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: : T . gs? 20 DEATH
IMMEDIATE CAUSE (g} g “ =

diseases in Part | must Eza casually related. Cerener cannot certify to a death due to natural causes.

Conditions, if any, OUE TO (b)

‘USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

which garve rize fo ' T T —
above cguu :e). {q ‘1 O
stating the under- .,
. lring cause losf. DUE TO {c) '
= PART il. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{q)} 3. :VAS 3:;%;5;\‘
= F
b L. - ; vs:g o [J
’&_ 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Ior Part 1 of item 18.)
i O a © Q.
3 (¥
. 3 Lc. TME OF  Hour  Month, Doy, Year . . ‘ . ] o
INJURY a. m. . . .
E p.m, .
' -1 E | 20d: INJURY OCCURRED 2e. PLACE OF INJURY {e. ¢, in or about home, | 20f. CITY, TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE ferm, factory, street, office bldg,, et}
- WQRK AT WORK 2 -
E 217 [ artended the dOCBllg !gpd-: I_%/ , ta and last saw ":'" alive on &;/‘)
l‘ . . Death occurred at ha m on the date stated above; and 10 the best of my knowhdde. from the causes stared.
> - .
; - & (Degrepor ity )22, appRESS C 22, DATE SIGRED
: P, [ 1515 LAme Lo, 12/3/56.
. - .
3 23a. BURIAL, CREWATION, [23b. DATE 23c. NAME OF ENETERY OR cn:mmnv .. 23d LOCATION (City, torrn. or county) (State}
3 REMOVAL (Specify . . - ' S
; | Burial 12=7=56 St, Peters t. Louis County, Missouri
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26, HEGISTRAR'S SIGNATURE . v
11is Funeral Home, #nc., 2820 Stoddard DEC. 6 1956 i
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificaté was er
DY IT18, OF DY L ittt ittt teeee e eennsatasassesanarrennn s sarnnaaarenaenens , Student Embalmer No........

working under my personal supervision,.

Student ... Slgned% a.o%ff"t ...................

Licensed Embalmer No..zﬂl.i

AN AN NG\ IL P. O. Address /37004, .
- "“ina
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({
o3 ‘to‘comply with the above-constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
I this body is not embalmed, fact should be so stated above.

- . . -




